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Letter of Understanding Describing Birth Companion Services and Limitations 

What is a Birth Companion? 
A birth companion assists a pregnant person (the client) to have a satisfying birth experience. Birth Companions 
are educated for this role by a trainer certified with the DONA International and through coursework at The 
Johns Hopkins University School of Nursing. Birth Companions draw on this 
knowledge and experience to provide emotional support, physical comfort, and information that clients 
often need during pregnancy, labor, delivery and postpartum. Birth Companions provide reassurance 
and perspective to the client and their support person(s), make suggestions for labor progress, and help 
with relaxation, massage, positioning, and other techniques for comfort. 

Birth Companions work only at the client’s request. They are not employees of the medical staff or the hospital. 

Birth Companions prefer to meet with the client (and their support person) at least once before labor to become 
acquainted, to explore and discuss priorities, fears, and concerns, and to plan how they might work best together. 
With you, the Birth Companion can help to develop a personal Birth Plan, including your preferences regarding 
pain management options and the use of pain medications, your own best ways of coping with pain and fatigue, 
and how you (and your support person) foresee working together. 

The Birth Companion and you may also decide on other meetings and will certainly want to remain in touch by 
telephone. Birth Companions will inform you of times when they are available for labor support. Since all Birth 
Companions are enrolled in school full time, they may be unavailable due to class, clinicals or exams. If 
your Birth Companion(s) is unavailable to be present at the birth, a back-up Birth Companion may be assigned, 
if you wish. However, you should know that there may be times when we cannot provide support. 

When you are in labor: 
The Birth Companions prefer that you call when you think you are in labor, even if you do not yet need 
help. This call alerts the Birth Companion that s/he may need to be available soon. Birth Companions typically 
need approximately one hour to get to the hospital/birth center. 

What Birth Companions do not do: 
Birth Companions do not perform clinical tasks, such as blood pressure, fetal heart checks, vaginal exams, 
or administer medications. They are there to provide only physical comfort, emotional support, and advocacy. 
Birth Companions do not make decisions for you, but they will help you get the information necessary to make 
an informed decision. They will also remind you if there is a departure from your Birth Plan. 

Birth Companions do not speak to the clinical staff for you. They will discuss your concerns with 
you and suggest options, but you and/or your partner will speak on your behalf to the clinical staff. 
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 Release of Information 

I give my permission for this birth report to be released to the Doulas of North America (DONA). If my Birth 
Companion(s) chooses to become a certified doula(s), I realize that the information will be used for 
computation and maintenance of DONA certification and not released to any other organizations. 

I give my permission for the Johns Hopkins Birth Companions program to record my birth report 
without my name or identifying information. This information will be used to improve the service 
provided to our clients and to improve the education for nursing students. 

I/We have read this letter describing the Birth Companion’s services and agree that it reflects the discussion  

I/we had with her/him. I/We consent to receive the services describe above. 

Client ______________________________________________   Date _____________________________

Support Person ______________________________________  Date _____________________________

Birth Companion ____________________________________  Date _____________________________

Birth Companion ____________________________________  Date _____________________________
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Client Confidentiality Release Form 

Due to current confidentiality regulations all doulas should have a signed release from their client ​before ​taking 
any notes about their labor, birth or postpartum. The best way to be fully compliant would be to get this release 
signature at the first prenatal visit, or upon first meeting and joining the client. 

Certification candidates should have this form signed before taking any notes. The client should receive a copy 
of the signed form, and the doula should have a copy, with them at all times to be able to show that they are 
indeed complying, with the confidentiality regulations if questioned. ​Confidentiality of medical and personal 
information obtained during the course of the doula’s work is of the utmost importance. ​Failure to comply 
with these confidentiality regulations could result in penalties. 

I, ___________________________,  at  ________________________________________________(address), 

_______________________ (phone #), give my permission for my doula, ____________________________, 

to take notes about me, including personal information I choose to disclose to them, and information regarding 

my labor, birth and postpartum, as well as any information regarding my child/ren. I understand that this 

information may be used for the purpose of doula certification or recertification and will be shared with the 

Certification Committee of DONA International. I realize that this information will be shared with the doula that 

is providing backup support. I also understand that this information will anonymously be used by the DONA 

Data Collection Committee for statistical purposes, and that my doula may use this information to provide me 

with a summary for my own personal use. 

Signature:______________________________________ Date:__________________________________ 

BOD Original Approval: 4/22/2004. 
Last Revised: 9/01/06. DONA International 2006 Permission granted to freely reproduce in whole with complete attribution. 
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JOHNS HOPKINS INSTITUTIONS 

ACKNOWLEDGEMENT OF RECEIPT OF NOTIVE OF PRIVACY PRACTICES 

I acknowledge that I have received a copy of the Johns Hopkins Notice of Privacy Practices. 

Birth Date:__________________________ Patient Name: ___________________________________________
   (first)        (m. initial)  (last) 

Address: ________________________________________________ Phone #: ____________________________ 
(street address) 

 Medical Record #:____________________ 
(city) (state) (zip code) (if known) 

Signature of Patient Only: ______________________________ Date:_________________________ / / 
(Required) 

If you are NOT the patient but are signing on behalf of the patient complete the following: 

I, _________________________________ , confirm that I am the representative for the patient based on the 
(insert your name) 

following relationship to the patient: ________________________________________________ 
(state relationship, for example – parent, spouse, guardian) 

Representative’s Signature:______________________________ Date:_______________________ / / 
(Required) 

Address:_____________________________________

   _____________________________________ 
(street)

Phone #: ______________________________ 

________________________________________________

(city)   (state)  (zip code)

A.1.1.b Copy- Medical Records Copy – Patient / Representative Standard Register HIPAA – 01N 
Effec. Date 12/1/12 
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