OBSTETRICAL VISITOR

I, , agree to and request that ,
(patient name) (visitor name)

be present in the delivery room for my birthing process.

immediately, without question.

I accept full and complete responsibility for
the health care providers will be focusing
care for me.

Patient Date/Time
Visitor SignatLE Relationship to Patient Date/Time
Witness Signature Date/Time
copy given to patient original placed in chart
initial initial
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This form is for reference purposes only. It is a general guideline and not a statement of standard of care and should be edited
and amended to reflect policy requirements of your practice site(s), CMS and Joint Commission requirements, if applicable, and legal requirements of your
individual state(s).



