Appendix D: Report on the flow of
Indigenous status information in six health
data sets

This appendix should be read together with the main report: National best practice
guidelines for collecting Indigenous status in health data sets

Australian Institute of Health and Welfare 2010. National best practice guidelines for
collecting Indigenous status in health data sets. Cat. no. IHW 29. Canberra: AIHW.

This appendix briefly explores the data pathway in each of six health data sets where the
flow of data on Indigenous status has been examined, and the factors that could affect the
quality of these data at each step along the pathway.

The information flow in most of the health data collections under consideration consists of
three key stages:

* point of service, where information on Indigenous status is collected from the individual
using the service and recorded —identification as Indigenous is voluntary (stage 1)

* compilation of data in state and territory registers or data collections (stage 2)
* compilation in national data collections (stage 3).
The exceptions are:

* Dbirth registrations where the first stage (birth) is captured in the midwives data
collection (perinatal) and only the second and third stages are recorded

* Bettering the Evaluation and Care of Health (BEACH) data where the second stage is
bypassed because BEACH is a survey not an administrative data collection

* Medicare registration data where the first and second stages are bypassed.

Table D1 illustrates the information flow for each collection.



Table D1: Flow of information for health data collections

Data collection

1. Point of service

2. State/territory data custodian

3. National data custodian

National Perinatal Data

Collection

Birth registrations

Bettering the Evaluation

and Care of Health
(BEACH) survey

Medicare

Australia/Pharmaceutical

Benefits Scheme

National Hospital

Morbidity Database

National Mortality
Database

Perinatal collection forms

Completed by the attending midwife or other
attending medical practitioner

Demographic information may be obtained from
hospital admission/pre-admission forms
completed by hospital admission and other staff

n.a. (self-completed form)

BEACH survey form

Completed by general practitioners

n.a. (self-completed form)

Various (including admission, episode of care,
discharge)

Completed by hospital admissions and other staff
Death registration application form

Completed by funeral director or other person
responsible for the disposal of the body—
personal details are usually provided by the
family or next of kin

Cause of death certificate form

Completed by the medical practitioner certifying
the death

For deaths reported to a coroner, the autopsy
certificate form is completed by the coroner (note:
not all coroner-referred deaths will have an
autopsy form)

State and territory health authorities (perinatal
data collections)

State and territory registrars of births, deaths and
marriages

n.a.

n.a.

State and territory health authorities

State and territory registrars of births, deaths and
marriages

National Perinatal Statistics Unit—collaborating
unit of the Australian Institute of Health and
Welfare (AIHW)

Australian Bureau of Statistics (ABS)

General Practice Statistics and Classification
Centre—collaborating unit of the AIHW

Health Insurance Commission

AIHW

ABS

n.a.

Not applicable.



Perinatal data

Point of service

The collection of data for perinatal collections (including Indigenous status) is usually the
responsibility of the midwife or another attending medical practitioner — that is, the person
providing the health service to the individual being asked the question. A midwife usually
obtains Indigenous status information from the mother (along with other demographic
information such as birthdate, marital status and country of birth) either at the antenatal
clinic before delivery or, in some hospitals, when the mother comes to the maternity ward
for the baby’s birth. On occasions, mothers may present to hospital unexpectedly and
midwives will try to find out details, such as the mother’s Indigenous status, at some point
after delivery.

In some hospitals, patient demographic information such as Indigenous status is obtained
from the hospital database (for example, via the pre-admission or admission form), in which
case the information is usually collected by admission staff. In such hospitals, midwives will
only collect Indigenous status information if it is not already recorded in the hospital
database. Any further information is collected by midwives after delivery.

If Indigenous status is obtained from the hospital database, it is often not checked or
validated by midwives and so is subject to the same data quality issues as the hospital data
collection. If Indigenous status is missing on the mother’s record, there is generally little
follow-up by midwives to obtain this information after delivery. In a small number of
hospitals, information that is recorded by midwives is then sent to the admission office so
that the mother can be admitted to hospital. If Indigenous status has not been recorded by
maternity staff, admissions staff may contact the midwives to try to obtain this information,
but it is not always successful. In some cases, admission staff may check that the information
recorded by the midwife is correct by re-asking the question.

In most hospitals, only the mother’s Indigenous status is asked and recorded, rather than
that of the baby or the father, and thus the mother’s Indigenous status is used to determine
the baby’s Indigenous status. In some hospitals, however, Indigenous status of the baby may
also be asked and recorded. In other hospitals, both the mother’s and father’s Indigenous
status is asked and/or recorded and is used to determine the Indigenous status of the baby
(in such cases, if either the mother or father is Aboriginal or Torres Strait Islander, then the
baby is correspondingly recorded as Aboriginal or Torres Strait Islander). On rare occasions,
the mother may inform staff that the father is Aboriginal or Torres Strait Islander, or in some
instances, staff may know that father’s Indigenous status through local knowledge of the
family. In such instances, the baby may be recorded as Aboriginal or Torres Strait Islander in
the system.

Information obtained is usually entered into the hospital maternity database or equivalent,
and/or recorded on perinatal collection forms that are sent to the state/territory health
authorities. The hospital maternity database is often separate to the hospital inpatient
database. The information that is recorded in the hospital maternity database, and the
categories used for some of the items such as Indigenous status, may differ to those
contained on the perinatal collection forms.



Each jurisdiction uses its own unique collection form (see page 25 for the form used in New
South Wales). Generally, the same type of information is collected on perinatal collection
forms from jurisdiction to jurisdiction, but some variations exist. Table D2 lists the items
most or all jurisdictions include on their perinatal information forms.

Table D2: Data items collected by most jurisdictions on perinatal forms

Type of information Data items
Mother’s demographics Date of birth, country of birth, Indigenous status, marital status
Previous pregnancies Number to term, type, date of completion of last pregnancy, outcome, method of

delivery of last birth, number of caesareans

Present pregnancy Date of last menstrual period, prenatal diagnosis, antenatal care, medical conditions,
obstetric complications, procedures and operations

Labour and delivery Onset of labour, type of labour/birth, reason/method for inducing labour, length of
labour, pain relief/anaesthetics, presentation at birth, complications during labour,
type/method of delivery, perineal status

Baby’s details Date of birth, sex, plurality, birth weight, estimated gestational age, Apgar score,
resuscitation, congenital anomalies, neonatal morbidity

Postnatal care Admitted to neonatal intensive care or special care nursery

Discharge status of mother and baby Discharged, transferred or died/stillbirth

While all forms include a question on the mother’s Indigenous status (or from which
Indigenous status can be derived), the format varies between jurisdictions and in its level of
compliance with the standard question (Box D1). New South Wales, Victoria, Queensland,
Tasmania and the Australian Capital Territory conform to varying degrees with the standard
question, by including options for the mother to identify as Aboriginal, Torres Strait
Islander, both Aboriginal and Torres Strait Islander or neither. Only Queensland and
Tasmania, however, include tick boxes for each of the categories; other listed jurisdictions
require the midwife to tick both the Aboriginal and Torres Strait Islander boxes if the person
identifies as both.

The remaining jurisdictions use varying category formats. In the Northern Territory, no
category exists for Torres Strait Islander —a mother can identify as Aboriginal or non-
Aboriginal. In Western Australia, Indigenous status is within questions on ethnic origin,
where the mother can identify as an Aboriginal and/or Torres Strait Islander. In South
Australia it is within questions on race, and includes categories for Aboriginal, Torres Strait
Islander and both. Only the Northern Territory form includes an option for recording ‘not
stated” on the form.

None of the state/territory perinatal collection forms include a question on the Indigenous
status of the baby or father, although on occasions this information may be written on the
forms by midwives if it is known to them.

Other forms may be used within the hospital that collect information on the father’s
Indigenous status as well as the mother’s; however, these are generally not used to inform
what is recorded on the state/territory perinatal collection form. For example, in South
Australia, a supplementary pregnancy record is given to women at their first antenatal visit
after confirmation of her pregnancy. This is provided by the women’s general practitioner
(GP), obstetrician or midwife. Both the mother and partner have the opportunity to complete
Indigenous status information on the pregnancy record but information on the partner’s
Indigenous status is often not completed. The Indigenous status of the father is sometimes
added manually to the pregnancy record by staff. The question that is asked on the



pregnancy record is: ‘ethnicity /cultural background’. No options are given. In New South
Wales, a booking form is used in some hospitals for mothers due to give birth; the form
includes a question on the father’s ethnicity, but it is also an open-ended question. Some area
health services in NSW are beginning to include a question on the partner’s Indigenous
status on perinatal forms.

Box D1: State and territory perinatal collection forms —format of question on
Indigenous status

NSW midwives data collection form (NSW Midwives Data Collection)
Indigenous status:

Aboriginal

Torres Strait Islander

Aboriginal and Torres Strait Islander

None of the above

Perinatal morbidity statistics form (Victorian Perinatal Data Collection)
Aboriginal (mother):

No

Aboriginal

Torres Strait Islander

Perinatal data collection form (MR63D) (Queensland Perinatal Data Collection)
Indigenous status:

Aboriginal

Torres Strait Islander

Aboriginal and Torres Strait Islander

Neither Aboriginal nor Torres Strait Islander

Notification of case attended form (Western Australian Midwives Notification System)
Ethnic origin:

Caucasian

Aboriginal /TSI

Supplementary birth record (South Australian Perinatal Statistics Collection)
Race:

Caucasian

Aboriginal

Asian

Torres Strait Islander (TSI)

Aboriginal and TSI

Other

(continued)



Box 1 (continued): State and territory perinatal collection forms —format of question
on Indigenous status

Perinatal data collection form (Tasmanian Perinatal Data Collection)
Indigenous status:

Neither Aboriginal nor Torres Strait Islander

Aboriginal

Torres Strait Islander

Both Aboriginal and Torres Strait Islander

Northern Territory midwives collection
Aboriginality:

Aboriginal

Non-Aboriginal

Not stated

ACT midwives data collection form (ACT Maternal Perinatal Data Collection)
Indigenous status:

Not Indigenous

Australian Aboriginal

Torres Strait Islander

Source: State and territory midwife collection forms.

State/territory perinatal collections

Perinatal data are submitted to state and territory health authorities in paper format and/or
electronically. Depending on the jurisdiction, forms are submitted for each birth on a weekly
or monthly basis, or within a specified time period after the birth of the baby (for example,
28 or 35 days). In the Northern Territory, perinatal data are extracted from the Northern
Territory Hospital Information System every six weeks.

In most states and territories, data are collected on mother’s demographics, previous
pregnancies, current pregnancy, labour, birth and postnatal details, baby’s details, postnatal
care and discharge status of mother and baby.

Health authorities are responsible for collating data in their respective perinatal databases:
*  New South Wales (NSW) Midwives Data Collection

* Victorian Perinatal Data Collection

¢ Queensland Perinatal Data Collection

*  Western Australian Midwives Notification System

* South Australian Perinatal Statistics Collection

e Tasmanian Perinatal Data Collection



* Australian Capital Territory (ACT) Maternal Perinatal Data Collection
*  Northern Territory Midwives Collection.

