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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




@ ® 35 E. Wacker Dr., Ste. 850
0o D ON A Chicago, IL 60601-2106
% (888) 788-DONA (3662)

www.DONA.org

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,

9

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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ACKNOWLEDGEMENT OF RECEIPT OF NOTIVE OF PRIVACY PRACTICES

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

Patient Name: Birth Date:
(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: Phone #:
(street)
(city) (state) (zip code)
A.l.lb Copy- Medical Records Copy — Patient / Representative Standard Register HIPAA — 01N

Effec. Date 12/1/12
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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.

Our Pledga Ragarding Your
Medical information
Mhuhmnimdmpmd: .
mdwinmwmuum
sbout you This Notice tells you sbous the ways in
“umywndﬁimhzm@n!inw

obligatsons we have regarding the use and disclosure
of yous medical information. We are required by
law to: (i) make sure your medical information
ma;[u);’mwumNoradnmwa
legal duties and privacy practices with respect o your
medical information; and (jii) follow the terms of the
Metice that i currently in cffeer.

o health insurance company, by conracting CRISP

Notice of Privacy Practices for Health Care Providers

with your written authorization. Mesr uses and
discl of psychatherapy noies and mast uses

.952-7477 o comphering and submirting an
g;ﬁt’i:m\ o CRISP Il: mail or through their
webuire at crispheabthorg. Not all of the Johna Hop-
thum.mmomnpmfml a1 the end of this Nurice
participare in CRISP; your johns Hophina health care
provider can provide information as o whether or
not it paricipates in CRISE

Pundralsing activities. We may contact you ro

and diselosures for marketing purposes fall within
this category and require your suthorization before
we may wse your medical information for these
purposes. Additionally, with certain limited excep-
tions, &s of Seprember 23, 2013, we are not allowed
10 sell or receive anything of value in exchange for
your medical information without your wriren

k If you provide ws autharization 10 e

provide about Johns Hoplins-sp d
aexiviries, including fundraising programs and events
1 suppor research, education of patent care a1 Johns
Hopkins. For this purpose, we may use your conmct
informarion, such a1 your name, address, phone
numbex, the dares on which and the department
From which you received eamment or services at
Johns Hopkins, your treating physician's name, your
rreamment cuteome and your health inrurance satus.
1 we do contact you for fundrising activitis, the
communication you receive will have instructions on
how you may ask for us noc @ contact you again foc
such purposes, also known 1 an "opt-out.”

wﬁm:-q (hospitals ealy). [f you are

Juhns Hupkins urganizatiuns specificd at the end of
this Notice.

How Wa May Use and Disdose
Medical Information About You
The following secrions describe different ways we
may we and disclose your medical information. We
abide by all applicable Laws relared 1o the protection
of this information. Not every use or disclosure will
be listed. All of the ways we are permitted 1 use and
disclose information, bowever, will fall within one of
the following categories:

Trestment. We may use o disclose medical informa-
tion abowt you € provide you with medical treat-
ment of services. For eample, 2 docror meating you
for 2 broken leg may need 1o know if you have dis-
betes becase disbetes may slow the healing process.
We may also share medical information about you
with other Johns Hepkins penionnel or non-Johns
Hopkins health care providens, agencies or facilities
in oeder to provide or cooedinate the different things
you need, such 2 preseriptions, lab work and X-rays,
of Irporation.

Puyment. We may use and disclose medical infor-
mation about you so that the treatment and services
you reccive at Johns Hopkins or from othess, such
a1 an ambulance company, may be billed t you and
payment collected from you, an insurince company
or anather third parry. For example, we may need o
jgive information o your health insurance company
abaur surgery you received ar Johns Hopking so your
health insurance company will pay us or reimburse
you for the surgery.

Health care operations, We may use and disclose
medical information abour you for Johas Hophing
operations, These uses and disclosures are made
enhaner qualiy of care and for medical saff activicies,
Johns Hopkins health-sciences education and other
veaching programs, and general business activities.
Fot cxample, we may disclose information w doctors,
‘murses, technicians, medical and other students, and
other Johas Hopkins personnel for performance im-
provement and educational purposes or we may share
infocmaicn with Johas Hopkins corp ]
mainrain the mfery of our Rdlices.
Health information exchange. We may share
informarion that we obtain of creare about you with
oeher health care providers ot othet healch eare entities
For treacment, payment and health can i

b lined, we may include cermain limired informa-
fion abour you in the hospital directory. I you object
19 your information being includsd in the bospiral
directory, you muss rell your carcgivers or contact the
Privacy Office 25 explained at the end of this Note
and complete 2 request to opt out of the haspinal
direcrory.
Rescarch and related activities. Johns Hopkins
conducts research to improve the health of people
throughout the world. All research projeces con-
ducred by Johns Hopkins must be approved through
a special review process to protect patient safery,
welfare and confidentiality. We may use and disclose
medical informarion about oue patients for research
purpnses under specific rules determined by the
confidentialiry provisions of applicable law. Ln some
inmnces, federal law allows us to use your medical
information for research withour your authoriza-
tion, provided we get approval from 2 special review
board. These srudics will not affect your rearment or
welfare, and your medical information will continue
to be protected.
information. We may usc or disclose your medical
{ocrmiadodl

or disclose medical information about you. you may
revoke {withdraw) that authorization, in writing, at
any time. However, uses and disclosures made before
your withdrawal are not affected by your action and
we cannar rake back any disclosures we may have
already made with your authorization.

