TeamBirth Boards:




Welcome: For Mom: Quiet Time is observed 1:00 p.m. — 3:00 p.m. daily

Welcome Baby:
Support People:

Date:
Nurse:

Time:
Midwife:

Birth Weight:
Obstetrician:

Length:
Pediatrician:

Void [
Anesthesiologist:

Stool _|
Lactation Consultant: For Baby: ) 5

Circumcision:

ial H
Social Worker Frequent skin to skin

Housekeeper:

Feeding plan: Feed on demand, 8 or more feedings in 24 hours

Labor Progress:

Preferences Early labor Active labor Pushing Recovery Discharge Needs

Birth Certificate [ Code Alert "1

Next Huddle: PKU _J Clamp removed _|
CCHD| D/C Orders |

o Hearing Test |
Education ’

Car Seat ||

Baby Bath Demo _|
VNA Referral "]

Depression Screen [
Comfort Prescriptions
. ! i [
Last MedieationGiven: AWHONN Save Your Life Handout b
Follow up appointments
Next medication due: In Joy app access ||
Mother’s survey



B BAILEY

Mll)l(»\l CENTER

TEAMBIRTH TODAY’S DATE: DELIVERY DATE: BIRTH WEIGHT: ROOM PHONE #:
PLANNING BOARD ROOM #: TIME: LENGTH:
YOUR BIRTH TEAM: PLAN: BABY:
Mom:
Patient We are having a
Support Baby:
The baby’s name is
Nurse
Tech Breast or Bottle
Provider Progress:
Medications: QYes or QNo
Lactation
Pediatrician Communication Notes:
Next Huddle:
PREFERENCES

Our goal is to provide EXCELLENT care.

EARLY LABOR ACTIVE LABOR PUSHING

PAIN MEASUREMENT SCALE

QQ@QC

e .. . Wers possble,
uncormtortable, «--n
‘Doublasoms. g
Bain ey pain

>
»

Questions are always encouraged.



WSTURDY Labor and Birth Planning Board ~ QUFTHoURsz4pm

MEMORIAL HOSPITAL
DATE:

MY TEAM PLAN FOR CARE
Name: Me:
Support:
Nurse:
OB Provider: Baby:
Baby Provider:

MY THOUGHTS

MY COMFORT

Call your nurse for medication @ x

Next available time

Labor Progress:

Next Huddle:

Breastfeeding assistance CALL x1799

GOALS

Postpartum:

[ ] Breast [ ] Formula

EDUCATION

DSafe sleep/CPR D Bath Demo
[ ] video [ ] Discharge Teaching




Providence Holy Family Hospital
Rieseo e =~ Case for me - Ease my way

Room Phone: FMC Front Desk: 482-2229
Date Nurse Phone:
EARLY LABOR ACTIVE LABOR PUSHING
My Care Team It'sa !
Name: Name:
Birthday: Time:
Support Person(s): . g
Weight: Length
Nurse: Feeding Plan: [ Breast [ Bottle [J Combo
] Hep B Vaccine [ VitK [ Erythromycin
hirse eaders My Preferences
Provider:

Newborn Provider:

Other:
My Care Plan
Mom:
Medications
Baby: Next @
Next @
Next @
Labor Progress: Prepare for Discharge:
m} (m]
O (m]

LastExam: __/ / @
Next Huddle: GBS, Blood Type [J Rhogam

Our Core Values







Room #:

Date:

Weeks:

Team:
BIRTHING PERSON:

SUPPORT PERSON(S):

NURSE:
ATTENDING DR:

ROUNDING DR:

Preferences:

Notes:

Plan:

Progress:

(Labor or Discharge)

Next Huddle:

Baby:

Plan:

Progress:

(Newborn Discharge)

Next Huddle:

Delivery

. Discharge




Room #: Date: Weeks:
Team: Plan/Huddles:
BIRTHING PERSON:
Baby:
SUPPORT PERSON(S):
NURSE:
ATTENDING DR:
ROUNDING DR: Progress: Progress:
(Labor or Discharge) (Newborn Discharge)
Preferences:
Next Huddle: Next Huddle:
Notes:

