Please Print: Seven Pages Total

(Retain this sheet for your records. Questionnaire is 6 pages.)

INTRODUCTION & INSTRUCTIONS

GLOBAL 2000 SIDS QUESTIONNAIRE©

Copies are authorized for SIDS Parents and SIDS Organizational Staff 

For Distribution Purposes Only.

Originally, this was a 6.5 year study. However, due to the Scripps Howards Special Report on SIDS; Saving Babies: Exposing Sudden Infant Death In America, I have extended the submission end date of the Global 2000 SIDS Questionnaire to July 16, 2011. The more information we can gather from the parents, the better chance we have of determining the cause(S) of SIDS.
October 1, 2007
Dear SIDS Parents,

THE GLOBAL 2000 SIDS QUESTIONNAIRE IS NOW BEING DISTRIBUTED TO ALL SOURCES THAT ARE CURRENTLY AVAILABLE, INCLUDING BUT NOT LIMITED TO; LOCAL AND STATE ORGANIZATIONS AND /OR AGENCIES, AND NATIONAL ORGANIZATIONS AROUND THE GLOBE.

Once all questionnaires are completed, returned and the necessary data is compiled, this information will be input and downloaded into a spreadsheet format to calculate results. The supporting documentation, statistical data and theoretical cause will then be presented to Universities, Doctors and Hospitals that are dedicated to SIDS research throughout the world. This process will take an extensive amount of time, depending on how quickly and accurately, all participants are able to complete the questionnaire and return it by the scheduled due date. The questionnaire must be returned no later than July 16, 2011. Phase I of completed questionnaires ended on July 16. 2001. Phase II ended on July 16, 2006. 

You will need the following to complete the GLOBAL 2000 SIDS QUESTIONNAIRE properly:

1. Findings of Autopsy Report of SIDS baby.  PRIMARY CAUSE OF DEATH MUST BE STATED AS SIDS,  SUDS (Sudden Unexplained Death under the age of 1 yr), CRIB DEATH, COT DEATH, UNDETERMINED, UNASCERTAINED,  UNKNOWN OR ANY VARIATION THEREOF, TO BE A PARTICIPANT IN THE GLOBAL 2000 SIDS QUESTIONNAIRE.
2. Mother and children’s hospital records from the actual birth(s) of SIDS baby, PRIOR and/or SUBSEQUENT births. Mother’s medical records, if any prescription drugs were taken before, during or after SIDS pregnancy.

3. SIDS baby(s) doctor records, if any.

4. Immunization and/or shot record of the SIDS baby(s).

5. Family Medical History (paternal and maternal), specifically but not limited to; autoimmune diseases.

6. Both biological parents, SIDS baby(s) and SIDS siblings blood types. If father’s blood type or family medical history is unavailable, put ‘unknown’ as your answer. Please attempt to obtain, as his information is important as yours. 

Please PRINT using a black or blue pen when completing the questionnaire. If a question does not apply, please use the acronym “N/A”, (not applicable). Make sure all questions are answered accurately. Once you have your biological children listed, simply draw a diagonal line (\) through the other areas that are designed to list up to six previous and subsequent siblings of the SIDS baby. Please do not use educated guesses for any questions. 

It took quite some time for me to retrieve the above information. You may want to start retrieving this information now, so you will have it readily available to reference when completing the questionnaire. There are very specific, detailed questions related to information that will only be on the above documents. You will need these documents to complete the GLOBAL 2000 SIDS QUESTIONNAIRE accurately.

I would like to extend my sincerest, heartfelt thanks to everyone who has supported me with this endeavor. It is overwhelming at times, but my resolve and dedication to find the cause of why our babies have died for no apparent reason is unwavering!