Your Rights Regarding Madical
Information About You

The records of your medical information are the
propery of Johns Hopkins. You have the following
rights, however, regarding medical information we
maintin about you:
Right to inspect and copy. With cernain exceptions,
you have the right 1o inspect andfor receive 3 copy
of your medical and billing records ot any other of
our records that are used by us to make decisions
about you. You have the right 1o request that we
send 2 copy of your medical oc billing records 1o 2
third party.

You are required 1o submit your request in writing
to your caregiver or the appropriate medical reconds
department. We may charge you a reasonable fee for
providing you a copy of your records. We may deny
acoess, under cevain circumstances. You may request
tha we desigrate 2 licensed health care professional
1o review the denial. We will comply with the out-
come of the review.

Right w0 request an amendment. [f you fecl that
medical information we have about you i incorrect
o incomplete, you may ask us to amend the infor-
mation. You have the right to request an amendment
for as long a3 the information is kept by or for johns
Hopkins in your medical and billing records or any
other of our records that are used by us to make
decisions about you.

You are required o submit your request in writing o

i ion without

your (F

to the following individuak, oc for other purposes

permitted ot required by law, including:

= To rell you sbout, er recommend, possible rreat-
ment alrernatives

* Toinform you of benefits or services we may
provide

* I the event of a disaster, tn Arganizations wsisting
in & disasec-relief effort 50 that your family can be
notificd of your condition and location

* Asrequired by srare and federal Law

* To prevent or Jessen 2 serious and imminent
threar to your health and safety or the health and
safecy of the public or another person

* To authorized federal officials for inselligenee,
counterinteiligence or orther national seeurity
activines

* To corances, medical cxsminers and funcral dirce-

tors, a5 authorized of required by law as necesmry

For them 1o carry ur their duties

Ta the military if you are a member of the armed

fotces and we are authorized or required to doso

by law

* For workers' compensation of similas programs
providing benefits for work-relaced injurics o
illnesses

purposs, as permined by Liw, through the Chess-
peake Regional laformation System for Qur Padenss,
Inc {CRISP), an Intemer-based, Maryland-wide,
Maryland-approved health informarion exchange.
For example, information abour your pant medical
care and currens medical condisions and medications
can be available 1o w o w your non-Johns Hophine
primary care physician or hospiral, if they panicipare
in CRISP a5 well Exchange of health informarion cn
provide famer aceess, better coordinarion of care and
sssist providers and public health officials in making
mare informed treament decisions. You may opt out
of CRISP and prevent providers from being able to
search for your informasion through the exchange.
Even if you opt owr, a cerrain amaust of your infae-
mation may be retained by the exchange, 1nd your
odering or referring physicians, if parnicipating in
CRISE may acerss disgnomic informarion abaur you,
wdt_:g eepers of imaging and lab resuks, Also, your
physicians, if pariiciparing in CRISE, may il use
CRISP's secure messaging services to discuss your care,
Information from your medieal oonds that we
obuin or create sbout you, a5 permined by law, also
may be thared through CRISF with your health plan
of health insurance company for the sole purpases of
enhancing or coordinating your care.

You may opt our and prevent your medical informar
tion f-w being searched through CRISP or prevent
thesharing of yout informion with your health plan

+ To authorized federal nfficials sn they may enn-

ppropriste office fisted at the end of this Noriee.
with an explanation as 1o why the amendment is
needed. IF we accept your request, we will tell yoo we
agree and we will amend your records. We cnnot
change whar is in the recoed. We add the supple-
menml information by an addendum. With your
assistance, we will nocfy others who have the incor-
rect or incomplete medical informacion. 1F we deny

Fffective Date: dugust 1. 2015

with you abour medical mamen in 4 cermin way of
at u certain location. If you want us to commuiicate
ﬂl&puinupeainluppuwﬂlmudmwmdﬁ
1ails about how 1o contact you. You also will need wo
ﬁvtulnfamm.imu:ohwbiljn‘wil blw
We will honor reasonable requerss. Howeves, if we
are unble 1o conracs you using the requened ways of
locations, we may conmct you using any information
we have,
I.Idnmhmdh‘l-dneﬂd'nbmd.

W will nodify you if your medical informacion has
been “breached,” which means that your medical
information has been wsed or disclosed in 2 way
that is inconsistent with law and results in it being
compromised.

jght 1o a of this Nodce. You have the
w o2 ;:‘;;’:rmnm. \‘qu_mq-k\‘u
to give you a copy of this Notice at any ume.
ofthis Motice will be available throughout Johas
Hopkins, or by contacting the Prin:yoﬁn:ua_-
plincdanb:zndoflhist,ay_wmm
nckarunicmﬁmh:jnhnsﬂ?pkmm.

