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COPLEY HOSPITAL BIRTHING CENTER BIRTH ROUTINE
Congratulations! As you begin to think about your birth preferences we thought it might be helpful for you to be aware of our routine practice during the normal labor, birth and post-partum period. 
1. Upon your arrival we will obtain a 20 to 30 minute fetal monitor tracing. This is to assess the status of your baby. If everything is ok, we will then listen to the baby’s heartbeat intermittently. You can stay in your own clothes if you choose.
2. During a routine labor you are able to move freely, eat or drink, and use the tub, shower or birthing balls. Many times, even if you have to be on the fetal monitor, we are still able to accommodate these things.
3. At the time of the birth, if all is normal, the baby goes immediately to your chest/abdomen. We encourage skin to skin time, we help you with your chosen method of infant feeding, and we don’t ever routinely give sugar water, bottles or pacifiers to a nursing baby.

 The Copley Birthing Center staff and your obstetrical care provider(s) are committed to a “low-tech, high-touch” style of care as we work with you and your support people through your birth experience. In order to understand and appreciate your individual needs and expectations, we ask that you complete the following questionnaire and return it to us as soon as possible. 
Your Name: _____________________________________________ 	             Due Date: _______________________________________ 
Partner’s Name: __________________________________________       OB Provider(s): _________________________________________ 
Labor Support Person(s): ___________________________________   Pediatric Care Provider: __________________________________
Other’s you wish present at birth: ______________________________________________________________________________________ 
Have you attended childbirth classes?  Yes  No Where? _____________________________________________________________
 	 	 	              First Time    Refresher Course     Other: _________________________________________________
Do you have any special dietary needs? ________________________________________________________________________________
Method of infant feeding planned: ____________________________________________________________________    

Circumcision:     Yes  No  Unsure 
1. In general, I feel that: 
· I am a low anxiety type of person. 
· I am a high anxiety type of person. 
· I am somewhere in the middle. 
 
2. When I think about labor I feel: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

3. When I am tense I tend to: 
· Be very verbal, talkative 	 	      Be very quiet 
· Like people around me to talk 	 	      Like people around me to be quiet


4.             Thing that I plan on using in labor to help me are: 
· Massage  	     Showers 	                                                         Visualization 
· Music 	 	     Walking/Position Changes in labor 	     Water Tub 
· Others (please list): __________________________________________________________________________________ 



5.             I relax best with: 
· My eyes open 	 	           My eyes closed            Sound of my partner’s voice
· Music 	                                     Silence 	            Sound of my own breathing	 
· Other(s): ________________________________________________________________________________________________________ 
 
6.          Other things for labor I want you to know:
· Prefer only techniques described above  	 	          Would consider narcotics such as Stadol, Fentanyl 
· 	Would not consider narcotics or epidural - 	          Would consider epidural or intrathecal if available 
         please don’t ask me                                                       Would consider Nitrous Oxide 

7.          Things I am not comfortable with: ____________________________________________________________________________________________________________________ ____________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________ 
 
8.         What are your (and your support person’s) expectations of your OB care provider during labor and also of the Birthing Center staff nurses? 
____________________________________________________________________________________________________________________ ____________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________ 
 
9.         What concerns me most about my time in the hospital is: 
____________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________ 
 
10.       Is your Partner or Support Person interested in helping catch the baby or cutting the cord? 
____________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________
 
11.      Other things you’d like us to know: (If you need more room, feel free to attach an extra page.) 
____________________________________________________________________________________________________________________ ____________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________ 
It is our desire to help you give birth in a fulfilling and safe way. The ultimate goal is a healthy parent and newborn. Any changes in your plans due to complications will be discussed with you fully as we view our efforts to be collaborative in nature. Communication between us is very important, so if you have any particular concerns not covered here, please discuss this at one of your visits. See you soon! 
 Patient Signature: __________________________________________     	Date: ________________________
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