Depending on the format of the Indigenous identifier in the database, some mapping work
may be required to transfer the data recorded on the collection form to the database (this
occurs in South Australia and Victoria).

Before compilation, some health authorities may use a range of ‘data check procedures’ to fill
in missing data, clarify inconsistent data and check validity. Preliminary information
suggests that different jurisdictions use a varying combination of these:

* follow-up with hospital admissions, medical records staff and/or attending midwives
(for missing data and for discrepancies or queries regarding Indigenous status data)

* cross-checking with hospital-based administrative data collections or other
administrative collections (such as Births, Deaths and Marriages) (for missing data,
inconsistent data and some general quality-control data checking)

* validating cross-tabulations (for example, Indigenous status against country of birth)

* cross-checking with previous records for the mother in the perinatal database, if the
mother has had a previous birth

* comparing against previous years’ numbers to evaluate changes in reporting and
potential errors.

Some jurisdictions (namely Victoria, South Australia and Queensland) have undertaken
specific evaluation projects in the past that have looked at Indigenous status validation.

Defaults are generally not used for missing data; some jurisdictions have indicated they
include a ‘not stated /non-response” category in their database for Indigenous status.

National perinatal data

National perinatal data are compiled in the National Perinatal Data Collection, which
comprises data items as specified in the Perinatal National Minimum Data Set (NMDS), plus
additional items collected by the states and territories. The Perinatal NMDS is a specification
for data collected on all live births and all stillbirths of at least 20 weeks gestation and/or at
least 400 grams birth weight, in hospitals, birth centres and the community in Australia. The
Perinatal NMDS was established in 1997 and currently consists of 17 data items (Table D3).

Table D3: Data items collected in the Perinatal National Minimum Data Set (NMDS)

Type of information Data items
Birth Birth order, birth status, birth weight (total grams), Apgar score (at 5 minutes)
Birth event Birth plurality, delivery method, labour onset type, setting (actual), state or territory of birth

Episode of admitted patient care ~ Separation date

Establishment Organisation identifier (Australian)
Female (pregnant) Estimated gestational age (total weeks)
Person Country of birth, date of birth, Indigenous status, person identifier (within

establishment/agency), sex

Perinatal data for each year ending 31 December are sent annually, in electronic format, by
health authorities in the various jurisdictions to the National Perinatal Statistics Unit (NPSU),
a collaborating centre of the Australian Institute of Health and Welfare (AIHW). The NPSU is



responsible for cleaning, validating and compiling national data. Data are published
annually in the Australia’s mothers and babies report series, usually around two years after the
year of data collection. For example, the 2003 data were published in Australia’s mothers and
babies 2003 (Laws & Sullivan 2005) in December 2005.

The Perinatal NMDS includes a data element ‘Indigenous status” defined as ‘a measure of
whether a person identifies as being of Aboriginal and/or Torres Strait Islander origin’. The
domain values are in accordance with the equivalent data domains in the National health data
dictionary (NHDD) standard (and hence the Australian Bureau of Statistics (ABS) standard
for Indigenous status).

States and territories are required to provide Indigenous status data in NHDD format, which
are derived from Indigenous status fields in their respective databases. (It is understood that
most or all jurisdictions do not undertake any mapping work to complete this requirement.)
An evaluation of the Perinatal NMDS data from 2000 ascertained that all jurisdictions
adhered to the NHDD definition of Indigenous status and all but one provided data in
accordance with the NHDD data domains (Laws & Sullivan 2004). Tasmania provided, and
continues to provide, Indigenous status data as 1 ‘Indigenous” and 9 “other’, the latter of
which cannot be differentiated between non-Indigenous and unknown/not stated.
Tasmanian Indigenous status data are therefore not published in the national perinatal
report series. It should also be noted that for 2003 onwards, Western Australia provided
Indigenous status data as ‘Indigenous” and ‘non-Indigenous” whereas in previous years they
provided data according to the NHDD categories (Laws & Sullivan 2005). These data were
derived from the Western Australian perinatal form, while in the past, Indigenous status
data was extracted from the Western Australian hospital morbidity system which does not
have a ‘not stated” option.

Perinatal data are checked and validated on an annual basis when calendar year data are
provided by the states and territories. Indigenous status data are validated by comparing the
number and proportion of Indigenous records against the previous year’s data, to see if there
has been an unusual increase or decrease in the number of mothers or babies recorded as
Indigenous in any jurisdiction, and by comparing Indigenous status against country of birth.
The latter is not considered particularly useful as some Aboriginal and Torres Strait Islander
women correctly report being born overseas in places such as Papua New Guinea, Samoa
and other nearby islands. Other edits may be undertaken throughout the year if
discrepancies are found.

Queries on invalid codes or inconsistencies in the data are sent to the perinatal data manager
in each state and territory to check and follow up. If minor changes are required, these are
provided in writing and the changes are made by the NPSU. If major changes are required,
an updated data extract is sent to the NPSU by the relevant jurisdictions.

There is generally no follow-up at the national level to obtain missing Indigenous status
data, as there are few women recorded with a ‘not stated” Indigenous status in the perinatal
data collection.



Birth registration

State/territory birth data collections

For birth data, there is no point of service. Parents are required to complete a birth
registration form for every newborn child and submit it to the state/territory registrar of
births, deaths and marriages within 60 days of the birth (see page 26-27 for the form used in
Queensland). This form is different for each jurisdiction; however, all states and territories
collect information on the Indigenous status of both parents using the standard ABS
question. The details and signature of both the mother and father is requested; however, in
practice, these are not always obtained from both parents. If the signature of the father
cannot be obtained, the registrar will omit the father’s details and the mother must submit a
statutory declaration stating that she does not know who the father is.

In all jurisdictions except the Northern Territory, a child will be classified as Indigenous if
one or both parents identify as being Indigenous. In the Northern Territory, the parent fills
out the information on Indigenous status, including that of the child. While this information
is forwarded to the ABS, the default setting used for all states and territories, including the
Northern Territory, is that the child is recorded as Indigenous if either the mother or father is
recorded as Indigenous, regardless of what is recorded as the child’s Indigenous status on
the birth registration form.

The information collected on birth registration forms is shown in Table D4.

Table D4: Data items collected on birth registration forms

Type of information Data items
Child’s details Surname, given name(s)
Birth details Date of birth, sex, location of birth, child’s weight at birth, order of birth

(if multiple birth), whether child was born alive, gestation period for
stillborns, name and address of doctor or midwife attending birth

Mother’s details Surname, maiden name, given name(s), date of birth, place of birth, age
at birth of child, Aboriginal and/or Torres Strait Islander origin,
residential address during majority of pregnancy, usual occupation

Father's details Surname, given name(s), date of birth, place of birth, age at birth of
child, Aboriginal and/or Torres Strait Islander origin, usual residence,
usual occupation

Marriage details Date and place of marriage — if applicable
Previous children of this relationship First names, age, date of birth, sex

Other child of the mother but not of this relationship First names, age, date of birth, sex (in some jurisdictions only)

Note that some of the information collected on birth registration forms can vary between
jurisdictions. For example, the usual residence and usual occupation questions are asked
differently across jurisdictions; some states and territories may also omit the usual
occupation question altogether.

The birth registration form is submitted in paper format to the state/territory registrar of
births, deaths and marriages, where the information is entered into the state/ territory
databases.



National births data

Standard birth data items are forwarded monthly by registrars of births, deaths and
marriages to the ABS where they are compiled as aggregated statistics. The ABS is currently
confirming with registrars a new list of standard birth data items to be supplied for births
data for 2007 onwards. The ABS has asked registrars to collect all items; however, this will
not occur in the short to medium term.

The data items which were collected in the national collection in 2004 are shown in Table D5.

Table D5: Data items collected in the national births data collection

Type of information Data items
Registration details Registration year, registration month, state/territory of registration
Child’s details Sex of child, Indigenous status of child, year/month/day of birth of child, state or territory

of usual residence, statistical division of usual residence, statistical subdivision of usual
residence, statistical local area of usual residence

Mother’s details Mother’s age, Indigenous status of mother, country of birth of mother

Father's details Father's age, Indigenous status of father, country of birth of father, father’s occupation

Marriage details Nuptiality, duration of marriage, year of marriage, month of marriage, country of
marriage

Previous children of this relationship  Plurality, previous children of the current relationship

Annual births data are published in the ABS Births report series towards the end of the
following year. For example, 2005 birth registration data were published in Births, Australia,
2005 (ABS 2006a) in October 2006. The data are presented per calendar year as year of
registration.

The usual interval between a birth and its registration, particularly if the birth occurred
towards the end of the calendar year, may mean registration is delayed until the following
year. An examination of births registered by year of occurrence compared with births
registered by year of registration, found that the proportion of births being registered in the
year they occurred has fallen from 90% in 1992 to 89% in 2005 (ABS 2006a). There is great
variation between states and territories (from a delay of 3.3 months in Queensland to

1.1 months in the Northern Territory). When comparing Indigenous and non-Indigenous
births, a higher proportion of Indigenous births are registered late (that is, not in the year
they occur) than all births (22% compared to 11%).

Indigenous status is generally validated as part of the overall process of data editing;
however, there are specific edits and reports which look specifically at Indigenous status.
Data checks on Indigenous status for individual records are performed on a monthly basis as
files are received. Further checks are undertaken at an aggregate level on quarterly and
annual bases. Examples of checks undertaken include comparing the number and proportion
of Indigenous records against the previous year’s data and comparing Indigenous status
against country of birth. In the past, a person’s Indigenous status was changed if they were
born overseas, however recently this practice has been changed to bring births data more in
line with the Census and ABS standard practice. These figures are now examined at an
aggregate level and if the number of overseas-born Indigenous persons born exceeds set
tolerances then it is investigated further.

When a potential error or issue is identified regarding Indigenous status information, the
ABS will usually contact the registrars of births, deaths and marriages in each state and
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territory. They are asked to verify if their systems reflect what the ABS has recorded in their
system and whether they know of any event or issue that may have caused the quality of the
data to be in question.

There is no national authoritative data source to undertake data linkage or comparison with
births data; however, certain sources such as the Victorian Koori Register may be used for
comparisons on an ad hoc basis. No follow-up action is currently undertaken to obtain
missing Indigenous status information in the national birth data collection.

Data quality and validation processes are currently being reviewed with a view to
implement any changes for 2007 data. The ABS is also working with registrars to assist in
improving data entry and coding practices in each jurisdiction.

Bettering the Evaluation and Care of Health (BEACH)
survey of general practice

Point of service

Each year, a random sample of approximately 1,000 general practitioners (GPs) records
details of 100 doctor-patient encounters of all types. It is a rolling sample, recruited
approximately three weeks ahead. Approximately 20 GPs participate each week, 50 weeks a
year. The information on each GP-patient encounter is recorded on paper-based forms (see
page 28), including the Indigenous status of the patient. The response categories are in the
following format:

* Aboriginal: yes/no
* Torres Strait Islander: yes/no.

GPs are required to ask the standard ABS question for Indigenous status; however, it is not
known how often or consistently this is used. The reliability of the results of the BEACH
survey has been tested in a substudy of about 9,000 patients encountered during the survey.
The substudy found that when the question on Indigenous status is asked of the patient
within the context of a series of questions about origin and cultural background, 2.2% will
identify as Aboriginal and/or Torres Strait Islander, which is twice the rate routinely
recorded in BEACH. However, this difference was not statistically significant.

