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Birth Center Informed Consent & Plan for Hospital Transport 
 


Midwives with admitting privileges at the Puget Sound Birth Center (PSBC) are expected to adhere to the 
Midwives’ Association of Washington State (MAWS) Standards for the Practice of Midwifery 
(www.washingtonmidwives.org


 


) in identifying “significant deviations from normal” and to consult with or transfer care to 
a hospital accordingly.  Your midwife is also expected to maintain an active license to practice in Washington 
State, membership in MAWS, carry appropriate malpractice insurance, and adhere to the Puget Sound Birth 
Center Functional Program signed by her and on-file at PSBC.   


If, during your stay at PSBC, your midwife determines the need for consultation or transport to a hospital, options 
are dependant on the clinical circumstances and are generally as follows: 
 


Problem Mode of Transport Hospital 
Non-emergent labor (antepartum) or 
postpartum transfer 


Private automobile Evergreen Hospital (Kirkland) 
University of Washington, Group 
Health Central, Swedish First Hill 
(Seattle) 
Overlake (Bellevue) 


Non-emergent neonatal transfer of a 
stable infant 


Private automobile Evergreen Hospital (Kirkland) 
Children’s Hospital (Seattle) 


Emergency transfer- time is of the 
essence, additional medical procedures 
needed en route or additional 
emergency assistance required 


Medic Unit (911) Evergreen Hospital (Kirkland) 


 
 I/We have chosen to birth our baby at the Puget Sound Birth Center attended by a midwife with admitting 


privileges. 
 I/We understand that admission to PSBC in labor is contingent upon the normal progress of this 


pregnancy, compliance with routine prenatal care and upholding the client responsibilities as outlined and 
discussed with me by my midwife. 


 I/We understand that pain medication (including narcotics and epidural anesthesia), vacuum extractor, 
forceps and Cesarean Section are not available at PSBC and need for any of the above are indications for 
transport to hospital. 


 I/We understand that there are medications available at PSBC for the control of shock, seizure, and post-
partum hemorrhage and newborn resuscitation equipment is on site.  Emergency medications may be used 
in addition to transport to hospital. 


 I/We understand that birth is not without risk and that there is no guarantee of the outcome of birth in any 
setting, in or out of the hospital. 


 I/We understand the potential risks, benefits, and responsibilities involved in choosing an out-of-hospital 
birth at PSBC and am willing to accept these. 


 I/We understand that PSBC cannot be held responsible for the clinical care provided by my midwife. 
 
 
Client’s signature ______________________________________________________  Date ______________________ 
 
 
Partner’s signature ____________________________________________________     Date ______________________ 
 
 
PSBC representative ___________________________________________________    Date ______________________ 
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Financial Contract 


 


This document describes our policies regarding payment for professional and facility fees: 
 
• Medicaid – We accept Medicaid as payment in full for professional and facility services 


rendered.  If you are using Medicaid, you must present your coupon to us at each visit.  If you 
have questions about qualifying for or enrolling in Medicaid and/or Healthy Options, please 
ask at the front desk or contact your local DSHS office. 


 
• Private Insurance – We will bill your insurance company for services rendered after your 


initial clinical visit and after the birth of your baby or upon termination of care.  You are 
responsible for all deductibles, co-pays, and/or co-insurance as allowed under your health 
policy.  For health plans with which we have provider contracts, we cannot, per our contract, 
collect payment from you until your health plan has been billed and has provided us with an 
Explanation of Benefits (EOB).  We will mail a bill to you at that time if appropriate.  
Payment for the balance is due within 30 days.  If we do not have a provider contract with 
your plan, all co-pays, deductibles and co-insurance are due by the six week postpartum visit. 


 
• Private Pay – If you do not have health insurance, are not eligible for Medicaid, or your plan 


does not cover our services, you may private pay.  We accept cash, personal check or credit 
cards for payment.  Payment for professional service (the midwives) and the facility fee 
(birth center) must be paid in full by week thirty six of your pregnancy or care will be 
terminated.  If you are experiencing financial hardship, please call our insurance biller, 
Victoria at 206-932-0870.  


 
Additional clinical services, including laboratory fees and ultrasound, are not included in our 
fees and will be billed separately by the service provider. 
 


