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DC|HEALTH
REQUEST FOR FETAL DEATH CERTIFICATE
Center for Policy Planning and Evaluation
Vital Records Division
TODAY’S DATE:
COMMEMORATIVE FEE: $23 X QUANTITY REQUESTED =TOTAL PAYMENT SUBMITTED $0

*** QUANTITY MUST BE POPULATED TO CALCULATE TOTAL PAYMENT
UPON APPROVAL THE PREFERRED PAYMENT METHOD IS: CREDIT/DEBIT CARD [] CHECK/MONEY ORDER []
CHILD'S NAME:

DATE OF EVENT: PLACE OF EVENT:
MOTHER'S NAME:
FATHER'S NAME:

Applicant Name:
Relationship:
Email Address:
Phone Number:
Mailing Address:

Signature:

REVISED: 9/16/2022
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