. Delivery
" Discharge




TeamBirth Boards:




PEGGY V. HELMERICH

°3€ Women's Health Center

@ MILLCREST MEDICAL CENTER

. 4 y S
BIRTH CARE DATE: GA: MODE OF DELIVERY:

PLANNING BOARD ROOM: DAYS OF POSTPARTUM:
aPEGGV V. HELMERICH
) TEAM PLAN
> Women'’s Health Center
@ HILLCREST MEDICAL CENTER
B Mom:
LABOR AND DELIVERY DATE: LAST CHECK IN:
PLANNING BOARD ROOM: GA:
TEAM >
EARLY LABOR ACTIVE LABOR PUSHING
PLAN Baby:
Mom:
PREFERENCES
PREFERENCES Baby:
NEXT CHECK IN
Mom:
CONSIDERATIONS
Progress:
CONSIDERATIONS Haby
NEXT CHECK IN




AN I A EPTYR

Labor & Delivery

AW O AL ENTER

Women & Infants

Planning Board Planning Board

O Team Oate @ Team Dote

N heck |
@ S ——— @NonCh«kln

Preferences
0 0 Preferences Pain Intensity Scale

J— 1 S Prgne

——

Coping tools
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Webione t- The SSY Date: Room #:

. 3 & 8:.{%5; Gadugi Room phone #:
W0/whb lo T& sz‘éfm S'Sy Date: Room #:
CHEROE AT Care Teom beﬁ"m‘.‘r,‘ &wfm Conzern
Gadugi Room phone #: Wy Baby's name: 2 N
O»n« Tu’m‘ ( P(w ; ( Bt Support
Name: Support people: Me: N > : ’ "'v‘ people:
& ) B \ \ e Nurse Tech
Nurse: = \ em Pediatrician :
NS OB Provider:
Midwife: Physician: 0 baby.’ / - )
My Pl
Labor Prdgfr,ess: .
L -
Next Huddle:
Neat Frudlle.
1 2 3 4 5 6 7 8 9 10 0

Coping Very Well Coping Well Coping Struggling Not Coping

_ éﬂ‘
SAFE TO SLEEP

Birth Day Weight

Birth Time: Length

ARIADI\lﬁ.lABS



3 . Room #:
TODAY IS: Room.#: TODAYIS:
Phone #: BIRTH DAY: Phone #:

Food Services: Food Services:

TEAM OUR TEAM

Me: My Support: Me: My Support: My Baby:
Nurse: Doula: Nurse:
Charge Nurse: OB/Midwife: Charge Nurse: OB/Midwife: Baby's Provider:
PLAN OF CARE PLAN OF CARE
Me: Baby: For my labor progress: Next Huddle: Me: My Baby:
Next Huddle: Next Huddle:

PREFERENCES QUESTIONS CONCERNS

PREFERENCES QUESTIONS CONCERNS

BIRTH DISCHARGE CHECKLIST
Baby's name: .qi ' @ |g|
, N Instruments: - ——

Baby's provider: Footprints CCHD Hearing  Birth Certificate

Feeding plan: [J breastfeeding [ Bottle feeding Sharps: D D D

Cord Blood: [ ves a v o D

Protocols: O Glucose O chorio Eaps: = j -u. Birth Day:

—h  E—
' Lo | Birth Time:
Lab Draws Bilirubin Carseat Weight
ARl A Planned
D D D D Discharge
Date:
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LABOR & BIRTH PLANNING BOARD

DATE: ROOM #: ROOM PHONE:
MY BIRTHING TEAM: PLAN OF CARE FOR:
ME:
MY BABY:
MY PREFERENCES:
MY LABOR PROGRESS:
NEXT HUDDLE




Date: Room #: @ a%g,ygam Room Phone:

A COMMUNITY BUILT ON CARE

My Care Plan: About My Baby

MV NANEE: For Me: We are having a:
MY SUPPORT PEOPLE:

Our baby's nameiis:
MY NURSE: For My Babyo
MY MIDWIFE: : .
MY DOCTOR: Feeding Plan: [ ] Breastfeeding

| | Formula

My Preferences: | For My Labor Progress:

My Last Exam:

For My Next Huddle:

km
Sl @ Om
Managing My Pain:
f\ o ®§ 'éé @J@ /®o\ Acceptable § PainMed J NextDose
Pain Level Given Available
Hurts

Hurts Hurts

Mo Muts o Huts  Huts M s Thank you for choosing St. Vincent Hospital!




TABLERO DE PLANIFICACION tdad gestacional

PLANNING BOARD Gestational Age'

MYPLAN

Yo:

He:

5}./ La Bebé:

Progreso de trabajo de parto:

<Cuarto 5gcha
Mimnombre:
Apoyo:
Obstetra/Enfermera
Partera Certificada:
O0B/NM:
ngermera:

.

Anestesidlogo:
Anesvesiiogs

v

MY TEAM [ M

A

~Room Date

PLANNING BOARD Gestati

My name: Me:

My supports:

OB/CNM: Baby:

Nurse:

Anesthesiologist: Labor progress:

J

ABOUT ME

My preferences / Good to know:

About baby:

Pre-labor / Early,

Huddle time:

ACERCA DE MI

ABOUT ME

Mis preferencias / Necesario saber:

My preferenchs /Good to know:

Acerca del bebé:
‘About baby:

‘Antesidelitrabajo/de parto}/ATrabajoide parto temprafo

Anticipated next huddle:

Transition

Pushing

Hljd?’ra de reunion:

Préxima reunién anticipada:

Anticipated next huddie:

frabajoidejpartoiactivo

fTransicion Pujando;




Family Life Center
Labor and Birth Communication Board

Room #: Phone #: Date: Dietary: 748-9183
TEAM: PLAN
L3
PREFERENCES: Baby:
Progress:
CONCERNS: NEXT HUDDLE:
GA Fluid GBS Doses Concerns




'3 Cleveland Clinic LDR-1  Room Telephone:
Akron General (330) 344-5750

's Labor and Delivery Plan of Care

My Team: Plan
Baby:
My Preferences: Progress:

My Next Check In:

1CM 2CM (4(')%) (ngcgm) (Donut) (Toilet Paper)

(Cheerio) (Penny)
O, O )

Cevrvical Effacement & Dilation

Effacement - the gradual thinning, shortening and drawing up
of the cervix measured in percentages from 0 to 100%.

\/\/\’




The BirthPlace Labor & Delivery

ot S Marv's Begwomal Modieal Contes Planning Board

D e i

Preferences/Considerations:

Next
.‘—..:--r..x-‘ou ‘-c- .n :
Citation

Check In:




Labor and Birth Planning Board

Room #: Date: Weeks:
TEAM PLAN

Baby:

Progress:
PREFERENCES

NEXT HUDDLE

NOTES

EARLY LABOR ACTIVE LABOR

PUSHING



TeamBirth at Swedish
Huddle Board

> Providence
€S coioien

Room

My Care Team
Support

Doctor/Midwile
Resident

Doula

Nurse

My Preferences

Labor Plan

Baby

Labor

Early Labor  Active Labor Pushl;»q

Next Assessment

Baby Information w
Name Sex ‘
Provider
Birth Date
Birth Time

[Jam Clpm

Weight

Counts & Notes




e M;uth Shore Health -

~ Labor and Birth DATE: LAST HUDDLE:
Planning Board ROOM: GA:
TEAM PLAN FOR
Mom:
PREFERENCES Baby:
Labor Progress:
MEDICAL BACKGROUND NEXT HUDDLE
PRE-LABOR EARLY LABOR ACTIVE LABOR PUSHIt;G
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Labor and Delivery

o -1 Y
_ . 2 DInURA




OVERLAKE [{&25is

PUSHING

LABOR PLAN

MY PREFERENCES

NEXT ASSESSMENT



aAO\GT DQ@
Ry ‘ WHO’S PART OF OUR SHARED TEAM?