Suzette Gripp - Author of GLOBAL 2000 SIDS QUESTIONNAIRE©
“I could have missed the pain, but I would’ve had to miss the dance...”
Please Visit My Home Page at: http://www.legacymanor.com
GLOBAL 2000 SIDS QUESTIONNAIRE©

Suzette Gripp – Author

IMPORTANT NOTICE: All information is strictly confidential and will be used for compilation of statistical data only. If you have more than one SIDS baby and the paternal and sibling information is the same, make a copy of Page 5 only and complete for each SIDS baby. If paternal and/or sibling information is different, a separate questionnaire for each SIDS baby is required.  For  protection of privacy, names and addresses are not required (N/R), however, City/State or Province/Zip/Country is required for demographic purposes. If you relocated since the time of your child’s death, provide the City, State/Province and Country where the death occurred.
 ALL OTHER INFORMATION FIELDS ARE REQUIRED.  
GENERAL INFORMATION

Biological Mother’s Name
 (N/R)
____________________________________

Biological Father’s Name
 (N/R)
____________________________________

Current Address

 (N/R)
____________________________________

City, State/Province & Zip Code
____________________________________

Country



____________________________________

Phone (Include area code)
 (N/R)
____________________________________

 (Complete only if SIDS death did not occur in the above city, state or province and country.)  

City



____________________________________ 

State/Province


____________________________________ 

Country



____________________________________ 

MATERNAL (Mother) INFORMATION

Date of Birth (MM/DD/YY)
_____________ 

Blood Type and Rh Factor

_____________ 

Race 



_____________ (Caucasian, Black, Hispanic, Other – Please Specify)

(Please answer: None, Occasionally, Moderate or Heavy to the following 6 questions using N, O, M or H)

The following questions pertain specifically to the pregnancy of your SIDS baby.

Did you smoke before pregnancy?
______  

Did you smoke during pregnancy?
______  

Did you smoke after pregnancy?
______ 

Did you use alcohol before pregnancy?
______ 

Did you use alcohol during pregnancy?
______ 

Did you use alcohol after pregnancy?
______

What drugs, if any, were you given during the pregnancy? _____________________________________________ 

What drugs, if any, were you given during the delivery? _______________________________________________ 

What drugs, if any, were you given after the delivery? _________________________________________________ 

(Please answer Yes or No to the following questions using Y or N)

Were you given Rhogam after delivery, if applicable?
______

Were you ever diagnosed with Streptococcus B at any time, pre or post-natal?
_______

If you had more than one SIDS baby, did the same doctor deliver the babies?
_______ (Or N/A)

List any medical complications you had before the pregnancy.
__________________________________________ 

List any medical complications you had during the pregnancy. __________________________________________ 

List any medical complications you had after the pregnancy.
__________________________________________

List all prescribed medications you were taking before, during or after pregnancy. ___________________________

_____________________________________________________________________________________________ 
Have you been diagnosed with an autoimmune disease? (i.e. Lupus, MS, Crohns, Rheumatoid Arthritis, etc.) _____ 

If yes, state disease and year of diagnosis.
_________________________________________________________ 

Have you been diagnosed with any disease?
_____If yes, state disease and year diagnosed. ____________________  

If you were diagnosed before the birth of the baby, indicate (in months or years), how long you may have had the disease before being diagnosed?
______________

If you were diagnosed during pregnancy of the baby, indicate (in months or years), how long you may have had the disease before being diagnosed?
______________

If you were diagnosed after the birth of the baby, indicate (in months or years) how long you may have had the disease before being diagnosed?
______________
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PATERNAL (Father) INFORMATION

Date of Birth (MM/DD/YY)
_____________

Blood Type and Rh Factor

_____________

Race 



_____________ (Caucasian, Black, Hispanic, Other – Specify)

(Please answer: None, Occasionally, Moderate or Heavy to the following 6 questions using N, O, M or H)

Did you smoke around your partner before the pregnancy?
_____ 

Did you smoke around your partner during the pregnancy?
_____

Did you smoke around your partner and/or baby after the pregnancy? _____ 

Did you use alcohol before the pregnancy?
_____

Did you use alcohol during the pregnancy?
_____

Did you use alcohol after the birth?

_____

Have you been diagnosed with an autoimmune disease? (i.e. Lupus, MS, Crohns, Rheumatoid Arthritis, etc.) ______

If yes, state disease and year of diagnosis.
__________________________ 

Have you been diagnosed with any disease?
_____If yes, state disease and year diagnosed. ____________________

If you were diagnosed before the birth of the baby, indicate (in months or years), how long you may have had the disease before being diagnosed?
_________________

If you were diagnosed after the birth of the baby, indicate (in months or years), how long you may have had the disease before being diagnosed?
_________________ 

FAMILY MEDICAL HISTORY

Do Not Include SIDS Baby In This Section

 (“X” all that apply to family members (paternal & maternal). Up to and including great-grandparents, if possible. If you do not have access to any family medical history, write UNKNOWN in ‘Other’ area.)