• Discontinuation of Care – If you are referred to the care of another practitioner and do not 
continue care with us, or choose to discontinue care with us for any reason prior to the onset 
of labor, the fee for our services will be re-computed to reflect the cost of care provided to 
that point.  Your insurance company will be billed for all care received by our midwives up to 
the point of transferring care to another provider. If you paid cash in advance, you will be 
reimbursed on a prorated basis. 


 
• Collection of Overdue Accounts – If payment is not made in a timely manner and we have 


been unable to collect a balance due, we will send your overdue account to collections. You, 
the client, are responsible for all reasonable collection and/or attorney fees incurred.  


 
The undersigned have read and understand this contract and have had full opportunity to have all 
questions answered.  I/we understand that insurance coverage is not a guarantee of payment and 
that ultimately I am responsible for paying my bill.  
 
_________________________________________                     ________________ 
Signature of client                                               Date 
 
 
______________________________________________________                            _____________________ 
Signature of spouse, partner, or guardian (if client is a minor)                                         Date 
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HIV Informed Choice Handout 
 
WHAT IS HIV AND HOW DO YOU GET IT? 
 
HIV is the virus that causes AIDS.  People usually get HIV by having unprotected sex or by sharing needles 
with someone who has HIV.  Most women do not know that they are infected with HIV until late in the disease.  
A pregnant woman who has HIV can give it to her baby during pregnancy, delivery, or while breastfeeding.  If 
a woman with HIV takes a drug called AZT during pregnancy, there is a much lower chance that she will pass 
the virus to her baby.  AZT is available for little or no cost if you have a low income. 
 
HIV BLOOD TEST 
 
The HIV test is a blood test and can be done at the same time as other routine prenatal blood tests.  A small 
amount of blood is taken from your arm and tested.  If the test is positive, you have HIV but not necessarily 
AIDS.  If the test is negative, you do not have HIV or you became HIV-positive too recently to tell.  If you 
believe you may still be at risk, we recommend repeating testing within 1-6 months. 
 
WHY TAKE THE TEST? 
 
The national Center for Disease Control strongly recommends testing for all pregnant women.  Studies have 
shown that babies are less likely to contract the AIDS virus if a HIV positive pregnant woman is treated during 
pregnancy with anti viral drugs. 
 
CONCERNS ABOUT HIV TESTING 
 
It can be very difficult to wait for HIV test results.  Results can take up to 3 weeks.  Many people feel stress, 
anger, or depression.  Also, people worry that a positive test result will be used against them.  If you have 
concerns, please discuss them with your health care provider. 
 
PRIVACY OF RESULTS  
 
Your health care provider will place your HIV test results in your medical record.  No other person or company 
will know your test results without your written permission, except as permitted by law.  Some agencies offer 
anonymous testing.  If you would like to know more about this option, ask your provider.  We may need to 
release the results to your HMO/insurance company. 
 
OPTIONS FOR TESTING 
 
You can take the test now, or you can think it over.  No matter what you decide, we will give you the best 
possible care. 


 
"I have been told about the HIV blood test and my questions have been answered.  I have read the information 
on this form and I understand it." 
______I agree to be tested 
______I do not want to be tested. 
______I have already been tested on_________(date). 
 
Signature:________________________________Date:___________________ 
 
Revised 9/6/01 
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Informed Consent for 
Midwifery Care and Out of Hospital Birth 


 
1)  I hereby authorize Puget Sound Midwives and/or such associates as may be selected by them to: 


• provide prenatal care, prenatal education and instruction; 
• perform physical exams to evaluate my general health and pregnancy status; 
• to obtain blood, urine, vaginal, cervical, or rectal samples for laboratory tests; 
• assist during my labor and the delivery of my baby; 
• provide immediate newborn and postpartum care, and any other procedures related to childbearing as needed. 


 
2)  SCREENING CRITERIA:  I understand that the services of the Licensed Midwife will be provided for normal, healthy 


women and their families.  If, at any time, the midwife feels it is necessary for my well being or that of my baby, she 
will consult and/or refer to an appropriate health care provider and/or physician. 