Each participating GP also completes a GP characteristics form.

BEACH data collection

The participating GPs submit the encounter forms and GP characteristics form to the
Australian General Practice Statistics and Classification Centre (AGPSCC) of the University
of Sydney (a collaborating unit of the AIHW) where they are compiled in the BEACH
database. The AGPSCC follows up non-returns by regular telephone calls for up to three
months after the set recording time.

The information collected on the encounter and GP characteristics forms and included in the
BEACH data set is shown in Table D6. The name of the patient is not collected.
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Table D6: Data items collected in the Bettering the Evaluation and Care of Health (BEACH) survey

Type of information Data items

Encounter details Date of consultation, type of consultation (direct, indirect), Medicare/Veterans'
Affairs item number (where applicable) and other payment source

Patient details Date of birth, sex, postcode of residence, Australian Government concession
card holder, holder of a Repatriation health card (from the Australian
Department of Veterans’ Affairs), non-English-speaking background (NESB),
Aboriginal person (self-identification) and Torres Strait Islander (self-
identification), up to three patient reasons for encounter (RFES)

Details of problems managed at encounter At least one and up to four problems, new or continuing problem
Management of each problem

Medications Medications prescribed, supplied by the GP and medications advised for over-
the-counter purchase including: brand name, form (where required), strength,
regimen, status (if new or continuing medication for this problem for this patient)
and number of repeats

Treatments Other treatments provided for each problem including counselling, advice and
education, and procedures undertaken
Referrals New referrals to medical specialists, allied health professionals and hospital
Investigations Pathology tests, imaging and other investigations ordered at the encounter
General practitioner (GP) characteristics Age, sex, years in general practice, number of GP sessions worked per week,

number of GPs working in the practice, postcode of major practice address,
country of graduation, postgraduate general practice training and Royal
Australian College of General Practitioners fellowship (FRACGP) status, after
hours care arrangements, use of computers in the practice, whether the practice
is accredited, whether it is a teaching practice, work undertaken in other clinical
settings, hours worked in direct patient care and hours on call per week

BEACH data are published annually in the General practice activity in Australia report series.
For example, data from April 2004 to March 2005 were reported in General practice activity in
Australia 2004-05 (AIHW 2005a) in December 2005.

Indigenous status data are stored in the database as two variables:
* Aboriginal
* Torres Strait Islander.

Each of these can have values of yes (1), no (2) or missing. This enables output of Indigenous
status according to the standard categories:

e Aboriginal

* Torres Strait Islander

* Aboriginal and Torres Strait Islander
* non-Indigenous

* ot stated.

Using this system, rather than the ABS standard question on Indigenous status, means that
the following additional combinations can be generated:

* Aboriginal but missing Torres Strait Islander status
* Torres Strait Islander but missing Aboriginal status
* not Aboriginal but missing Torres Strait Islander status
* not Torres Strait Islander but missing Aboriginal status.

Neither of the two data items is mandatory in the database.
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A quality assurance program to ensure reliability of data entry includes ongoing
development of computer-aided error checks (‘locks’) at the data entry stage and a physical
check of samples of data entered versus those on the original recording form. Further logical
data checks are conducted using software processes on a regular basis.

Validation of Indigenous status data is not undertaken on a regular basis; however,
substudies are carried out every couple of years which aim to validate the data. Comparisons
are undertaken on an annual basis, comparing the number and proportion of Indigenous
status records for the current year against the previous year’s data.

As the name of the patient is not collected on the survey form, missing Indigenous status
information cannot be followed up.

Medicare Australia/Pharmaceutical Benefits Scheme

Point of service

To obtain a Medicare card, either the person applying for the card or parents of a newborn
baby are required to complete a Medicare enrolment application form (see pages 29-31)
possibly with the help of hospital staff. People over the age of 15 years can apply for a
separate Medicare card by completing a copy/transfer application form (see pages 32-33). In
November 2002, the ABS standard question on Indigenous status was included on both these
forms; it is voluntary to complete. The question was added so that access to mainstream
Medicare services and the Pharmaceutical Benefits Scheme (PBS) by Indigenous Australians
could be assessed more accurately.

The forms are lodged at a Medicare Australia office or by mail and therefore there may be no
opportunity for Medicare staff to ask the question on Indigenous status; instead, completion
of the question is the responsibility of the person completing the form. On occasion, a person
may register for Medicare by phone, in which case they will be asked the question on
Indigenous status by staff. Information collected on the Medicare enrolment forms is shown
in Table D7.

Table D7: Data items collected on the Medicare enrolment form and copy/transfer application form

Type of information Data items

Name Title, family name, first name, second name, previous name

Contact details Mailing address, residential address, home telephone, work telephone
Medicare card details Whether will be listed on Medicare card, previous Medicare card number
Other details Date of birth, sex, reason for entry to Australia (if born outside Australia), entry

date (if born outside Australia), departure date (if born outside Australia),
Indigenous status

Note: These details are collected for each person to be listed on the Medicare card.
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As the Indigenous status question is voluntary to complete on Medicare registration forms,
there is no follow-up by staff to obtain missing Indigenous status information. Customers
who have previously identified as Aboriginal and/or Torres Strait Islander on a registration
form are also able to contact Medicare and have this removed from their record.

An Indigenous identifier is not currently included on the Medicare claim form.

Medicare database

Information from the forms is entered directly into the Medicare database. When patients
make a Medicare claim, details of the claim are also entered into the database.

There is no regular publication of Medicare data.

Because the Indigenous identifier was only introduced relatively recently, the coverage of
Indigenous Australians in this database is not complete. Aboriginal and Torres Strait
Islander Australians who had identified as Indigenous in this database as at 1 July 2005
numbered 80,658.

Indigenous status is not checked or validated in any way.

National Hospital Morbidity Database

Point of service

There are multiple points of service in hospitals; for example, reception at emergency
departments, inpatient services and mental health services. For admitted patients, hospital
admission staff are, in most instances, the point of service for hospital morbidity data. Ward
clerks may also collect patient demographic information. In rural areas, nurses, doctors,
24-hour clerical staff, allied health staff and community health staff may be the point-of-
service staff in hospitals. Females admitted to hospital to give birth will be captured in the
National Hospital Morbidity Database, the perinatal and the birth registration data
collections.

Patient demographic information is occasionally obtained from GP referral forms sent to the
hospital.

Indigenous status is usually asked verbally by staff via a patient registration form and the
details then entered electronically; however, in some hospitals, patients are asked to
complete a form. For pre-admissions, Indigenous status is usually collected via a form that
the patient completes and sends to the hospital, and the information is entered electronically
at the time of admission.

Indigenous status is supposed to be asked along with general demographic questions (often
after country of birth and followed by questions on cultural background and language),
usually on admission or soon thereafter. However, the details may not be re-collected if a
patient has previously been admitted to the hospital or has been transferred from another
area of the hospital (such as the emergency department) and the information was already
collected there. Indigenous status is often not checked or validated by staff after admission to
hospital. Some public hospitals employ Aboriginal liaison officers (ALOs) whose
responsibilities may include assisting accurate recording of Indigenous status (for example,
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checking and updating information on Indigenous patients). ALOs are employed in many
public hospitals in Victoria, Queensland, the Australian Capital Territory and Northern
Territory at selected locations (AIHW 2005b). They are more commonly employed in
hospitals in regions with a high proportion of Indigenous people. Private hospitals, however,
do not currently employ ALOs.

The standard question and categories are used when patients present to hospital at all or
most public hospitals in most jurisdictions (see AIHW 2005b).

All public hospitals in the Northern Territory, Tasmania and Queensland record Indigenous
status according to the NHDD definition and categories in their inpatient admission systems.

Victoria does not include a ‘not stated /unreported” category in their data system — the
categories used to record Indigenous status are: “Aboriginal’, “Torres Strait Islander’,
‘Aboriginal and Torres Strait Islander’, ‘not Aboriginal or Torres Strait Islander’, ‘question
not able to be asked” and “declined to answer’.

In New South Wales, two main systems operate in hospitals across the state, both of which
have categories for “declined to respond” and “‘unknown’. One system also has a category for
‘not stated” as well as the other standard categories. Some hospitals and area health services
in New South Wales have systems that use the NHDD codes for Indigenous status.

In Western Australia, two systems also operate, one for regional hospitals and one for
metropolitan hospitals (and Bunbury). In regional hospitals, there is no ‘not stated” or
“unknown’ category and thus non-Indigenous and unknown records get coded to “other’. In
metropolitan hospitals, systems include ‘other” and ‘unknown’ categories, however a patient
is not able to be discharged with an “unknown’ code and thus this will be changed to a valid
code (‘other’) on discharge.

In South Australia and the Australian Capital Territory, the categories used to record
Indigenous status in patient admission systems vary between hospitals. They may be based
on the standard categories or a variation (for example, related to race or with a ‘not stated’
category.

The standard question does not appear to be universally applied in private hospitals,
although it is used when patients present to hospital at most private hospitals in Western
Australia and South Australia, and some private hospitals in Victoria (AIHW 2005b). Victoria
and the Australian Capital Territory also report recording Indigenous status according to the
NHDD standard in their patient administration systems in private hospitals. Some systems
in South Australian and Tasmanian private hospitals also use the NHDD standard.

In most jurisdictions, Indigenous status is a mandatory field which has to be completed
before progressing to the next question. In most public hospital systems there is no default
option; however, in some hospitals the system default may be set to non-Indigenous.

Some public hospitals have procedures for follow-up of unreported data—it is usually the
responsibility of the ward clerks to obtain any missing information before the patient is
discharged; however, such procedures are generally not strictly adhered to. Generally, no
follow-up is undertaken in private hospitals to retrieve missing Indigenous status
information.

In hospitals in most states and territories, there is no official regular mandatory training of
staff on the collection and recording of Indigenous status data. In some states and territories,
initial training/orientation sessions are provided to new staff, which may include
information on the importance of collecting Indigenous status data. Ongoing training and
updates tend to be fairly minimal in most jurisdictions. In South Australia, hospital inpatient
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collection training is conducted every two years and contains an Indigenous component. In
Victoria and Western Australia, one-off information sessions are sometimes offered to staff
which provide information on why and how information about Indigenous identification
should be asked and what happens to the data collected by hospitals. In New South Wales,
training for clinical and admission staff on Indigenous identification was run in 2004 and all
staff were expected to attend; however, this training has not been run since. Some hospitals
offer cultural awareness programs to ground staff and support staff, including programs that
cover a broad understanding of Aboriginal culture and beliefs and/or courses on collecting
patient information which focus on Indigenous patients.

State/territory hospital collections

Each health authority collects hospital morbidity data for specified state-based hospital
morbidity collections and for transfer to the national collection. Data that are recorded in
hospital patient admission systems are forwarded electronically to health authorities on a
monthly basis.

In South Australia, the Australian Capital Territory and Tasmania (private), hospitals are
required to map their codes for Indigenous status according to the standard categories before
sending the data to their the state/territory health authority.