Lda iy

Privacy Practi L kaia
‘W reserve the fight to change Jol ) pr-
vacy pract n?d-isNodthmd‘_Ef‘u"
10 make the revised or changed Notice effective for
medical information we already have abour you a5
wvell a1 any information we receive in che fumure. We
wiﬂpmnmprufd:rmbbﬁamﬂﬂ‘})hﬂ
M%M.Mﬂpﬂnﬂ-
privacy. In addicion, a1 any Gme you may request a
copy of the Motice currently in effeer.

Use of e-mail. [F you choose = commuaicate with
us via email, we muay respoad o you in the mme

manner in which the commmuniction was recsived

s, you should undersand tha there are cermin
risks associared with the use of email It may not be
secure, which meaas it could be intercepeed 2ad seen
by others. I addition, there are oher risks amochmed
with use of emal, sch 2 mizaddered/ xisdirecsed
mesages, email accousts dhat ase chared with ochers,
messages thar can be forwanded on o othen, o
messages stored on pormble decrronic devices dhar
have 8o securisy. s
Addisisaally, you thoukd saderstand thar st of
email is nor intended m be 2 sebstime for peafes-
sonal medical advice, dagross or escmens. Email
communications should never be msed i 2 medical
EIMETRERCY.

or C

your request, we will give you 2 wrimen exph
of why we did not make the amendment and exphin
your rights.
We may deny your request if the medical informa-
rion (i} was not created by Johns Hopkins (unless the
person of entiry thar created the medical information
i no lonper available to respond 1o your request); (i)
is not par of the medical and billing records kepe by
o for Johns Hopkins; (iii) is not part of the informa-
tion which you would be permirred to inspect and
copy; of (iv) is determined by us to be accurare and
camplere,
Right o an socounting of discesures. You have the
right 1o receive 4 list of the disclogures we have made
of your medial informaticn in the six years prioc o
your request, This list will not indude every disclosure
made, including these disclasures made foe treasmens,
payment and healsh care operations purposcs.
You are required 1o submit your request in writing to

(st office [

duct special i igations or provide p
to the U.5. President of ether autharized persons
* Ifyou are an organ donor, to organizations that
handle wuch organ procurement or vransplancation
o 1o an organ bank, as necessary to help with
organ peocurement, rransplantation or donation
To governmental, licensing, auditing and accredit-
iog agencie
To u eomrecninnal institutinn as authnrized or
required by law if you are an inmate or under the
custody of law-enforcement officials
* To third partica referred to as "business sssociates™
thar provide services on our behalf, such as billing,
#ofrware maintenance and legal services
* Unlem you sy nu, tw anpunc involved in your
care or payment for yous care, such as a friend,
family member, o any individual you identify
For public health purpass
To courts and attorneys when we et a court
ouder, subpocna or ather lwful instructions
from thase counts or public bodies or 1o defend
ourselves againg 2 lawsuit brought against us
To law enforeement officials as suthorized or
required by law
Other wses of medical lnformation.
Other uses and disclosures of medical informa-
tion not covered by this Notice will be made only

-

.

pprog listed 3¢ the end of this Neger.
You must stare the time period for which you want
to receive the aceounting. The first accounting you
request in 4 12-moath period will be free, and we may
charge you for addidanal requens in thar mme period.
Right to request restriclons. You have the right
10 request 3 restriction of limitaton on the medical
information we use or disclose about you For mear-
ment, payment or health care operarions.

To request a resriction, you miss tell caregivers
ot contact the Johns Hopking h—my)a‘;xmg
the conract information lissed ar the end of thia
Notice. In some cases, you may be uked 10 wbmit a
written requa. We are not required 1o agree w your
request. [f we do agree, our agreement must be in
writing, and we will comply with your request unless
the informarion is needed 1o provide you emergency
treatmens or we are required or permirved by bw
disclosc ir. We are allowed to end the restriction if we
inform you that we plan o do s, As of Seprember
23, 2013, if you request that we not disclose cermin
medical information to your health insurer and thae
medical information relares 1o a health cure produc
or service for which we, otherwise, have received
payment from you or oa your behalf, and in fall,
then we mun agree o char requait.

may aso ik 3 comphing wich e Secrery of e
U.S. Deparoment of Healch and Homan Services.
You mill mas be pemaficed for [ing a compleint.
Phone: 202-537-4667

Georgerown Road Bethesda, WD 20814 Phone
301-896-3822

All other Johns Hopkins issitarions er hospissle
Johra Hoplin Privacy Uffier $901 Smich Amame:
McAnley Hall, Suize 310 Baltmoes MD 11209
Phone: 410-735-6509 Fax 410-735-6521 s
i

The Johes Hoplins cacites diar follow this Netce ase
Mmh_ﬁq.ﬂ

_-F'f*iwﬁquﬂm-_.
i | manscs snd in complizncr wich 2p-
plicable privacy b,

HIPAA-2EN
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