  
          I agree to: 


• call the midwife immediately if I experience any of the warning signs listed on the "signs and symptoms to 
immediately report to the midwife" form; 


• plan a natural birth without medication; 
• transfer my care or my infant's care to a hospital or physician if the midwife thinks it is necessary; 
• attend childbirth classes or read recommended books about childbirth; 
• arrange for someone to be at home with me to help after the birth of my baby; 
• make sure my baby is seen by a pediatric health care provider with in the first 10 days; 
• notify the midwife if I can not keep an appointment or make payments on time. 


 
3)  SERVICES PROVIDED:  The midwife will: 


• provide normal prenatal and postpartum care; 
• be in contact and/or present during my labor, and present during delivery; 
• examine my baby at birth and at 1-3 days of age; 
• provide postpartum exams at approximately 1-3 days, 2 and 6 weeks. 


 
In the unlikely event that the midwife should not be available, she will arrange for another midwife to provide these         
services. 


 
4) PHYSICIAN AND HOSPITAL CARE:  Conditions may develop during my pregnancy, labor and delivery, after              
         delivery, or in my infant's first hours of life that may need to be evaluated and treated by a physician and may require 


transfer to a hospital.  The midwife has explained these conditions to me and if needed will arrange for a consultation 
with a physician, transfer of my prenatal care to a physician, or transfer of my infant or myself to a hospital.  In the case 
of an emergency, the midwife will facilitate a transfer of my care to the closest hospital where she may or may not have 
an established consulting relationship with the doctor on call.  In the case of a non-emergent transfer, arrangements will 
be made to transfer to a hospital where there is an established relationship between the midwife and hospital staff.  If 
admitted to a hospital, care will be delivered by the hospital medical staff. 


 
5)  CONSUMER HISTORY:  I understand the midwife will rely on my medical history and information about myself that  


 I provide.  I state that such information is complete, correct, and accurate, to the best of my knowledge.  I also 
acknowledge that in midwifery care I am part of the healthcare team and I must enter into the decision making process. 


 
6)  STUDENT MIDWIVES:  I understand that there may be times when a student midwife may be involved in my care as  


an integral part of the midwifery team and that student participation occurs under the supervision of the licensed midwife.  
It has been explained to me that if at any time I am not comfortable with the student's participation I need only bring it to 
the midwife's attention and other arrangements will be made. 


 







 
 
I/WE, THE PARENTS, HAVE CHOSEN TO HAVE AN OUT OF HOSPITAL BIRTH.  I/WE UNDERSTAND THAT 
THERE ARE SPECIAL RESPONSIBILITIES AND RISKS THAT ARE ATTACHED TO SUCH A DECISION.  
ALTHOUGH MANY POTENTIAL PROBLEMS CAN BE FORESEEN AND/OR SCREENED FOR, THERE ARE SOME 
COMPLICATIONS WHICH CAN NOT BE PREDICTED EITHER IN OR OUT OF THE HOSPITAL.  EMERGENCY 
MEDICATIONS FOR THE CONTROL OF HEMORRHAGE, SHOCK AND SEIZURE ARE AVAILABLE AS WELL AS 
RESUSCITATIVE EQUIPMENT.  PAIN MEDICATIONS, NARCOTICS, EPIDURAL ANESTHESIA, BLOOD 
TRANSFUSION, VACUUM EXTRACTOR, FORCEPS AND CESAREAN SECTION ARE NOT AVAILABLE IN AN 
OUT OF HOSPITAL BIRTH SETTING.  SHOULD A NEED FOR THOSE ARISE, THE CLIENT WOULD NEED TO BE 
TRANSPORTED TO A HOSPITAL. 
 
I CERTIFY THAT THE LICENSED MIDWIFE HAS INFORMED ME OF THE NATURE AND CHARACTER OF THE 
PROPOSED SERVICES. 
 
I CERTIFY I HAVE HAD THE OPPORTUNITY TO ASK QUESTIONS AND HAVE HAD ALL ASPECTS OF LICENSED 
MIDWIFERY SERVICES EXPLAINED TO MY SATISFACTION AND I CONSENT TO MIDWIFERY CARE AND OUT 
OF HOSPITAL BIRTH. 
 
client:                                                                                             date:                                                           .
 


                                    


partner:                                                                                           date:                                                           .
 