- -
I~

WHAT ARE EXPECTATIONS FOR RESPECTFUL CARE?

NEXT STEPS?
for Birthing person: for Baby/Babies: for Labor progression:

7 ?
NEXT HUDDLE TIME? What is the current stage ot labor: l

Early Active Pushing



Norman Regional Health System - OPQIC Site

@ lahor Delivery Planning Board

Welcome: Date: Room #:
Team Plan

Mom:

Bahy:

Labor Progress:
Preferences

Next Huddle:

-

Early Labor Active Lahor Pushing

Important Numbers Photography Policy Thiskyoi i cianca s ot

video or audio taping with still cameras, video cameras, or cell phones during
Emergency: Dial 88 | Free WiFi: Guest@NRHS labor and delivery. You may video and take pictures as soon as the baby is

bom at the discretion of your physician and labor/nursery nurses.

ARIADNE |LABS

OR






7

. @
44 _
Oy umassmemorialHeath | ABOR & BIRTH PLANNING BOARD
ROOM#: PHONE# DATE: WEEKS:
TEAM PLAN
BABY:
PROGRESS:
PREFERENCES
NEXT HUDDLE
NOTES
EARLY LABOR ACTIVE LABOR PUSHING
1..}{“*"“ ) ‘.‘.\4‘ i o < v




’

%‘”zg,it':}yfggmis " Labor and Delivery Planning Board
TEAM DATE: ROOM: LAST HUDDLE:
EARLY LABOR ACTIVE LABOR PUSHING >
PLAN
Mom:
PREFERENCES ik
Labor Progress:
NEXT HUDDLE

[re]
ARIADNEJLABS




by

Date Room #

Food #

el your Care Team

Name: We/ are Ww
- @..

Support

people: Gu’f/ S‘“’Fm’@ %‘}’
Nurse:
Physician: ?ngjﬂfmo{u? ?on\/ ?ojnszo{w?,

Preferences, Queilions, Concerns

1 2 3 456 78910

r T T T ¥ T T ' |
Coping Very Well Coping Well Coping Struggling Not Coping

Care Plan

Me:
Baby:

Labor
Progress:

Next
TeamBirth
pause:




TeamBirth Boards:




DATE ROOM # ROOM PHONE

MOM & BABY PLANNING BOARD

TEAM PLAN FOR ME PLAN FOR MY BABY

PROGRESS PROGRESS

MY THOUGHTS AND CONCERNS

NEXT HUDDLE NEXT HUDDLE




ARIADNE |LABS



POSTPARTUM PLANNING BOARD

ROOM #: BIRTH DATE:

TEAM PLAN FOR CARE

MY NAME:

MY BABY'S NAME:

OUR SUPPORT(S):

NURSE:

OB PROVIDER:

PEDIATRICIAN:

LACTATION:

MY PREFERENCES

BIRTH WEIGHT: GESTATIONAL AGE:
ME:
REQUESTS
[] PAIN CONTROL [0 SIDE EFFECTS EXPLAINED
[ FALLRISK [ EbucaTiON

[ NEW MEDICATION [ BREAST PUMP

D DISCHARGE INSTRUCTIONS AND/OR
ANTICIPATED DISCHARGE DATE:

NEXT HUDDLE:

MODE OF DELIVERY:

BABY:

BABY LAST FED AT:
D BREASTFEEDING

(] BOTTLE FEED

EDUCATION: SCREENINGS:
(O SAFE SLEEP [ HEARING
(O vAcciNEs [ NEWBORN
(O circumcision [ ccHD
[ BIRTH CERTIFICATE [ Tce/Bili

D DISCHARGE INSTRUCTIONS AND/OR
ANTICIPATED DISCHARGE DATE:

NEXT HUDDLE:



TEAMBIRTH