In Victoria and Western Australia, there is no ‘not stated /unreported” category in the state-
based hospital morbidity data collections. Therefore in Victoria, records recorded as
‘declined to answer’ or ‘question not able to be asked” get coded as non-Indigenous by the
Department of Human Services before sending the data to the AIHW.

In Western Australia, hospital records with an ‘unknown’ code or empty field will be
mapped to non-Indigenous by the Western Australian Department of Health before sending
the data to the AIHW.

In New South Wales, data that are recorded in the hospital systems get passed on to the
relevant Area Health Service Health Information Exchange System and then onto the
New South Wales Department of Health, which undertakes mapping to align all codes for
Indigenous status with the NHDD categories before sending the data to AIHW. Records
recorded as ‘declined to respond” and ‘unknown” will usually get mapped to ‘not stated’.

In Queensland and Tasmanian public hospitals and the Northern Territory, hospital systems
use the standard codes for Indigenous status and thus there is no need for any mapping to be
done by the health authorities. For private hospitals in Queensland, Queensland Health
maps the codes to the standard categories before sending the data to the AIHW.

Some auditing of Indigenous status data is undertaken by the health authorities in Victoria,
Western Australia and Queensland and the area health services (AHSs) in New South Wales.
In Victoria, hospital records are checked for any apparent errors (such as a substantial
increase in the number of Indigenous patients recorded in a particular hospital). Any
potential errors are followed up with the hospital admission staff, and/or an ALO (if
employed in the hospital).

Western Australia carries out frequent edits of the data they receive from hospitals, and will
follow up any apparent discrepancies with the hospital if required (for example, if the
patient is coded as Indigenous and was born overseas, or the Indigenous status of the patient
is different in the midwives collection compared to the hospital morbidity collection).
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In Queensland, hospital records are cross-checked for errors by comparing the place of birth
with Indigenous status. If a patient was born overseas and is recorded as Indigenous, then
the system will send an error message. This will then be followed-up with the hospital, if
possible, and may result in the Indigenous status being changed on the system.

In New South Wales, the Department of Health and AHS undertake some auditing of
Indigenous status data. The department runs regular edit checks in all admitted patient,
emergency department and mental health services data by comparing Indigenous status
with country of birth and language spoken. Some AHSs also undertake error checks against
country of birth and language. Any potential errors are usually followed up with the
hospital and changed if necessary. In some AHSs, the medical record sections in hospitals
receive automatic error checks on ‘unknown’ records. In some cases, this occurs daily which
allows follow-up with the patient; however, in some AHSs it only occurs weekly and often
the patient has been discharged. Sometimes, the code is changed to ‘neither Aboriginal or
Torres Strait Islander” without being checked.

Most states and territories have admitted patient data collection manuals regarding the
collection of information in hospitals, which include information on the data item for
Indigenous status. The manuals stipulate what question should be asked to determine a
patient’s Indigenous status ("Are you of Aboriginal or Torres Strait Islander origin?’) and
what categories should be used to record this information. The data collection manuals for
some states and territories also specify that the question should be asked of all persons
admitted to hospital, and that the next of kin or carer should be asked if the patient is unable
to provide the information. Victoria and New South Wales are the only states which have
policies/ guidelines specific to the collection of Indigenous status in hospitals and/or health
services.

In Victoria, a document produced by the Department of Human Services, Koori Human
Services Unit on the principles of recording Aboriginal status is available (updated version
available in 2007). An information sheet is also available for all staff involved in hospital
admissions. It contains information on why it is important for Indigenous status to be
collected, what question should be asked, how it should be recorded and who uses the data.
It also contains some answers to commonly asked questions about collecting data on
Aboriginality, such as how to record the Indigenous status of children and babies, what to do
if a patient asks why the question is being asked or changes their mind about whether they
are Indigenous, and why the question must be asked of people who do not look Aboriginal.

In New South Wales (NSW), better practice guidelines to improve the level of Aboriginal
and Torres Strait Islander identification in the NSW public health system were produced by
NSW Department of Health in 2000. These guidelines contain information on why it is
important to know Aboriginal and Torres Strait Islander origin information, what question
should be asked, why this question needs to be asked, why the question has been difficult to
ask, who is responsible for collecting Aboriginality information, organisational issues,
cultural issues and staff training. A document on the principles for recording Aboriginal and
Torres Strait Islander origin information of patients was also produced by the NSW
Department of Health in 2000. It includes principles regarding consistent and comprehensive
data (such as ensuring that the standard question is asked of all patients), right to service,
right to refuse, change of status, explanation about why the information is collected,
sensitivity, quality assurance, privacy and training.
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National Hospital Morbidity Database (NHMD)

The NHMD is a collection of confidentialised summary records from admitted patient
morbidity data collection systems in Australian hospitals, including public acute hospitals,
public psychiatric hospitals, private acute hospitals, private psychiatric hospitals and private
free-standing day hospital facilities. Each record refers to an episode of admitted patient care
or ‘separation’, which can be a total hospital stay (from admission to discharge, transfer or
death) or a portion of a hospital stay which starts or ends with a change in type of care. The
data in the NHMD is based on the National Minimum Data Set for Admitted Patient Care
(Table D8).

Table D8: Data items in the National Minimum Data Set for Admitted Patient Care

Type of information Data items
Demographic information Area of usual residence; country of birth; date of birth; Indigenous status; sex
Medical information Additional diagnosis; diagnosis; diagnosis-related group; infant weight, neonate, stillborn; major

diagnostic category; mental health legal status; principal diagnosis; procedure

Details of the hospital stay Admission date; care type; funding source for hospital patient; hospital insurance status;
intended length of hospital stay; inter-hospital contracted patient; mode of admission; mode of
separation; number of days of hospital-in-the-home care; number of leave periods; number of
qualified days for newborns; separation date; source of referral to public psychiatric hospital;
total leave days; total psychiatric care days; urgency of admission; acute care episode for
admitted patients; admission; admitted patient; episode of admitted patient care; hospital
boarder; hospital-in-the-home care; same day patient

Other details Activity when injured; admitted patient election status; external cause; Medicare eligibility status;
person identifier; place of occurrence of external cause of injury; live birth; neonate; newborn
gualification status; patient

The AIHW is the data custodian for the NHMD and receives data from health authorities on
an annual basis in January. Data are published in the Australian hospital statistics series in
May each year. For example, data for the 2004-05 financial year were sent to the AIHW in
January 2006 and were published in Australian hospital statistics 2004-05 in May 2006 (AIHW
2006). Data on hospitalisations of Indigenous Australians are published in accordance with
the recommendations and guidelines provided in the AIHW 2005 report Improving the quality
of Indigenous identification in hospital separations data (AIHW 2005).

Indigenous status is recorded according to the NHDD definition and categories, and the
AIHW validate Indigenous status data by comparing against country of birth, eligibility for
Medicare and percentage of Indigenous separations in the previous year’s data. Any
potential errors are followed up with the state and territory health authorities, who are
supplied Indigenous status frequencies, comparisons to previous year’s data and a list of
records thought to be inconsistent. Data providers are asked to indicate if the data are
considered correct, or can be resupplied. The entire data set is expected to be resupplied on
correction; however, unless the health authority believes there has been a data transmission
or extraction problem, they will usually not follow it up with the relevant hospital or
resupply the data.

All validation queries are sent out soon after the hospital data have been supplied to the
AIHW, and state/territory health authorities are given one month to make any corrections
and resupply the data. Not all queries are sent to the jurisdictions, only those which are more
than likely to be incorrect. It is rare to get improved data sent back; however, a small number
of records are occasionally updated to correct either country of birth or Indigenous status
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where a mismatch is obvious (for example, for newborns). Since jurisdictions have used
variable definitions of Indigenous status from year to year, the AIHW has recommended
caution when comparing Indigenous status data between jurisdictions, over time and
between hospital sectors.

Most states/ territories will not inform the AIHW of any data error checks they have
undertaken themselves. They may inform the AIHW if there is a problem with data from a
particular establishment and it has been followed up and cannot be corrected. The AIHW
will inform the state/territory data custodians of any data checks and edits that will be
carried out on the provided data. Following data resupply, the AIHW will provide data
custodians with new frequencies to validate the corrected data.

The AIHW also runs state-wide queries on the proportion of records with a ‘not stated’
Indigenous status reported. State/ territory health authorities are asked to contact all public
hospitals that have more than 10%, and all private hospitals that have more than 15% of all
records reported with a ‘not stated” Indigenous status, to see whether this proportion can be
reduced and whether there is a reason why the proportion of ‘not stated” records is high. On
most occasions, what has been recorded by the hospital remains unchanged.

State and territory data providers are also asked to provide advice on the likely quality of
Indigenous status data on an annual basis.

National Mortality Database

Point of service

Information on the Indigenous status of the deceased person is obtained from the following
sources:

* the medical practitioner certifying the death completes the cause of death certificate
(medical certificate) form, or if it is a reportable death under a particular jurisdiction’s
Coroners Act, the coroner completes the autopsy certificate form

* the funeral director or other person responsible for the disposal of the body completes
the death registration form, based on information provided by the family or next of kin
or other responsible person who knew the deceased. However, in cases where there is no
family — for example, in cases of unidentified remains — the form may be filled out by a
doctor or police officer. This form must be signed by the next of kin or other responsible
person. Forms in all jurisdictions ask for the relationship of the informant to the
deceased but do not state that it has to be signed by the next of kin.

(See pages 34-39 for the Queensland version of death registration, cause of death certificate
and autopsy certificate forms.)

For perinatal deaths, the Indigenous status of the deceased is also asked on the perinatal
supplement (to cause of death certificate) form which is completed by the medical
practitioner. However, for stillbirths, Indigenous status is collected using the same rules as
apply to birth registrations. It may be obtained from hospital admission/ pre-admission
forms, or from the hospital database.

All of the above forms use the ABS standard question on Indigenous status.
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The cause of death certificate (and perinatal supplement, if applicable) must be submitted to
the state/territory registrar of births, deaths and marriages within 48 hours of the death
occurring, and the death registration form must be submitted within 7 or 14 days of burial or
cremation, depending on the jurisdiction.

A diagram on the key steps in recording a death is described in Figure D1
below.
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Figure D1: Death records process — deaths registered in a specific calendar year
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State/territory mortality data collections

Information on the databases and methods used by jurisdictions to clarify inconsistent data
and check the validity of data have not been obtained, as this information will be obtained as
part of the major review of Indigenous identification in mortality data which the ABS is
currently undertaking. Information based on case studies and discussions with the
state/territory registrars of births, deaths and marriages is provided below.

In all states and territories, forms are submitted to the state/territory registrars of births,
deaths and marriages in paper format; however, South Australia is about to start pilot testing
electronic submission of the death registration statement by funeral directors.

In Queensland, there are some details on the death registration and cause of death forms that
are not entered into the registry database. Some examples of such details are date and place
of death of deceased spouse (if applicable), the name of the witness to the signing of the
form, the duration of the illness and the presence of a pacemaker or radioactive device. In
South Australia, details of the ‘main tasks” in the occupational questions are not entered into
the database.