__SIDS (other than yours)

__Miscarriages
__Stillborns
__Diabetes
__Epilepsy

__Lupus



__Heart

__Liver

__Asthma
__Cancer

__Blood Disorder


__Ulcers
__Arthritis
__Thyroid
__Rheumatic Fever

__High/Low Blood Pressure
__Kidney
__Intestines
__Stomach
__Scarlet Fever

__Tuberculosis


__Sinusitis
__Gall Bladder
__Neuritis
__Jaundice or Hepatitis

__STD (Sexually Trans. Disease)
__Crohns
__Benign Cysts or Tumors located in Female Organs/Tissues 

__MCTD (Mixed Connective Tissue Disease)
__Other (Specify)_________________________________

PREVIOUS (BEFORE SIDS BABY) CHILDREN 

Do Not Include SIDS Baby In This Section

(Complete the following for each child. List births in genealogical order. If more than six, make a copy of Page 3 and attach.)

Child #______ (# 1, 2, 3...)

Child’s Name
_____________________________________(N/R) 

Sex (M/F)
_____ 

Weight at Birth
_____lbs. _____ozs.

Blood Type and Rh Factor
_______ 

Single/Twin/Triplet/Other
______________


Date of Birth (MM/DD/YY)_____________

Were you given Rhogam after delivery, if applicable?
 _______

If child is now deceased, Date of Death (MM/DD/YY)___________ Cause of Death _______________________
Child #______ (# 1, 2, 3...)

Child’s Name
_____________________________________(N/R) 

Sex (M/F)
_____ 

Weight at Birth
_____lbs. _____ozs.

Blood Type and Rh Factor
_______ 

Single/Twin/Triplet/Other
______________


Date of Birth (MM/DD/YY)_____________

Were you given Rhogam after delivery, if applicable?
 _______

If child is now deceased, Date of Death (MM/DD/YY)___________ Cause of Death _______________________
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Child #______ (# 1, 2, 3...)

Child’s Name
_____________________________________(N/R) 

Sex (M/F)
_____ 

Weight at Birth
_____lbs. _____ozs.

Blood Type and Rh Factor
_______ 

Single/Twin/Triplet/Other
______________


Date of Birth (MM/DD/YY)_____________

Were you given Rhogam after delivery, if applicable?
 _______

If child is now deceased, Date of Death (MM/DD/YY)___________ Cause of Death _______________________ 

Child #______ (#1, 2, 3...)

Child’s Name
_____________________________________(N/R) 

Sex (M/F)
_____ 

Weight at Birth
_____lbs. _____ozs.

Blood Type and Rh Factor
_______ 

Single/Twin/Triplet/Other
______________


Date of Birth (MM/DD/YY)_____________

Were you given Rhogam after delivery, if applicable?
 _______

If child is now deceased, Date of Death (MM/DD/YY)___________ Cause of Death _______________________ 

Child #______ (#1, 2, 3...)

Child’s Name
_____________________________________(N/R) 

Sex (M/F)
_____ 

Weight at Birth
_____lbs. _____ozs.

Blood Type and Rh Factor
_______ 

Single/Twin/Triplet/Other
______________


Date of Birth (MM/DD/YY)_____________

Were you given Rhogam after delivery, if applicable?
 _______

If child is now deceased, Date of Death (MM/DD/YY)___________ Cause of Death _______________________ 

Child #______ (#1, 2, 3...)

Child’s Name
_____________________________________(N/R) 

Sex (M/F)
_____ 

Weight at Birth
_____lbs. _____ozs.

Blood Type and Rh Factor
_______ 

Single/Twin/Triplet/Other
______________


Date of Birth (MM/DD/YY)_____________

Were you given Rhogam after delivery, if applicable?
 _______

If child is now deceased, Date of Death (MM/DD/YY)___________ Cause of Death _______________________ 

SUBSEQUENT (AFTER SIDS BABY) CHILDREN

Do Not Include the SIDS Baby In This Section

(Complete the following for each child. List births in genealogical order. If more than six, make a copy of Page 4 and attach.)

