[image: ISDH Logo_Color.eps]              Maternal Death Report
             Indiana State Department of Health
[bookmark: _GoBack]Per IC-16-50-1-6(a) please send this report immediately after the death of a woman who was currently pregnant or was pregnant within 365 days of death. Report the event regardless of where the patient died with as much details as possible.

Name of Woman ____________________________________________________________________
			Last 			First 		Middle 			Maiden 

Address ____________________________________________________________________________
	Street				City			State 			ZIP	
Date of Birth (MM/DD/YYYY) ______________________
Date of Death (MM/DD/YYYY) _____________________
Name of birth hospital (if known) _________________________________________________________
Name of Obstetric Provider (if known) _____________________________________________________
Place of death
□ Hospital (name of facility and city) _______________________________________________
□ Residence	□ other (Please specify)
Medical Record number ___________________________
· No Autopsy
· Autopsy Performed
· Facility or address where autopsy was performed____________________________
· Autopsy performed by:__________________________________________________
· Autopsy pending
Cause of death 
Primary _______________________________________________________________________
	Contributing factors______________________________________________________________
              _______________________________________________________________________________
	Manner of Death________________________________________________________________
Report Prepared by ______________________________________________   Date ________________ 
Email _______________________________________________   phone __________________________
When complete, please scan and email to MMR@ISDH.in.gov
For any questions please call ISDH Maternal Mortality Review Coordinator 317-232-4300
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