Indigenous status is a mandatory field in all state/territory databases.

In most states and territories (New South Wales, Queensland, Tasmania, the Australian
Capital Territory and Northern Territory), both the death registration and cause of death
(medical certificate) forms are used to obtain Indigenous status information.

In Queensland and the Australian Capital Territory, if there is a discrepancy in the
information on Indigenous status on the different forms, the information on the death
registration form is accepted rather than the cause of death form, as the former contains
information which has been obtained from the next of kin and is therefore likely to be more
accurate. In Queensland, if Indigenous status is missing on the death registration form, the
information on the cause of death form is used, while in the Australian Capital Territory it is
recorded as “unknown’. Where Indigenous status is missing on both forms, then it is
recorded as missing.

In the Northern Territory, if the deceased is recorded as Indigenous on either source, then
they are recorded as Indigenous in the database.

In Tasmania, if the information on the two forms does not match, then the doctor is
contacted to confirm details. If the information still does not accord, then the death certificate
(death registration form) is considered more accurate.

In New South Wales, if the two forms do not accord then the funeral director is asked to
follow it up with the family, and in some cases the doctor is consulted. Where the person has
been recorded as Indigenous on the death registration form and not on the medical (death)
certificate, then they are recorded as Indigenous in the database.

In Victoria, South Australia and Western Australia, information on the medical certificate
and death registration statement forms is recorded in separate databases and thus there is no
cross-checking between the two if information on the two forms does not accord. The death
registration statement form is regarded as the better source for death registration; however,
both are sent to the ABS. In South Australia, a report of cases with conflicting Indigenous
status is sent monthly to the ABS.

It is important to note that from January 2007, most jurisdictions have supplied the
Indigenous identifier on the death registration form and the cause of death form. The ABS is
currently checking with registrars regarding the quality and cleansing processes applied to
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each of these data items. The ABS has asked for both of these forms so that Indigenous status
can be coded consistently across jurisdictions. Negotiations are ongoing with the
jurisdictions that do not currently supply this data item.

In most states and territories, if Indigenous status is missing on both forms, then there is no
follow-up or validation to obtain this information. In the Northern Territory, however, it is
possible to link deaths data with the births database to ascertain Indigenous status. There is
generally no follow-up with the doctor or funeral director if data are missing or any further
validation of Indigenous status.

ABS and AIHW National Mortality Database

The state/territory registrars of births, deaths and marriages send death registration data to
the ABS monthly in electronic format. In Queensland, original forms are not sent to the ABS,
except for perinatal deaths, for which the ABS is sent a photocopy of the cause of death and
perinatal supplement forms.

The ABS receives the coroner’s information directly from the coroner and the National
Coronial Information System.

Once the mortality data have been coded and cleaned, an electronic copy is sent to the
AIHW. The data items included in the AIHW National Mortality Database are shown in
Table D9.

Table D9: Data items in the Australian Institute of Health and Welfare (AIHW) National Mortality
Database

Type of information Data items

Demographic information Sex, age at death, age group, usual residence (5-digit), usual residence (9-digit), occupation,
country of birth, duration of residence in Australia, marital status, age at first marriage, date of first
marriage, place of first marriage, number of issue (hnumber of children), date of birth, Indigenous
status, RRMA residence

Details of death Year of registration, state of registration, registration district, month of registration, registration
number, certification, hospital, place of death, date of death, post mortem, drowning flag, cancer
flag, maternal death flag, tuberculosis flag, leukaemia flag, AIDS flag, asthma flag, analgesic
nephropathy flag, asbestosis flag, drug flag, remoteness (5 fields) place of occurrence, activity
code, firearms flag, underlying cause of death (numeric ICD-7, ICD-8, ICD-9), underlying cause
of death (alpha-numeric ICD-10), additional causes of death

Note: RRMA = Rural, Remote and Metropolitan Areas (classification); ICD = International Statistical Classification of Diseases and Related Health
Problems.

It is important to note that not all of these data items are available for every year.

Mortality data are published annually by the ABS at the end of the following calendar year.
For example, 2005 mortality data were published in Deaths, Australia, 2005 in November 2006
(ABS 2006Db).

The data received by the ABS are subjected to standard quality and editing measures.
Indigenous status is generally validated as part of the overall process of data editing;
however, there are specific edits and reports which look at Indigenous status. Data checks on
Indigenous status for individual records are performed on a monthly basis as files are
received. Further checks are undertaken at an aggregate level on quarterly and annual bases.
Examples of checks undertaken include comparing the number and proportion of
Indigenous records against the previous year’s data and comparing Indigenous status
against country of birth. In the past, a person’s Indigenous status was changed if they were
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born overseas; however, this practice has recently been changed to bring deaths data more in
line with the Census and ABS standard practice.

When a potential error or issue is identified regarding Indigenous status information, the
ABS will usually contact the registrars of births, deaths and marriages in each state and
territory. They are asked to verify if their systems reflect what the ABS has recorded in their
system and whether they know of any event or issue that may have caused the quality of the
data to be in question.

Data validation practices are currently being reviewed with a view to implement any
changes for 2007 data. The ABS is also working with state/territory registrars to assist in
improving data entry and coding practices in each jurisdiction.

There is no national authoritative data source to undertake data linkage or comparison with
deaths data; however, certain sources such as the Victorian Koori Register may be used for
comparisons on an ad hoc basis.

Before 2007, no follow-up was undertaken by the ABS to obtain missing Indigenous status
information in the death registration collection. From January 2007 onwards, five out of the
eight states and territories (Western Australia, South Australia, Tasmania, the Australian
Capital Territory and Northern Territory) have agreed to provide the ABS with the medical
cause of death certificate as well as the death registration form, so that missing information
can be obtained from a secondary source. If a person is identified as Indigenous on either
form then they will be recorded as Indigenous. Negotiations are continuing with New South
Wales, Queensland and Victoria, which are not currently able to provide Indigenous status
from the medical (death) certificate.

Other information

The ABS is currently undertaking a number of projects investigating ways of resolving
inconsistent Indigenous status data. These include:

* working with registrars to develop higher-quality, more consistent coding practices

* developing business rules for resolution of conflicts.
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Data collection forms

Example of perinatal state/territory data collection form:

New South Wales midwives data collection form

Mother Unit [ |
Record No. | Hospital Code
First Name ‘ ‘ | Farity Name
Address Postcode
Mother's
birth date - : LABOUR AND DELIVERY BABY
ay  montl ear
Country of bith o s If labour induced, main indication: Place of birth
s el s i Diabetes 1 Hospital theatre/delivery suite 1
Other i ] o ) |
2 2|
If other, specify Hypertensive disease Birth centre
Fetal distress 3 | Planned birth centre/delivery suite birth 3
- B L Fetal death = | 4 Planned homebirth | 4
Indigenous status: Aboriginal 1 Choricamnionitis 5| Planned homebirthhospital admission 5
Torres Strait Islander 2 Blood group isoimmunisation & Born before arrival | 4|
Aboriginal and Torres Strait |slander 3 Prelabour rupture of membranes " | Unit Record No.
None of the above 4 Prolonged pregnancy (41+ weeks) 8
Suspected intrauterine growth restriction 9 |
PREVIOUS PREGNANCIES Other| | 10| Birth date:
Previous pregnancy greater Pain relief/ anaesthetics (tick 1 or more) day month year
than 20 weeks? 1 e 1 No 0 None Pudendal| || sex: M 1 F 2 indet. 1
If no, go to next section. i : : 1 i
If yes: Nitrous oxide Spinal |— Plurality: Single 1 Multiple |2
Specify the number of previous IM narcotics General It multiple, total number
pregnancies > 20 weeks Local to peri | : : :
Was the last birth Epidural/caudal Other | If multiple birth, specify baby number
by caesarean Yes[ 1 No 9 presentation at birth Birthweight (grams)
’ Breech [ 2 Brow| | 4 Estimated gestational age
THIS PREGNANCY Other | 5 | Apgar
ot Type of delivery
LMP Normal vaginal | | 1 Vacuum extr. |3 1 min & rain
Resuscitation of bal tick 1 or more,
day month year Forceps |. 2 Vaginal breech a L r by (ti )
1 = 4
::nga::e‘ﬂ:g g'liﬂﬁm; cvs Cassarean section| | 5 i i
S I ca Baction, maln incication: Suction 2 Intubation + IP.PR 5
& Failure to progress O2therapy | 3  Extemal cardiac 6
Antenatal care - Cx dilatation unknown . massage + ventilation
Duration of pregnancy 1 Other 7
at first visit (weeks) | - Cx 3cm dilated or less | 2
Not booked - Cxdilated more than3cem | | 3 POSTNATAL CARE - BABY
T Diabetes mellitus Foualdistress £ S ——y ites kit o g
e Other 5 | Ifyes, specify:
Gestational diabet
R _es Perineal status
Chronic hypertension Intact 1 dth deg. tear 5
ey Pre-eclampsia 1st deg. tear/graze 2 Episiotomy s Admitted to NICU? Yes 1 No o
mol
and 2nddeg.tear| |3 Bothtearand | 7 |Admittedto SCN? Yes| |' No| |o
Did the mother smoke at all episiotomy If observation only? Yes 1 No o
during pregnancy? Yes | 1 No!| o 3rd deg. tear yes, !
i Other | | & | admitted to SCN/NICU:
If yes, how many cigarettes each day on 5
. Surgical repair of the vagina or Wi birth defect the mai
average in the second half of nancy? asabi G main
i il perineum? Yes | | No| | o | reason for admission? Yes| |1 No| 0
None 1 =10 per day 2
<10perday 3 Unknown 4 DISCHARGE STATUS - MOTHER AND BABY
LABOUR AND DELIVERY Baby's date ‘
Mother Baby of discharge
Onset of labour Discharged 1 Discharged 1 ortransfer  day  month year
Spontaneous | |1 Induced | 2 Transferred | 2 Transferred| | 2 Hospital
transferred to:
No labour | 3 Died | 3 Stilbirth| | 3 Lipmeng l
: . aby died,
If labour augmented/ induced (tick 1 or more): Neonatal death 4 date of death . o —
cie i Transferred % [Signature of midwife
Prostaglandins Other and died at discharge
Health Department Gopy Flease complete and forward to:  NSW Midwives Data Collection
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Example of state/territory birth registration form:

Queensland birth registration application form

\\\Queensland Government ~ Form 1

Deps of Justice and mmrntv -General e . i OFFICE USE ONLY

District Code Registration No.

