ID Number (office use only)______________


PNG DEPARTMENT OF HEALTH
CHILD DEATH REPORTING FORM

Please complete both sides of this form whenever a child or newborn dies in the community, a health centre or hospital.  Also complete an official death certificate.  

Please send or fax the form to: 


	Name of child who died: 

______________________________
	Date of birth:

/      /
	Age:__ __yrs __ __mths __ __days

	 FORMCHECKBOX 
1 Male 

 FORMCHECKBOX 
2 Female
	    Weight:

__ __ .__Kg
	Date of death: 

/    /
	
Time of death:__ __.__ __ am/pm

	Province: 

_____________________
	District: 
___________________
	Village / town: 
_________________________

	Name of health facility reporting the death: ___________________________________________

	1. Place of death: 

 FORMCHECKBOX 
1 Hospital

 FORMCHECKBOX 
2 Health center

 FORMCHECKBOX 
3 Home / village

 FORMCHECKBOX 
4 In-transit to health facility 

 FORMCHECKBOX 
9 Unknown
	2. Days child was sick before presentation:
                                       __ __ days

3. Date of Hospital Admission:
                                        /    /  

	4. Child reached health facility by: 

 FORMCHECKBOX 
1 Boat

 FORMCHECKBOX 
2 Public Motor Vehicle

 FORMCHECKBOX 
3 Parent walked

 FORMCHECKBOX 
4 Ambulance

 FORMCHECKBOX 
5 Other _________________________

 FORMCHECKBOX 
9 Unknown
	5. Distance and time traveled to reach the 
   health facility:
                                       __ __ km

                                       __ __ hrs                                            



	6. Child referred from another health facility

 FORMCHECKBOX 
0 No

 FORMCHECKBOX 
1 Yes (which one)________________________
	7. Delay in transport or referral

 FORMCHECKBOX 
0 No

 FORMCHECKBOX 
1 Yes (why)___________________________

	8. Neonatal death

 FORMCHECKBOX 
0 No (go to Question 15) 

 FORMCHECKBOX 
1 Yes
	9. Mother attended antenatal care:
                                       __ __ times

	10. Premature onset of labour

 FORMCHECKBOX 
0 No 

 FORMCHECKBOX 
1 Yes 

 FORMCHECKBOX 
9 Unknown 
	11. How long were the membranes ruptured 
     before the baby was born:
                                       __ __ hrs

12 Duration of labour:
                                       __ __ hrs

	13. Place of birth: 

 FORMCHECKBOX 
1 Hospital

 FORMCHECKBOX 
2 Health center

 FORMCHECKBOX 
3 Home / village

 FORMCHECKBOX 
9 Unknown
	14. Apgar score 

at 1 minute                        __ __ 

at 5 minutes                       __ __ 


	15. Vaccine Status
 FORMCHECKBOX 
 Vaccines up to date for age
 FORMCHECKBOX 
 Some vaccines received but not complete for age
 FORMCHECKBOX 
 No vaccines ever received



	16. Malaria slide (tick correct):    FORMCHECKBOX 
1 Slide not done   /    FORMCHECKBOX 
2 Slide negative  /   FORMCHECKBOX 
3 Pf   /     FORMCHECKBOX 
4 Pv   /    FORMCHECKBOX 
5 Mixed infection

17. List the DIAGNOSES that were made (if there was more than one please indicate all diagnoses):

	 FORMCHECKBOX 
 Anaemia

 FORMCHECKBOX 
 Asthma

 FORMCHECKBOX 
 Birth asphyxia

 FORMCHECKBOX 
 Bronchiolitis

 FORMCHECKBOX 
 Burns

 FORMCHECKBOX 
 Congenital heart disease

 FORMCHECKBOX 
 Congenital malformation

 FORMCHECKBOX 
 Congenital syphilis

 FORMCHECKBOX 
 Croup

 FORMCHECKBOX 
 Dengue fever
	 FORMCHECKBOX 
 Dysentery

 FORMCHECKBOX 
 Epilepsy
 FORMCHECKBOX 
 HIV / AIDS

 FORMCHECKBOX 
 Low birth weight

 FORMCHECKBOX 
 Malaria

 FORMCHECKBOX 
 Malignancy / cancer
 FORMCHECKBOX 
 Malnutrition
 FORMCHECKBOX 
 Measles
 FORMCHECKBOX 
 Meningitis

 FORMCHECKBOX 
 Neonatal sepsis
	 FORMCHECKBOX 
 Pneumonia

 FORMCHECKBOX 
 Rheumatic heart disease
 FORMCHECKBOX 
 Septicaemia

 FORMCHECKBOX 
 Snakebite
 FORMCHECKBOX 
 Sudden infant death
 FORMCHECKBOX 
 Tetanus

 FORMCHECKBOX 
 Trauma / accident
 FORMCHECKBOX 
 Tuberculosis
 FORMCHECKBOX 
 Typhoid

 FORMCHECKBOX 
 Other...

(please specify) _________________________________

	18. What TREATMENTS did the child receive? (please list all the treatments that were given)


	19. Were any treatments you wanted to give not available at your health facility? 

 FORMCHECKBOX 
0 No                                                                              FORMCHECKBOX 
1 Yes (please specify)_______________________________ 

	20. IN YOUR OPINION, WAS THIS CHILD’S DEATH POSSIBLY AVOIDABLE?

 FORMCHECKBOX 
0 No                                                                              FORMCHECKBOX 
1 Yes
(If yes, please write full details of where improvements should occur, and what you think should be done) 

	Community:

Referral system:


	Primary care:

Hospital:




Name and address of person reporting death (for purposes of providing feedback)
Name:







Position (e.g. Doctor / Nurse etc):

Address:

Thank you for completing both sides of this form.  The information you provide will be used to improve the health services for children.