Child #______ (# 2, 3, 4...)

Child’s Name
_____________________________________(N/R) 

Sex (M/F)
_____ 

Weight at Birth
_____lbs. _____ozs.

Blood Type and Rh Factor
_______ 

Single/Twin/Triplet/Other
______________


Date of Birth (MM/DD/YY)_____________

Were you given Rhogam after delivery, if applicable?
 _______

If child is now deceased, Date of Death (MM/DD/YY)___________ Cause of Death _______________________
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Child #______ (# 2, 3, 4...)

Child’s Name
_____________________________________(N/R) 

Sex (M/F)
_____ 

Weight at Birth
_____lbs. _____ozs.

Blood Type and Rh Factor
_______ 

Single/Twin/Triplet/Other
______________


Date of Birth (MM/DD/YY)_____________

Were you given Rhogam after delivery, if applicable?
 _______

If child is now deceased, Date of Death (MM/DD/YY)___________ Cause of Death _______________________
Child #______ (# 2, 3, 4...)

Child’s Name
_____________________________________(N/R) 

Sex (M/F)
_____ 

Weight at Birth
_____lbs. _____ozs.

Blood Type and Rh Factor
_______ 

Single/Twin/Triplet/Other
______________


Date of Birth (MM/DD/YY)_____________

Were you given Rhogam after delivery, if applicable?
 _______

If child is now deceased, Date of Death (MM/DD/YY)___________ Cause of Death _______________________ 

Child #______ (# 2, 3, 4...)

Child’s Name
_____________________________________(N/R) 

Sex (M/F)
_____ 

Weight at Birth
_____lbs. _____ozs.

Blood Type and Rh Factor
_______ 

Single/Twin/Triplet/Other
______________


Date of Birth (MM/DD/YY)_____________

Were you given Rhogam after delivery, if applicable?
 _______

If child is now deceased, Date of Death (MM/DD/YY)___________ Cause of Death _______________________ 

Child #______ (# 2, 3, 4...)

Child’s Name
_____________________________________(N/R) 

Sex (M/F)
_____ 

Weight at Birth
_____lbs. _____ozs.

Blood Type and Rh Factor
_______ 

Single/Twin/Triplet/Other
______________


Date of Birth (MM/DD/YY)_____________

Were you given Rhogam after delivery, if applicable?
 _______

If child is now deceased, Date of Death (MM/DD/YY)___________ Cause of Death _______________________ 

Child #______ (# 2, 3, 4...)

Child’s Name
_____________________________________(N/R) 

Sex (M/F)
_____ 

Weight at Birth
_____lbs. _____ozs.

Blood Type and Rh Factor
_______ 

Single/Twin/Triplet/Other
______________


Date of Birth (MM/DD/YY)_____________

Were you given Rhogam after delivery, if applicable?
 _______

If child is now deceased, Date of Death (MM/DD/YY)___________Cause of Death _______________________
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SIDS BABY INFORMATION
If paternal (father) and sibling information is the same, make additional copy of this page only and complete for other SIDS baby(s).

Child #______ (# 1, 2, 3...)

SIDS Baby’s Name
____________________________________________(N/R) 

Sex (M/F)

____ 

Weight at Birth

____lbs. ____ozs.

Blood Type and Rh Factor
_______

Single/Twin/Triplet/Other
______________ 


Date of Birth (MM/DD/YY)  ______________Date of Death (MM/DD/YY) ______________ 

What was the approximate time of death? (Per autopsy) ____________  AM or PM (Circle One) 

Was the baby full-term or premature? ____________ 

If premature, how many weeks gestation was the baby born? ______________ 

Was birth vaginal or C-section? _____________

If vaginal, was baby born headfirst or breech? ______________

What was the baby’s Final APGAR score? ________ (1-10) 

Did you initially breast or formula feed? ______________

If formula, specify brand name & type. (i.e. Enfamil, w/iron, soy, etc.) ________________________Or (Unknown)