“All ivems marked with an asterisk (%) are for statistical, adminisimative and community planning purposes and will nor appear in the Regisier of Births,

1 - Child’s Name 4 - Mother’s Details esatime ot aniers i)

Child’s first names Mother's date of birth* Age

] o]

Flace of birth (Town & State, or if born overseas Town & Country]

Child’s surname [\ullmlh'llm'll |

Residential address®

.2 - Birth Details

Date of birth / / ‘ sk

Place of birth (Hospital aud locality or full address if bom slsewhere) Usual occupation (lawyes. teacher, home duties tc)
3 Is the mother of Aboriginal or Torres Strait Islander origin?*
! u (For person of mixed origin, fick boeth *Yes™ hoxes)

Sex (please tick) male I:l female I:l No I:l Yes, Aboriginal origin

[ multiple birth, state order l j Yes, Torres Strait Islander origin
of

(eg. 1st of twins)

]
Birth weight* l granis ‘ 5 = Father S Name(as at time of child’s birth)
. L Father's first names
Was the child born alive?* Yes No |
P' If not-born alive,
3 state gestarion period

Midwife, Doctor or other person present at birth® .
[full name and address) Father’s surname

L |

ijl\‘l""l'
6 - Father’s Details wsatumeof chites irm

3- Mother’s Name s attime of chitas i) Father's date of hirth* Age _
Mother's first names \ / ! ‘ ‘ B years ‘

| Place of birth (Town & State, or if born overseas, Town & Country)

| —— —

weeks ‘

suburhftown

Mother's surname

statefcountry

L_ ‘ Residential address®

Maiden surname (Name before first marriage. If never married insert
surname given at birth or on adoprion)

l ‘ posicode

Forma  wvers  o1foz 2004




Queensland birth registration application form (continued)

How to Register Your Child’s Birth

6 = Father’s Details (continued)

Usual t:ccupali:m [lawyer, teacher, home dutics e}
l_ Y ' Date of marriage ~ / { l

Is the father of Aboriginal or Torres Strait Islander origin?* Place of marriage (Town & State, or if maried overseas, Town & Country)
(For person of mixed origin, tick hoth *Yes™ boxes) |

I 1 | suburhftown ‘
J No Yes, Aboriginal origin .
[ 1 : . state/country ‘

] Yes, Torres Strait Islander origin J -

8 o PI'eviOllS Chi ld I'EI‘I Of th iS RelationShi p (other children of the parents’ relationship bom prior to the child being registered)

Do not include a child born of the same pregnancy

as the child being registered (ie. The elder twin) First names in full Date of birth® Age

Enter in order of birth - the eldest first

Include legally adopted children

If deceased enter ‘D" in ‘Age’ column

« If nol born alive enter "SB’ in ‘Age’ column

s If no previous children of this relationship
write *None' in first column

/ /
/ /
/ /
/ /
/ /

g - Certification By Informants

Normally BOTH parents must apply to register their child's birth. If only one parent is to sign this application he or
she must attach a statement explaining why the other parent has not signed.

If the parents are separated, or in dispute over the name of the child, both are sill required to sign the Application as both have rights and responsibilities
ta the child, even if they are no longer in 4 relationship, The Registrar-General has powers under the Births, Deaths and Marriages Registration Act 2003
to- make further enquiries if not satisfied with the explanation, or to find out particulars which have not been given in this statement.

L
I |7 andl{ i.

Mother's full name (Please print) Father's full name (Please prini)

of of

posicode posteode

Muother's full residential address an present Father's full residential address gl present

rirlrphmlr number | ] I l Telephone number | ] i

hereby apply to register our child’s birth and certify that the information shown is correct for the
purposes of being inserted in the Register of Births,

L |

Signature of Mother Signature of Father
Shgnature of Witness Signature of Witness
Telephome number of Witness | 1 \ ‘ Telephone number af Witness [ 1 l

Any person who knowingly makes any false statement relatingg (0 any matier to be registered is liable to imprisonment for THREE YEARS (3501, Criminal Code)
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Bettering Evaluation and Care of Health (BEACH) national morbidity

and treatment survey form (for general practitioners)
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Medicare application form

Australian Government

" «:-{"Hx':ﬁ;""' Medicare Australia

Medicare Enrolment Application

This form should be used to enrol for Medicare and to obtain a Medicare card.

What you need to do...

STEP 1 — Collect the relevant documents

You need to provide relevant documents to determine
your eligibility for Medicare enrolment. You must have
one eligibility document and two residency documents
from the lists below. If you cannot provide the appropriate
documents, call Medicare on 132 011*.

Eligibility documents

If you were born in Australia you must provide one
of the following documents:

« Australian passport

« birth certificate or birth extract, or

» Australian armed services papers.

If you were born overseas you must provide:

» your Australian or overseas passport or travel

document issued by the Department of Foreign
Affairs and Trade with a valid visa.

Residency documents

You must provide two of the following documents:
rates notice with electricity, gas or telephone
accounts in the same name

photographic drivers licence

financial institution cards where a signature is
included

firearm licence

current health insurance contribution book or card
motor vehicle registration papers

rental contract (for a period no less than 6 months)
with electricity, gas or telephone accounts in the
same name

photographic security access card

deed poll document

+ employment contract.

Note: The Residency document list is not exhaustive
and other documents may be acceptable if you
cannol provide the documents listed. Some
combinations of documents may not esiablish that
you are living in Australia so additional documents
may be required.

-

.

* Local call rates. Calls from mobile phones and pay

phones incur additional charges depending on the carrier.

STEP 2 — Complete the form

Complete the form using a blue or black pen. If you need
help completing the form, you can:

+ call Medicare on 132 011*

» call the Aboriginal and Torres Strait Islander Access
Line on 1800 556 955, or

+ visit your nearest Medicare office.

STEP 3 — Lodge the form

Bring your completed form and original documents to
your nearest Medicare office.

If you live in an area remote from a Medicare office, or
there are genuine reasons for not being able to attend,
you may post your application, together with original or
certified copies of your documents and your reasons for
not being able to attend in person, to GPO Box 9822 in
your capital city.

Returning to Australia/Visa Applicants

If you are an Australian citizen returning to live in
Australia, a visitor to Australia or you have applied for an
Australian permanent resident visa, please read the
information on the back of this form as you may need to
provide additional documents with your application.

Family/Group Medicare cards

People can choose to be on separate Medicare cards or
be included with other people at the same address.
Where multiple persons are included on a Medicare card,
one person needs to be identified as the cardholder. The
cardholder will be sent general information on Medicare
matters.

Medicare Safety Net

The Medicare Safety Net helps people cope with high
medical expenses. It is available to individuals as well as
families. Individuals are automatically registered,
however, families need to register for the Safety Net.
For more information about the Medicare Safety Net,
call 132 011" or visit any Medicare office.

3101 (011005) - Page 1
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Medicare application form (continued)

Section 1 — Cardholder’s details

M All correspondence, including the Medicare card will
be sent to the cardholder

1 Your full name

we [] wrs[] wmiss[ ] ms[] omer[ ]

Family name [

First name

Second name

2 Your contact details

Mailing address

I Postcode

Residential address (if different from mailing address)

Postcode

Telephone
Work
Home

3 Wil you be listed on the Medicare card?

No D)

Yes ’:]P

Please explain why you will not be listed (e.g.
Power of attorney, carer, parent arranging card for
child), then go to Section 2

Please give the following details

DD MM VY

Date of birth Male |__1 Femﬂ"&[ __'I

Previous Madic;are [ [ ‘ T ]
No. (if applicable) ‘ |

Previous name ‘ N J
(if applicabls) - - =

If born outside Reason for entry to Australia

Australia:

Are you of Aboriginal or Torres

Entry date Departure date

[~ 7+ [+ + ]

NO| |

Strait Islander origin?* —

404 (A AANE . Dana 9

Yes — Aboriginal ||
Yes - Torres Strait Islander E

30

Section 2 — Details of all other people to be
shown on the Medicare card

PP < Itis not necessary to repeat the cardholder’s information.

* This form allows for six people to be listed on your Medicare
card (including the cardholder). If more than six names are
to be included on your card, please attach the additional
details on a separate sheet.

Family name |
First name
Second name |

oD MM Yy

Date of birth /' /| Mae| | Femate| |
Previous Medicare | 4117 VT 1
No. (if applicable) | ‘ [ 1

Previous name |
(if applicable)

If born outside Reason for entry to Australia
Australia: |‘ T

Entry date
|

Is this person of Abariginal or No [
Torres Strait Islander origin?* o
Yes — Aboriginal | |

Departure date

Yes — Torres Strait Islander
Family name
First name
Second name |

DD MM Y

Date of birth ' | Male | | Female | |
Previous Medicare | [ ‘ T 17 T T [T 1
No. (if applicable) | | | l _| _|______ __J; ]
Previous name |7_ i
(if applicable) L I |
If born outside Reason for entry to Australia
Australia: B ]

Entry date Departure date

Is this person of Aboriginal or

Torres Strait Islander origin?* 0 L |
Yes — Aboriginal | |

Yes — Torres Strait Islander :]

* Note: Responding to the Aboriginal or Torres Strait
Islander question is voluntary.

For persons of both Aboriginal and Torres Strait
Islander origin, mark both ‘Yes' boxes.



Medicare application form (continued)

: i Section 3 — Duplicate card
Family name | [

First name | [ Pr A duplicate card is a copy of your Medicare card. If you have
| meore than one person on your Medicare card you may find it

|
econd name
Secend | useful to have a duplicate card.

oo MM Yy

S - . |
LT (4 jeuiae || Femate| Do you require a duplicate Medicare card?
Previous Medicare ‘ | I . i No | |
No. (if applicable) | |

Previous name l | Yes | |
{if applicable)
If born outside Reason for entry to Australia . ARl :
e | | Section 4 — Declaration
Entry date Departure date M The Aboriginal and Torres Strait Islander question is voluntary.
| : | B This information will be used to improve government health
% _ L program and outcomes for Indigenous people. You can have
. ) this information removed from your Medicare Australia
Is this person of Aboriginal or No | records at any fime by:

Torres Strait Islander origin?* 2 :] : ot z :
g Yes — Aboriginal [ | + calling the Aboriginal and Torres Strait Islander Access Line

on 1800 556 955; or

Yes —TTorres;StraitIslander r | * visiting your nearest Medicare office.

Privacy note
Family name The information you provide on this form will be used to
Birstname determine eligibility for Medicare benefits and to maintain a

record of entitled persons for the government programs
administered by Medicare Australia. Collection of this
(51} MM ¥y information is authorised by law and may be disclosed to the
Date of birth | /I | Male | | Female| | Department of Health and Ageing, Centrelink, the Department
; of Veterans' Affairs and the Department of Immigration and

Second name

Previous Mgdic’are | ] I | ‘ N l ‘ [ ‘ Multicultural and Indigenous Affairs. Information concerning
No. (if applicable) [ . any identification number given to you by Medicare Australia
Previous name [ | and your eligibility for a benefit administered by Medicare
(if applicable) | Australia may be provided to a person who renders a hospital,
- d medical or pharmaceutical service, to a member of the stalf of

:E:I:';I?au:‘s'de IFleason for:antry ioAustralia that person, or to a person nominated to administer your

| _ | affairs.

Entryidian Bopaiture 9zio | declare that to the best of my knowledge and belief, all

| f f | i / o | information provided on this form is true and correct.
Is this person of Aboriginal or No| | Gardioldara | B -
Torres Strait Islander origin?* signature

Yes — Aboriginal | |
Yes — Torres Strait Islander ' ) | DD MM YY

Note: It is an offence under the Health Insurance Act 197310
make a false statement relating to Medicare benefits.

Second name The information on this application form is correct at the time
of printing and is subject to change.