                                           


midwife:                                                                                         date:                                                            .
 


                                   


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Revised: 10/31/02 
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Insurance Benefits Questionnaire 
 
 


Client’s Name: ______________________________________ Date of Birth: _________________________ 


Last Menstrual Period (Sometimes needed): _______________ Due Date:  _________________________ 


Insured’s Name: _____________________________________ Date of Birth: _________________________ 


Insurance Company: __________________________________ Phone #: _________________________ 


Insured’s ID #: ___________________________________ Policy Name/Group #: _________________ 


Midwives:  ________________________________________________________________________________ 
 


• Is there maternity coverage on this policy? ............................................... Yes No 


• Does this policy cover Licensed Midwives? ............................................ Yes No 


• Does the policy cover your midwife? 
 (Eastside Midwives: Heike Doyle, Andrea Henderson) ....................... Yes No 
 (Lake Washington Midwives: Valerie Sasson, Ali Tromblay) ............... Yes No 


• Does this policy cover home birth? ........................................................... Yes No 


• Does this policy cover Puget Sound Birth Center? ...................................... Yes No 


• Will the BC facility fee be paid for mom? ($2500)  ..................................... Yes No 
For baby? ($1000) ...................................... Yes No 


• Is pre-authorization needed for the birth center? ...................................... Yes No 


• Is a referral from a primary care provider required? .................................. Yes No 


• Are the following hospitals covered: Overlake Hospital Medical Center .... Yes No 
 Evergreen Hospital Medical Center .. Yes No 
 University of Washington ................ Yes No 
 Swedish Medical Center .................. Yes No 
 Providence Hospital/Everett ............ Yes No 


• Are diagnostic tests restricted to certain facilities? ..................................... Yes No 


• Will the newborn be covered under this policy?  ........................................ Yes No 


• Coverage details: _____________________________________________________________________ 
 ___________________________________________________________________________________ 


 Copay: _______________________________ Deductible: ________________________________ 


• Separate deductible? ____________________ Percentage? _______________________________ 


Name of insurance person who provided this information: ___________________________________________ 


Name of person completing this form: ____________________________________ Date: _______________ 


** If you need assistance in obtaining this information, please call us & we will be glad to help you. 
** If you want us to bill a separate insurance company for your newborn, please provide us with the appropriate 


information. 
 Thank you for your assistance in this process!  Revised: 10/8/07 
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NOTICE OF PRIVACY PRACTICES —ACKNOWLEDGEMENT 
 


 
My signature confirms that I have been informed of my rights to privacy 
regarding my protected health information, under the Health Insurance Portability 
and Accountability Act (HIPAA). 
 
I acknowledge that I have received a copy of the “Notice of Privacy Practices” 
provided by Puget Sound Midwives and Birth Center, revision date 06/03/2003. 


 
 
 
 
 
 
 
 
 
__________________________________________________________ ____________________________________ 
Patient or legally authorized individual signature     Date     Time 
 
 
 
__________________________________________________________ ____________________________________ 
Printed name if signed on behalf of the patient     Relationship 
        (parent, legal guardian, personal representative) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
This form will be retained in your medical record. 
 
Last Update: 07/15/2003 
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NOTICE OF PRIVACY PRACTICES 


 
This notice describes how medical information about you may be used and disclosed, and how you can get access to this 
information. Please review it carefully. 
 
Organizations Covered by This Notice 
This Notice applies to the privacy practices of Puget Sound Midwives and Birth Center, Eastside Midwives, Lake Washington 
Midwives, and all other healthcare providers with admitting privileges at the birth center. These entities participate in an 
organized health care arrangement.  
 
Summary of Privacy Practices 
We respect your privacy. We understand that your personal health information is very sensitive. We will not disclose your 
information to others unless you tell us to do so, or unless the law authorizes or requires us to do so. 
 
The law protects the privacy of the health information we create and obtain in providing our care and services to you. For 
example, your protected health information includes your symptoms, test results, diagnoses, treatment, health information from 
other providers, and billing and payment information relating to these services. Federal and state law allows us to use and 
disclose your protected health information for purposes of treatment and health care operations. State law requires us to get 
your authorization to disclose this information for payment purposes. 
 
