STATE OF UTAH DEPARTMENT OF HEALTH
Parent Request for Certificate of Early Term Stillbirth

Please complete items below as you want them to appear on the certificate. Child's name is optional.

CHILD
Child's Name
First Middle Last Suffix (Jr., 11, I,
etc.)
Sex: Male Female Unknown Delivery Date / / Delivery Time: a.m./p.m.
(Mo/Day/Year)

Delivery Location (Hospital name, or street address if out-of-hospital delivery)

Gestational Weeks (Calculated from day on which mother's last normal menstrual period began to day of delivery.)

PHYSICIAN

| certify that the birth mother named in this request delivered an early term stillbirth child that was delivered at least 16 weeks' gestation

but less than 20 weeks' gestation, calculated from the day on which the mother's last normal menstrual period began to the day of
delivery.

Physician Name Title

Please print clearly

Physician Signature* Date

*If a physician is unable provide a signature, a copy of the birth mother's medical records related to the early term stillbirth must be
attached to this form.

MOTHER
Mother's name prior to first marriage
First Middle Last
Mother's Date of Birth / / Mother's Birthplace
(Mo/Day/Year) U.S. State or Foreign Country
Residence City Residence County
Residence State Residence ZIP Inside City Limits? Clves  [CIno
FATHER
Father's Name
First Middle Last
Father's Date of Birth / / Father's Birthplace
(Mo/Day/Year) U.S. State or Foreign Country
Residence City Residence County
Residence State Residence ZIP Inside City Limits? Clves CIno
NUMBER OF CERTIFIED COPIES REQUESTED UTAH DEPARTMENT OF HEALTH
OFFICE OF VITAL RECORDS AND STATISTICS
1 Search (non-refundable) Includes 1 Certified Copy S_18.00 Street Address: 288 North 1460 West

Mailing Address: PO Box 141012
Salt Lake City, Utah 84114-1012

Additional Certified Copies ($10.00 each) $ Contact: Marie Aschliman

TOTALFEE S

Please make check or money order payable to

Office of Vital Records and Statistics
UDOH-OVRS-107 12/16