Family name
First name

PO MM YY )
Dateofbith |  / /| male| | Female| |
Previous Medicare T T T 1 [ || | ‘
No. (if applicable) | | |

Previous name | |

(if applicable)

If born outside Reason for entry to Australia

Auslralia: | [
Entry date Departure date_ L
7 7 [ 7/ 7 |

Is this person of Aboriginal or No [ ‘|

Torres Stralt Islander origin?*
Yes — Aboriginal | |

Yes — Torres Strait Islander | |

A0 I1ANNKY - Pana 9
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Medicare copy/transfer application form

Australian Government =
Medicare Australia MEdlcafe
Copy/transfer application form

Identification documents will be required.
If this application is for a child, please complete sections 1,2,3,5,6,7 and if applicable section 4.
If this application is for an adult, please complete sections 1,2,3,7, and if applicable section 4.

Section 1. Applicant details

(Please tick appropriate box) MrD Mrs D Miss D Ms ‘:I Other (please state) D

Family name First name Second name

| | | |
Date of birth Telephone (work) l( ) —l (home) l( )

Are you of Aboriginal or Torres Strait Islander origin?*

DYES—Aboriginal DY&S—Torres Strait Islander D No
Current mailing address

Postcode

Current residential address (if different to mailing address)

|

Postcode

Section 2, Reason for application

D Copy to an existing Medicare card, or

D Transfer from a current Medicare card to another Medicare card.

Note: If this request is for a child under 15 years of age to:
- transfer the child to another card, the signatures of both parents/guardians are required (where applicable)
- copy the child to another card, the signature of at least one parent/guardian is required.

If this request is for a person 15 years and over to:

- transfer o a new card, thal person's signature is required

- transfer to an existing card, two signatures are required—the signature of the person transferring and the signature of an adult
member on the card they are transferring lo.

Section 3. Person to be copied or transferred

Family name First name Second name
— -
Date of birth Current Medicare number I I_J | .| I:]
Is this person of Aboriginal or Torres Strait Islander origin? * D Yes—Aboriginal I:IYes—Torres Strait Islander l:l No
Family name First name Second name

L ]| ]
Date of birih Current Medicare number| | | | | ‘ [ ‘ | | | D

Is this person of Aboriginal or Torres Strait Islander origin?* DYes—Aboriginal DYes—Torres Strait Islander D No
Family name First name Second name
Date of birth Current Medicare number| | | ~ l ] | | l l D
Is this person of Aboriginal or Torres Strait Islander origin?* DYes—Aburiginal DY@S—TDrres Strait Islander D No

* For persons of both Aboriginal and Torres Strail Islander origin, mark both "Yes' boxes. Responding to this question is voluntary.

3170
[890.011005)




Medicare copy/transfer application form (continued)

Section 4. Medicare enrolment details

Current Medicare card number to which name(s) is to beadded[ ‘ | | | [_. | [ ‘ | | E]

Section 5. Details of person(s) applying on behalf of children

Relationship of applicant to the child/ren listed in Section 3 I

Section 6. Parent/quardian authorisation in respect of a child/ren

MName (Block letters) I Signature L [

Contact phone No. ‘ ( ) ‘ Date
—‘ Signature ‘ ‘

Contact phone No. ( ) | Date

| consent to the changes requested for the child/ren listed in Section 3.

Name (Block letters)

Section 7. Declaration by applicant

Itis an offence under the Health Insurance Act 1973 to make a false statement relating to Medicare benefits. | declare that to the best
of my knowledge all information provided on this form is true and correct,

Signature Date / / I Signature Date / /

[
The Aboriginal and Torres Strait Islander question is voluntary. This information will be used to improve government health programs
and outcomes for Indigenous people. You can have this information removed from your Medicare records at any time by calling the ‘

Aboriginal and Torres Strait Islander Access line on 1800 556 955 or by visiting your nearest Medicare office.
Privacy note: The information provided on this form will be used to determine eligibility for Medicare benefits and to maintain a record |
of entitled persons for government programs administered by Medicare Australia. Collection of this information is authorised by law
and may be disclosed to the Department of Health and Ageing, Centrelink, Department of Veterans' Affairs and the Department of
Immigration and Multicultural and Indigenous Affairs. Your Medicare Australia identification number and your eligibility for benefit

administered by Medicare Australia may be provided to a member of staff when you use a hospital, medical practice or pharmacy.

For more information on Medicare enrolment matters:

= Visit any Medicare office

+ Call Medicare on 132 011 (local call cost)*

+ Call the Aboriginal and Torres Strait Islander Access Line on 1800 556 955 (free call)*
+ Email Medicare on medicare.enq@medicareaustralia.gov.au

+ Visit Medicare Australia's website on www.medicareaustralia.gov.au

+ Write to Medicare at GPO Box 9822 in your capital city.

*Normal mobile and public phone charges apply.

Please note: The information on this application form is correct at the time of printing and is subject to change.

Office use only

Type of documentation/identification sighted e.g. drivers license (with photo), passport, marriage certificate.

f
Operator number {_ ] Branch | ~ Date | I

Documents sighted/comments:

0
{990.011008)
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Example of state/territory mortality data forms:

Queensland death registration application form

Birth Registration No. Date Received District Code

Ty

Registration Number

If deceased is less than 2 yrs )

Queensland

Government (Form 8)

]t‘wat'_!w"' * Births, Deaths and Marriages Registration Act 2003 (Section 29)
justice an

Attorney-General

DEATH REGISTRATION APPLICATION

+ The above Act requires that this form be completed and given to the Registrar-General within 14 days after the death or the death is discovered.
It may be delivered to the Registry of Births, Deaths and Marriages in Brisbane or posted to PO Box 188, Brisbane Albert Street, QLD, 4002,
* Any person who knowingly make any false statement touching any matter required by law to be registered is liable to imprisonment for THREE

YEARS. (Section 501, Criminal Code)

+ All items marked with an asterisk (*) are for statistical or administrative purposes only. These items will not appear in the Register of Deaths.

Please use BLOCK LETTERS. If details are

known, write “UNKNOWN".

Y R
Details of Deceased ~N\Y Details of Deceased (Continued)
(First numes) " ﬂa{l@ S‘t_&wsgﬂ_f n_le d_gf:e_gsed &
Name Q% Never Married ..........oovveuenen. E] Married................ D |
(Sumame) ! il : Widow/WidoWer......ccoveeninns D Divorced......oouises D
Sex Female D De Facto ...oo.ooucveeeeceereeeeicnnes I:l Unknown............ D
Date of / ! ‘ If Widow/Widower insert date | / /
DAEof B ; / / of death of wife/husband*
a 0 - |8 — R,
‘ Place of death of wife/husband*
Age al date of death f ———— —_——
Years ] Months Days Town/City )

Place of death (Name of Hospital or nursing home and locality, otherwise
full-address) !

| Office Use
| only

Usual residence of the deceased (in full)*

State/Country

Marriage Details (if applicable)

(If more than three, provide other details on a separate page. Do not
include details of any de facto relationships)

| First Marriage

Place of Man'iage (Enter tawn ar city and Ausiralian state or if married
overseas énter lown or city and Couniry.)

Postcode Town/City

Usual occupation during working life (For example Childcare Aide, State/Country
Music Teacher. Elecirician, Clerk ete.) . -

| Deceased’s age at date of

| Marriage . Years |

- - . S—
Retired at date of death ?‘J Yes I:I No D | Name of husband or wife (give full name at dare of marriage) .I
Place of Birth (Enter town or city and Australian stare or if born overseas First Names
enter town or city and eountry. "_ »
Surname
. |20 = LI P
= Second Marriage
State/Country : : Place of 5 o
If born overseas, in what year did it Vo o B s =
the deceased first arrive in Town/City
Australia?
=T - State/C
Was the deceased of Aboriginal or Torres Strait Islander A numt‘“ —
origin?* (If of both Aboriginal and Torres Strait Islander origin, tick both Deceased’s age at date of
“Yes" boves:) Marriage _ Years
No _I:l - Name of husband or wife {give full name at date of marriage) |
. . First Names
Yes, Aboriginal origin bk S S—
Surmame -

Yes, Torres Strait Islander origin ........ccce. D

All items marked with an asterisk (*) are for statistical or administrative purposes only. These will not appear in the Register of Deaths

Form & Ver. | 01L/02/2004
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Queensland death registration application form (continued)

R Form § (page 2)

Usual occupation during working life (For example Electrician,
Clerk etc.)

Third Merriage e Certification by Informant |
Place of Marriage ! 1 certify that the information shown on this form is
-r . correct for the purpose @fbemg maemd inthe
Town/City Reg:ster*ofDenﬂ:s
State/Country e T L o e -
e R Signature of Informant - \l‘
Marriage Years | “V
Name of husband or wife (give full name ar date of marriage) | “\ g
| First Mames - | ¥
e
Chlldrel'l of Deceased
(Include legally adopted Children.)
mamm If deceased enter “D” in age column.
if not born alive (stillborn) enter “SB" in age column.
If no Children of Deceased write “None™ in first column.
First Names Date of birth* | Age
(L —
. 1/ Daytime telephone number in case of queries
A C )
|
i | L Signature of witness
| l ’,' / —
- o S — Date ‘ - /o i
. f_J | | Daytime telephone number in case of queries
) | o [ ( )
| £ 1/ - el
L || The collection of the information on this form is authorised by
e s the Births, Deaths and Marriages Registration Act 2003, It is
Father of Deceased ‘ used for the purpose of the Act which include registering
) - 1 ‘deaths in Queensland and issuing death certificates.
Fofher's | oy | | oot information or to a certificate may be granted to
(Surname) | any person who has an adequate reason to obtain it, or who

]I'&thanit Deceased

(First names)

‘ Mother’s

Name

(Maiden Sumame)

Usual occupation during working life (For example. Childcare
Aide, Mquiq_-: zbuc.’r.erj

'Name and Address of Undertaker*

How was the cause of death certified?*

O
O

Cause of Death Certificate issued
Or

Autopsy ordered by Coroner

meets the requirements of the Registrar-General's access
policy. To obtain details about the access policy and rights of
access 1o this information please contact the Registry on (07)
3247 9203 or view the general information on the Registry's
web site (www.justice.qld.gov.au)

The information on this form may also be provided to law
enforcement agencies and to government and non-government
agencies for verification of data and for statistical, community
planning and medical research purposes.

All items marked with an asterisk (*) are for statistical or administrative purposes only. These will not appear in the Registrar of Deaths

Form 8 Ver.l 01/02/2004
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Queensland burial notice and cremation notice forms

(Form 10)
| Births, Deaths and Marriages Registration Act 2003 (Section 32)
Queensland Burial Notice
Eg‘fgﬂ@em The Births, Deaths and Marriages Registration Act 2003 provides that a person who arranges the disposal of a human body must
give the Registrar-General notice in the approved form within 7 days after the disposal.