List shots given to baby at birth? __________________________________________________________________

List all immunization shots given to baby at time of post-partum checkup(s). _______________________________ 

_____________________________________________________________________________________________  

List any complications with baby during or immediately after birth. _______________________________________

_____________________________________________________________________________________________ 

Where did the baby die? (i.e. baby bed/crib/sofa/carseat/playpen/highchair/E.R., etc.) (Specify) ________________ 

What position was the baby found in upon death? Face Up ____ Face Down ____ On Side ____ (Check using an X)

List Primary Cause of Death AS STATED ON DEATH CERTIFICATE. ________________________________


List Secondary Cause(s), if applicable, AS STATED ON DEATH CERTIFICATE. ________________________ _____________________________________________________________________________________________

(Please answer Yes or No to the following questions using Y or N)

Was the actual birth of the baby a difficult one? ______

Were forceps or vacuum extractor used during delivery? ______ If yes, specify which one. ____________________

Did the baby have difficulty breast-feeding, or difficulty accepting formula?
______

Did the baby require nursing/feeding at frequent intervals? (More than normal)
______

Did the baby cry often and for long periods?
______

Did the baby urinate frequently? (More than normal)
______

Did the baby often have high or subnormal temperatures? ______ If yes, specify which one. ___________________

Did the baby seem to be hot, even in a cool room, and while dressed lightly?
______

Was the baby ever diagnosed with ALTE, (Apparent Life Threatening Event), before death? _____

Was the baby ever diagnosed with Apnea, (temporary stoppage of breathing), before death?  _____

Was the baby ever diagnosed with Streptococcus B?
______ 

Did you consider the baby “colicky”?

______
(Acute abdominal pain. Abdomen tender to touch)

Did the baby have a slight cold before death?
______

Did the baby have a slight fever before death?
______

Did the baby ever experience “twitching” episodes?
______
(Slight, but obvious jerking)

Did the baby have a loss of appetite before death?
______ 

Was the baby more irritable/cranky than normal?
______

Did the baby die while co-sleeping with parent(s)?
______

Did the baby have chills that you knew of, before death? ______



Did the baby fall asleep with a bottle or pacifier in his/her mouth?    ______

Did the baby sleep on a new or used mattress? (Specify) _______________

Had the baby been to the doctor within a week or two before death? ______

If yes, list reason for doctor visit. (i.e. cold, shots, etc.) ____________ If for shots, list all given. ________________

Did the baby have any type of illness, infection or medical condition that you knew of, before death? _____

If yes, specify. _________________________________________________________________________________

Was the baby on any medications? ____ If yes, list medications, including over the counter drugs. (Include vitamin supplements and “Gripe” water. ___________________________________________________________________

_____________________________________________________________________________________________ 

(If you cannot remember ‘over the counter’ drugs, put UNKNOWN. Prescribed medications will be on SIDS baby’s doctor records.)
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If you would be interested in participating in further studies, please and provide the following information:

(Please Print)

NAME: ___________________________ ADDRESS: ________________________________________________ 

CITY: ____________________________ STATE/PROVINCE: _____________COUNTRY ________________

PHONE: __________________________EMAIL ADDRESS: _________________________________________ 

The following information is OPTIONAL. It is CONFIDENTIAL and intended strictly for the sole purpose of ongoing research and for the prevention of Sudden Infant Death Syndrome. 

OPTIONAL INFORMATION

Your SIDS Baby(s) URL: http://www. ___________________________

If you feel pertinent questions or information may have been overlooked on the questionnaire, please write any additional information and/or comments below. Please be as concise as possible. __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

PLEASE RETURN COMPLETED QUESTIONNAIRE TO:


GLOBAL 2000 SIDS QUESTIONNAIRE

ATTN: Suzette Gripp

14505 Highway 196

Eads, TN  38028-3615

All forms must be completed and returned by July 16, 2011
Please staple in top left hand corner and do not fold the Questionnaire. 

Please return the Questionnaire flat in an envelope.

Thank you...
Suzette Gripp 
Author of GLOBAL 2000 SIDS QUESTIONNAIRE©

Distribution Start Date: 02/14/2000

Submission End Date:   07/16/2011
Page 6