Examples of Use and Disclosures of Protected Health Information for Treatment, Payment, and Health Operations 
For treatment: 
• Information obtained by a nurse, physician, or other member of our health care team will be recorded in your medical 


record and used to help decide what care may be right for you. 
• We may also provide information to others providing you care. This will help them stay informed about your care. 
 
For payment: 
• We request payment from your health insurance plan. Health plans need information from us about your medical care. 


Information provided to health plans may include your diagnoses, procedures performed, or recommended care. 
 
For health care operations: 
• We use your medical records to assess quality, improve services, and train staff. 
• We may use and disclose medical records to review qualifications and performance of our health care providers. 
• We may contact you about appointments and give you information about health-related issues. 
• We may use and disclose your information to conduct or arrange for services, including medical quality review by your 


health plan; accounting, legal, risk management, and insurance services; audit functions, including fraud and abuse 
detection and compliance programs. 


• We may contact you by phone to discuss protected health information. If you are not available to answer the phone, we 
may leave a message on your answering machine with instructions to call us back. If you would prefer us to leave detailed 
messages on your answering machine, you need to give your permission on the “Specific Authorizations” form. 


• It is our practice to organize and participate in fundraising events, both for the birth center and for the broader community. 
We may send you a letter, postcard, or invitation, or call your home to invite you to participate. We may use your 
demographic information, your type of insurance, and your children’s place and date of birth for fundraising purposes. 
You have the right to opt out if you wish. 


• We send thank you cards to clients who refer people to us. We include the name of the person referred. 
 
Your Health Information Rights 
The health and billing records we create and store are the property of the practice/health care facility. The protected health 
information in it, however, generally belongs to you. You have a right to: 
 
• Receive, read, and ask questions about this Notice; 
• Ask us to restrict certain uses and disclosures. You must deliver this request in writing to us. We are not required to grant 


the request. But we will comply with any request granted; 
• Request that you be allowed to see and get a copy of your protected health information. You may make this request in 


writing. We have a form available for this type of request. 
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• Have us review a denial of access to your health information—except in certain circumstances; 
• Ask us, in writing, to change your health information. You may write a statement of disagreement if your request is 


denied. It will be stored in your medical record, and included with any release of your records. 
• When you request, we will give you a list of disclosures of your health information. You may receive this information 


without charge once every 12 months.  
• Cancel prior authorizations to use or disclose health information by giving us a written revocation. Your revocation does 


not affect information that has already been released. It also does not affect any action taken before we have it. Sometimes, 
you cannot cancel an authorization if its purpose was to obtain insurance.  


 
Our Responsibilities 
We are required to: 
• Keep your protected health information private 
• Give you this Notice 
• Follow the terms of this Notice 
We have the right to change our practices regarding the protected health information we maintain. If we make changes, we will 
update this Notice. You may receive the most recent copy of this Notice by calling and asking for it or by visiting the birth 
center to pick one up. 
 
To Ask for Help or Complain 
If you have questions, want more information, or want to report a problem about the handling of your protected health 
information, you may contact: Billie Murray. 
 
If you believe your privacy rights have been violated, you may discuss your concerns with any staff member. You may also 
deliver a written complaint to our Privacy Officer or file a complaint with the U.S. Secretary of Health and Human Services. 
 
Other Disclosures and Uses of Protected Health Information 
Unless you object, we may release health information about you to a friend or family member who is involved in your medical 
care. We may also give information to someone who helps pay for your care. Information may be provided to people who ask 
for you by name. We may use and disclose your name, location, and general condition. You have the right to object to this use 
or disclosure of your information. If you object, we will not use or disclose it. 
 
We may use and disclose your protected health information without your authorization as follows: 
• For Medical Research which is approved and has its own safety precautions 
• To Funeral Directors/Coroners consistent with their duties. 
• To Organ Procurement Organizations  
• To the FDA relating to problems with food, supplements, and products. 
• To Comply With Workers’ Compensation Laws 
• For Public Health and Safety Purposes as Allowed or Required by Law, to protect public health and safety, to prevent 


or control disease, injury, or disability, and to report vital statistics such as births or deaths. 
• To Report Suspected Abuse or Neglect to public authorities. 
• To Correctional Institutions if you are in jail or prison 
• For Law Enforcement Purposes such as subpoenas, court orders, or other legal processes. 
• For Health and Safety Oversight Activities, e.g. with the Department of Health. 
• For Disaster Relief Purposes, e.g. notification of your condition to family or others. 
• For Work-Related Conditions That Could Affect Employee Health.  
• Judicial and Administrative Proceedings, national security, military missions. 
 
