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ID
EN

TI
FI

CA
TI

O
N

DOCTOR / MIDWIFE: ...............................   Ph(1) ......................................................   Ph(2) .....................................

MODEL OF CARE:............................................................................................................................................................
EDC:       /    /         G:...................    P:...................   GEST:...................   BABY UR:.....................................................

SI
TU

AT
IO

N REASON FOR ADMISSION:
..............................................................

..............................................................

..............................................................

LABOUR ONSET:         DATE: .......................      TIME: ......................

 SPONTANEOUS   	  IOL      REASON ........................................

CTG:            FSE                 Consent for IOL

B
A

C
K

G
R

O
U

N
D

DRUG SENSITIVITIES:
........................................................................................

........................................................................................

BLOOD GROUP:....................  Antibodies:....................
Print name: ............................................................................
Signature: ..............................................................................

RELEVANT MEDICAL AND OBSTETRIC HISTORY:
................................................................................................................................................................................................

................................................................................................................................................................................................

................................................................................................................................................................................................

Please write if Negative / Positive / Unknown

	Syphilis  	 Hep B 	 Hep C 	 GTT 	 Rubella     

	 HIV 	 Vit D 	 Hb 	 Platelets 	  Date:..... /...... /......

  	               		        	              Group & Hold            Date:..... /...... /......
GBS:	  Negative      Unknown       
             Positive      Antibiotics given:  Yes   Not given, reason: ..........................................................

No. of U/S:	 < 13 WKS 	 13-26 WKS 	 >26 WKS 
Anti-D antenatal:  1st dose date:..... /...... /......  2nd dose date:..... /...... /.....  Other doses:........................
Position of placenta ...........................................................................................................................................
Print Name / Signature / Designation............................................................................ Date:..... /...... /......

AS
SE

SS
M

EN
T ABDOMINAL EXAMINATION MEMBRANES

FUNDUS: .................................   POSITION: .............................

LIE: ............................................   STATION: ...............................

PRESENTATION: ..................   FHR: ........................................

ARM / SROM
DATE:.....................
TIME:......................
COLOUR:...............

HINDWATER LEAK
DATE:.....................
TIME:......................
COLOUR:...............

INFORMED VERBAL CONSENT CHECKLIST

Informed Verbal Consent MUST be given by the patient and signed by the clinician prior to the 
procedures below:

Informed Verbal Consent Granted for:

 Artificial Rupture of Membranes (ARM) 	Clinician Name: ……..........................................… Sign: ……..……......................…….

 Fetal Scalp Electrode (FSE) monitoring	Clinician Name: ……..........................................… Sign: ……..……......................…….

 Episiotomy 	 Clinician Name: ……..........................................… Sign: ……..……......................……

 Suturing 	 Clinician Name: ……..........................................… Sign: ……..……......................…….

**For all vaginal examinations (VEs) informed verbal consent MUST be granted prior to the 
examination (see Vaginal Examinations section – overleaf).

STERILE STOCK TRACKING

Gowns / drapes Delivery instruments Single instruments

Suture sets Bowls Other

Second stage onset:                                                  Active pushing onset:

SECOND STAGE OBSERVATIONS

TIME FH COMMENTS TIME FH COMMENTS TIME FH COMMENTS

SIGNATURE LOG
Print Name Initials Designation Print Name Initials Designation

STOCK CHECKLIST

CHECKLIST DELIVERY 
INSTRUMENTS PACKS SUTURE 

INSTRUMENTS NEEDLES NAME / SIGNATURE / DESIGNATION

PRE BIRTH
1

2

ADDED
1

2

POST BIRTH
1

2

SUMMARY

DATE TIME

SECOND STAGE ONSET PRESENTATION

ACTIVE PUSHING ONSET TYPE OF BIRTH

TIME HEAD BIRTHED POSITION AT BIRTH

BIRTH EBL

OXYTOCIC PPH Y / N

THIRD STAGE CORD - VESSELS 	 INSERTION:

MODE OF 3RD STAGE DELIVERY PLACENTA / 
MEMBRANES

ACCOUCHER PERINEUM

RECEPTION SUTURED Y / N	 By:

SEX M / F RESUSCITATION

ALSO PRESENT BABY APGARS 1 min: 5 min:

PARTOGRAM
 RECORD   AD 1680

Partner’s name:

VAGINAL EXAMINATION/S

Date/Time
Effacement

cm
Application Membrane

Liquor
Colour

Station:
 Abdominal     Vaginal Caput Moulding

Dilatation
& Position

Loosely
Well applied

Intact
SROM
ARM

Yes
No

Yes
No ..........................cms

 

Comments

 Informed Consent                                                                                Time next VE due: .....................................

Print Name............................................................................................................................. Signature .......................................................

Loosely
Well applied

Intact
SROM
ARM

Yes
No

Yes
No ..........................cms

 

Comments

 Informed Consent                                                                                Time next VE due: .....................................

Print Name............................................................................................................................. Signature .......................................................

Loosely
Well applied

Intact
SROM
ARM

Yes
No

Yes
No

..........................cms

 

Comments

 Informed Consent                                                                                Time next VE due: .....................................

Print Name............................................................................................................................. Signature .......................................................

Loosely
Well applied

Intact
SROM
ARM

Yes
No

Yes
No

..........................cms

 

Comments

 Informed Consent                                                                                Time next VE due: .....................................

Print Name............................................................................................................................. Signature .......................................................

Mercy Health
Mercy Health

UR No:

Family Name:

PARTOGRAM RECORD

Given Name

DOB: Sex:

Address:
(if no UR)

COMPLETE ALL FIELDS OR ATTACH PATIENT LABEL

Mercy Health
Mercy Health

UR No:

Family Name:

PARTOGRAM RECORD

Given Name

DOB: Sex:

Address:
(if no UR)

COMPLETE ALL FIELDS OR ATTACH PATIENT LABEL

Mercy Health
Mercy Health

UR No:

Family Name:

PARTOGRAM RECORD

Given Name

DOB: Sex:

Address:
(if no UR)

COMPLETE ALL FIELDS OR ATTACH PATIENT LABEL
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