Jestice and
Attormp-Ganaisl

To the Registrar-General, Brisbane

1 Lof |

Undertaker, give notice that the body of |
‘was on the L / / ] buried at the _1

Cemetery, in the presence of the undersigned.
The usual residence of the deceased was (in full) [

and the place of death was (in full) | =
Signatuare of person in charge of the burial ‘ [
Countersigned

I officiated at a religious service for the burial

Signature of Minister/Reader
Initials and surname (BLOCK LETTERS) | Office Use Onty
Denomination | L
Or  Two witnesses of burial if no Minister/Reader

Signature of Witness (1) Signature of Witness (2)

Initials and surname Initials and surname

Name and address of relative or person who arranged funeral

Postcode

Form 10 Ver. | 010272004

Form 11
4 Births, Deaths and Marriages Registration Act 2003 (Section 32)
Queensland Cremation Notice

Government The Births, Deaths and Marriages Registration Act 2003 provides that a person who arranges the disposal of a human bady must
piceas - give the Registrar-General notice in the approved form within 7 days after the disposal.

Atorney-Gener!

To the Registrar-General, Brisbane
1| | Undertaker, hereby certify that the body of
| was on the | -~ /

delivered by me for cremation Signature of Undertaker

el [neebysenoistactiobatvol S

‘ |wason|he.r_ .f /

cremated in the | - Crematorium,
The usual residence of the deceased was (in full) ]

and the place of death was (in full) |
Signature of Crematorium Manager | o

Countersigned

I officiated at a religious service for the cremation

Signature of Minister/Reader
Initials and surname (BLOCK LETTERS) | Office Use Only
Denomination [ |

Or Two witnesses of cremation if no Minister/Reader

Signature of Witness (1) Signature of Witness (2)

Initials and surname Initials and surname

Name and address of relative or person who arranged cremation

Postcode
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Queensland cause of death certificate (and perinatal supplement)
form

" Form 9 Office Use Only
o Births, Deaths and Marriages Registration Act 2003 (Section 30) Te: O
.eensland CAUSE OF DEATH CERTIFICATE Dt Racy
Government Please print clearly, using BLOCK letters District Code: |
E‘iﬁ&kﬂml To the Registrar-General, Brisbane Registration No:

(Note: This certificate shall not be given without authorisation of the Coroner in relation lo a reportable death. This certificate must also be compleled for & stillbom child (see Note
below). If particulars are unknown, write “UNKNOWN'. All ilems marked with an asterisk (%) are for stalistical or adminisfrative purposes only and will nol appear in the Register of
Deaths. Form distribution: Onginal {white) to the Registrar-Gengral or the person amanging for the disposal of the body, Duplicate (blue) to the person amranging for the disposal of
the body; Triplicate (yaliow) to be retained by Doclor. Form should be completed within 2 working days of the death.)

I , aregistered Doctor:
(a) For a stillborn child": = or | (blFg any other deceased person (including a neonatal death !)*;
[] was present at the stillbirth; or 1 nded the deceased person when alive; or
[[] examined the stillbom child's body. examined the deceased's body, or
“ [ considered the deceased's medical history and the circumstancas of the death.
and certify that: was aged: ! f
(full name of deceased) Y M D
and born on: sex: M F (cfcleone)  and | believe that helshe died on: / /
at For stillbom or neonate:  time of birth* time of death®
In my opinion, the death is as stated below in section ‘A’ or ‘B": -
‘A’ — (for a stillborn child ate!):
1{a)  Main disease or condition in foetus or neonate
1(b)  Other diseases or conditions in foetus or neonate
1(c)  Main maternal disease or condition affecting foetus or neonate
1{d)  Other matemal diseases or conditions affecling foetus or neonate
2 Other relevant circumstances
Underlying Cause of Death*:
| od ): Duration of last iliness
B’ — {for any ofhar_dece_as person (approximate inferval between
Disease or condition directly leading to death: onset and death)
(This means the final diseasa or condition which caused
daath ~ NOT the mode of dying such as heart failure, 1(a)
fsmmmfmc?:;,e:r&gﬁfss siplaied by due lo, or as a consequence of
1(b)
due to, or as a consequence of
Antecedent Causes — morbid conditions, if any, 1(c)
giving rise to the above cause, stating the underlying due to, or as a consequence of
condition last.
1ld)
due to, or as a consequence of
()
Other Significant Conditions — confributing to the 2
death, but nof related to the underlying ceuse given in
Part 1.
Date and type of operation in the last 4 weeks® ! /
Pregnancy:  Was the deceased pregnant within 6 weeks of death?” O No [0 ves
Was the deceased pregnant between 6 weeks and 12 months of death?  []  No [ Yes (ploase specly
Does the body of the deceased pose a cremation risk under the Cremations Act 2003*? O N [0 Yes &g, ]
Is the death a reportable death under the Coroners Act 2003 (CA)*? Note: Please complete a Perinatal Supplement (fo Cause of Death
[INo Certificate) (Form 9A) if the above information relates fo a child who was "
y stiltborn (of at feast 20 wesks gestation or 400 grams weight af birth) or who disd
[ No. Coroner has advised death not reportable under s.26(5)(a) of CA. ywithin 28 days afle birth (neonate)
[[] Yes, issue of this certificate was authorised under s.12(2)(b) of the CA. \
/ / Doctor's Signature r\
(Insert name of Coroner who advised or who authorised this Cerificale and Dale) Date .
Non-Coronial Autopsy Consented by Mext of Kin® Initials and Sumame
[] Carried out [T] To be carried out [INet to be carried out Professional Qualification(s)*
Was the deceased of Abariginal or Torres Strait Islander origin? Address -
(If of both Aboriginal and Torres Strait stander origin, ick both Yes' boxes)® A O\
Cald
[CINo  [[]Yes, Aboriginal origin  [_] Yes, Tomes Strait Islander origin Telephone
Form9 Ver.1 01/02/2004 Note: This Certificate must be issued witho
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Queensland cause of death certificate (and perinatal supplement)
form (continued)

[_ Date Received District Code Registration Number
_asland = = 2 r o N -
" 'Lf‘f.ein Ll Births, Deaths and Marriages Registration Act 2003 (Section 30)

b PERINATAL SUPPLEMENT ( to Cause of Death Certificate)

« This form must be completed together with a Cause of Death Certificate in respect to a child who was stillborn (of at least 20 weeks gestation or 400 grams weight at
birth) or who died within 28 days after birth (neonate).

+ Both forms should be completed within 2 working days of the death and given to the Registrar-General or the person arranging for the disposal of the body.

Please use BLOCK LETTERS. If details are unknown, write "UNKNOWI‘:"

Child’s Details Mother’s Details (continued)
- - i
- et o) ) n Number of previous pregnancies resuiting in
L) One or more issue neonatal death
Name | =
(if given) One or more issue born dead
{Surname) \ = = s = ——
. " Abortion/miscarriage
Place of death (Name ojgaplpt tnaYe NN Merwise full address) R
Office Use Only All issue live born
Outcome of last previous pregnancy*
h One or more issue neonatal death ... [ ]
tie of Hospital and lacality, atherwise fill address) One or more issue born dead ]
Abortion/miscarmiage ]
Bostenie All issue live born 1
Date of Birth = ] ] ; - MD:c ul'f()]:::c:r)l' / llt‘:l'nl;mlions w— ! - ?:’
= . s the Mother o niginal or lorres Strai Islander ongin
Sex Male [] Female [ Indeterminate [] tif of ot Aboriginal and Torres Struit Istander origin, tick both “Yeshoxes. )
| Single |_|_ No . S— 1 S e o e [l
7 ) PO Cl Yes, Aboriginal origin O
Plurality* Twin 2 = ] Yes. Torres Strait Islander origin ......c.ccoiicniciinniiciiniins [l
Other (specify) Current Pregnancy
Estimated duration of pregnancy from first day of last menstrual period
Birth weight* grams 1o date of delivery* | completed weeks
When did heartbeat cease® Were two or more Antenatal Care visits made?*
LBeI'un: Iabour comm | ] p e L
Estimate how long before: No H]
s e Unknown O
=i 10U% | "Miethod of delivery”
Unknown : D MNormal pont OUS VErtex D
During labour but before delivery. .. O Otber fspecifs)
Before delivery but not known if before or during labour ... |l
After dcli\’crv. : SR s e B Attendant at birth*
Time and date of Death ( for child born alive): Specialist obstetrician 0
am/pm | / / Other physician O
l Mot known if before or after delivery. Trained midwife []
Mother’s Details ‘Other trained person (specify)
Sonde (First names) o \ Other (pecip)
Name AN \)
(Sumame) Cause of Death
Date of Birth* ! / Was the certified cause of death based on autopsy findings?*
Age* ”\ No ]
Usual Resi \ ¥ . I XEs - - U
b Will further information / autopsy findings be available later7*
No ... e O
Postcode Yes ... e N e ot ol e e e [
h ™ _ b, 8
Certification by Doctor 4“\'
1 certify that, to the best of my information and belief, the particulars set out above -3
Signature of Doctor*
[nitials and Surname (BLOCK LETTERS)
Professional Qualification (s)* o B N
.
Business Hours Telephone No.* N Date* / /
Address* Posteode
I Naote: Al items marked with an asverisk (*) tistical or ad) ative purposes only and will not appear in the Register of Deaths
Fos 9A Ver.] 01004 ~H
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Queensland autopsy certificate form

Office Use Only
Form 30 & L]
QUEENSLAND Date Ree:
CORONERS ACT 2003 P
(Section24A(3)) ; :
AUTOPSY CERTIFICATE e

Please print clearly, using BLOCK letters
TO: The Registrar-General, Brisbane

On /[ byorderof: Coraner,
(name of Coroner maki

an autopsy was conducted by me (or by Dr.: % ,who is
unable to complete the cerificate) on the body ofa  Male E] Female [ ] % ___ date of birth
(itknown) | / named who is stated

to have died at

the date of death was: / / and the cause of death was: %
Disease or condition directly leading to Q
death: (This means the final disease or condition %

which caused death - NOT the mode of dying such V(@)

__[itknown)  and in my opinion

as heart failure, respiratory failure ele, UNLESS due to
explained in Antecedent Causes below.)

- 1(b)
due to

1(c)
due to

Antecedent Causes — morbid conditions, if any, <

Qiving rise fo the above causa, stafing the underlying 1(d)

condition fast, T
ui

L)

Other Significant Conditions - contributingto 2
the death, but not refated to the underiying cause S
given in Part 1.

Was the deceased of Aboriginal or Torres Sirait Islander origin? (If of both Aboriginal and Torres Strait Islander origin, tick both “yes”
boxes.)

No [ Yes, Aboriginal origin | * Yes, Torres Strait Islander origin ]

Signature: Date / /

Initials and Surname:

Professional qualification(s)

Address :

<\ 13
h=d
Telephone: Aw

1. This form is lo be completed once the doctor has determined the cause of death or finally decides that he/she
can not determing the cause of death. This may happen immediately after the autopsy or after the doclor has
received certain test results.

Notes for doctors who compiete this form

2. Ifafter the autopsy the doctor can not determine Lhe cause of death because he/ she is awaiting test results or
other information a Form 29 (Autopsy Nolice) has to be completed and sent 1o the Registrar-General. Once
the tast resulls or olher information is received the autopsy certificate must be completed.

3. The form must be sent to:
The Registrar-General
Registry of Births, Deaths and Marriages
PO Box 188
Brishane Albert Street QLD 4002

Form 30 Ver.1 01/02/2004
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