Other Uses and Disclosures of Protected Health Information 
Uses and disclosures not in this Notice will be made only as allowed or required by law or with your written authorization. 
 
Web Site 
We have a Web site that provides information about us. For your benefit, this Notice is on the Web site at this address: 
http://www.birthcenter.com/HIPAA_Privacy  
 
 
Effective Date: April 14th 2003 
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SPECIFIC AUTHORIZATIONS 


 
Leaving Messages 
We recognize that clients have a wide range of preferences regarding how to handle phone calls from us. 
By default, the federal health privacy rules allow us to only leave a basic message on your answering 
machine asking you to call us back if we cannot reach you in person. However, we realize that receiving 
such messages can cause undue stress.  
 
Please consider the following options for communicating your protected health information and let us 
know your preferences. 
 
If we call you with information such as lab test results, what would you like us to do if you cannot be 
reached in person? 
 
 Leave detailed health information (for example, “Your iron levels are low. Please call so we 


can discuss iron supplements.”) 
 Leave a summary of health information (for example, “Your blood test results are in. Please 


call so we can discuss.”) 
 Leave minimal information (for example, “This is Susan at (425) 823-1919 with a message 


for <name>. Please return my call.”) 
 


Using the following method(s): 
  
 On your answering machine at home 
 On cell phone voicemail 
 On work voicemail 
 Given as a message to your partner 
 Given as a message to ______________________ 


 
Use of Data 
After your baby is born, may we: 
 
 Put a card on the announcement board at the birth center with your first names and your 


baby’s name, weight, and date of birth. 
 
 
Print Name ________________________________________________________________________ 
 
Signature _________________________________________________________________________ 
 
Date _____________________ 
 
  





		Puget Sound Midwives & Birth Center, LLC






Revised: 9/3/09 


Puget Sound Midwives & Birth Center, LLC 
13128 Totem Lake Blvd. NE, Suite 101   Kirkland, WA  98034     425-823-1919      


 


Informed Choice Regarding Midwife Services in Case of Transfer 


Client Name: ___________________________________________________________ 


The support of your midwife during the transfer and birth of your baby is highly 
recommended, however ongoing midwifery support and advocacy after a hospital 
transfer is not covered by any health insurance plan.  


Our experience is that clients have a hard time making such an important decision in 
labor and that discussing finances in labor is not only stressful but also inappropriate. 
Therefore we would like you to be aware of and choose one of the following options at 
this time. 


It is not included as part of another 
service, and is only provided if paid for separately. Payment plans are available; please 
call Victoria at 206-932-0870 to discuss any transfer fee payment options. 


□  I choose to receive support during the transfer process only from my midwife 
and agree to pay $500 for her services in the event of a hospital transfer. This fee 
covers attendance of the midwife during the transfer, up to but not more than 2 
hours. Midwife support in the hospital is limited to non-clinical activities.  


□  I choose to receive complete continued support from my midwife and agree to 
pay $1000 for her services in the event of a hospital transfer. This fee covers 
attendance of the midwife during the transfer and during the birth of your baby. 
Midwife support in the hospital is limited to non-clinical activities.  


□  I decline the continued support of a midwife accompanying me in the case of a 
hospital transfer. After my midwife arranges the transfer, I agree to carry my own 
photocopied records to the hospital and present them to the receiving provider. 


Your midwife will automatically accompany you in the case of an emergency 
transfer.  This is non-negotiable and the fee for this service is similar to the first option, 
$500.  Please initial here to acknowledge that you understand and accept this policy. 
_______. 


Once you are at the hospital and settled in, you can change your mind and request that 
your midwife stay or go as needed and the appropriate fees will be charged accordingly.  


Before signing this form, please make sure you understand everything it entails and have 
had all questions answered to your satisfaction. 
 
 
__________________________________                                 _____________________ 
   Signature of client                                                                                           Date 
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