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October 23, 2017

DRAFT MEETING MINUTES
Council of Licensed Midwifery

HE ALTH October 231, (i?)(l;am

Call in Number: 1(888)670-3525
Participant Passcode: 7133577864

The meeting was called to order at 10:00 am.

Those present for all or part of the meeting included the following:

MEMBERS PRESENT:

Melissa Conord-Morrow, LM, Chair
Charlie Young, LM

Dana Barnes, MD

Robert Pearson-Martinez, MD
David S. Stewart, MD

Kathy Bradley, Consumer Member

MEMBERS ABSENT:

Tania Mondesir, RN, LM

Susan Robyn Mattox, LM, Vice-Chair
Corrine Audette, CNM, ARNP

STAFF PRESENT:

Kama Monroe, J.D. Executive Director
Carol Taylor, Program Administrator
Christa Peace, RSIII

Gerry Nielsen, Regulatory Supervisor

DEPARTMENT COUNSEL:
Linda McMullen, Assistant General Counsel
DOH Office of the General Counsel

COURT REPORTER:
For the Record
850-222-5491

Please note the minutes reflect the actual order agenda items were discussed and may differ from the agenda outline.
Minutes from this meeting can be found online: http://www.floridahealth.gov/licensing-and-
regulation/midwifery/meetings/index.html



Revnew and ApBrovaI of Minutes
September 25, 2017, Conference Call Meeting Minutes

September 25, 2017, minutes were presented for approval. Dr. Barnes noted the minutes were accurate
but suggested for future reference to include more detail. She noted she could not remember the detail
of the suggestions made at the September meeting. Ms. Monroe reviewed the two main suggestions from
the last minute for the benefit of the council.

Motion by Melissa Conord-Morrow, seconded by Kathy Bradley, to accept the minutes as presented.
Motion carried.

General Business:
2. 2017 Annual Report as of October 13, 2017
Council chair noted that this was more of a test year than a reporting year due to the number of
discrepancies in the report. She noted that the number of deliveries in a hospital does not appear
accurate. She personally does not know that many licensed midwives who can deliver in a hospital.
There is a need to identify who that is because it appears the number of deliveries that were transferred
into a hospital were counted as hospital deliveries. Also the number of unplanned breech and unplanned
twins delivered were counted in both transferred out and the unplanned columns. She opined the
question needs to be changed to state the number you actually delivered. The chair also questioned
where the department was with the nineteen licensees who did not report. Ms. Monroe provided an
update. Council chair further noted that there were two individuals who appeared to do nothing but pre-
natal care. She noted that that would skew the numbers as far as outcomes. Council chair further noted
that the raw data reflected that those requiring sutures were 24.6%, post-partum transfers were 3%, intra-
partum transfers were 12%, newborn transfers were 1%, and stillborns and deaths within seven days
were less than .003, which indicates midwives are doing a good job. Another area of interest is the
number of students under a midwife during a reporting period. The council chair noted one person noted
twenty students during the reporting period, which is large. Ms. Monroe suggested that when the report
is submitted, the council could include any concerns in a written paragraph with the report, i.e. the council
has the following concerns. Department counsel noted they should be referred as comments not
concerns. Department counsel further noted that whatever the comments might be it could be concluded
that the council will continue to work to achieve a reporting vehicle that addresses these comments. Dr.
Stewart noted that it should be comments, not concerns, because concerns prejudices the data. The
data is raw and open to interpretation. The council chair again noted her concern that this information is
only for test year purposes for getting everything evaluated and structured properly. Department counsel
noted that it might be taken into consideration that some of the reporters this year may not have used the
form with the expanded instructions. Ms. Young noted discrepancies in what was reported and what was
in Excel sheet. She further noted that the form is not getting the information that is wanted. Discussions
with licensees who reported, noted that it wasn’t clear what was being requested. She noted some items
that were reported that did not make sense. Department staff noted they would re-review the data entry
to ensure accuracy; however, while on the call staff confirmed that the information reported by council
chair was indeed accurate on the Excel spreadsheet. Ms. Young opined that the data was null and void.
Department counsel noted that “we got what we asked for, it may not be what you want, but we got what
we asked for in terms of the form,” the form might need to be revised if you are not happy with the results.
Ms. Monroe noted the council might wish to create a subgroup in order to work on making form
suggestions so that we can have a new version hopefully promulgated in time for next year. Dr. Barnes
noted that the instructions were pretty solid and it might be beneficial to have the instructions incorporated
directly on the form as a way to provide more inclination for licensees to read them. Ms. Young noted
that not everyone received the instructions as they were not yet mandated, which was part of the problem.
Department counsel corrected Ms.Young and informed her that the instructions were e-mailed to
everybody even before they were final, so they were e-mailed to every licensee, they were available and
they were posted, whether or not the licensees availed themselves to those instructions we do not know.
Ms. Young brought up a letter to go along with the report. Department council noted that it would be best
to do as Ms. Monroe suggested at the beginning of the meeting by including comments with the report.
That way it would never be separated from the report. Council chair asked if her previous comments
would be transcribed from the meeting or should she send them. Ms. Monroe noted she should do her



bullet points verbally. That way if anyone else on the council had comments they wanted to add they
could do so. Bullet points include:

Need to do something about line items one and two, should be instructions, so hopefully will be
corrected next year

As an outlier, would like to see if they have more than five students, that it be addressed to see
if they are in a school setting where they are coming in contact with that many students

The number delivered at the hospital, it must specify that those are delivered by the midwife
The number of unexplained breeches and twins, it needs to say that those were delivered by the
midwife and reported on the birth certificate and not included as a transfer

The two outliers, how will the council address those who are in large clinic practices not
delivering so the numbers are not effected

The new licensees are all zeroes, did they have to report, question to be answered

Ms. Young again mentioned the raw data being incorrect. Dr. Stewart noted he did not want to say the
data was incorrect as he had no verification that the information was incorrect. Ms. Young asked council
chair to verify her numbers were incorrect. Mr. Nielsen informed the council that Ms. Conord-Morrow’s
information was correct on the spreadsheet and assured the council that the numbers would be
reviewed and accuracy verified prior to reporting. The Department will not file an incorrect report.

Ms. Monroe noted the statement that this is a new form and a relatively new requirement was not
included in the bulleted comments and asked if that was something the council wanted to include with
the comments. Council chair asked that the comment be included.

Motion by Melissa Conord-Morrow, seconded by David Stewart, to accept the 2017 annual report from
October 13, 2017, with the included comments. Motion carried.

Rule Discussion

3. Rule 64B24-7.014 Midwifery Records and Reports

DH-MQA 5011 Promulgated Form and Reports

Ms. Monroe noted that the information under this tab was included for informational purposes only.

Reports:

4. Executive Director’'s Report

Ms. Monroe made the council aware of Senate Bill 510 which is the adverse incident bill that will
affect midwives. Currently there is no sponsor but it is a bill.

Additionally, Ms. Monroe informed council members that there had been complaints about not
receiving e-mails. Ms. Monroe reminded council members that the Department must have
correct e-mails. She further instructed council members to e-mail the zzz box for midwifery with
any questions. The zzz box is monitored daily. Ms. Monroe provided current staff information
and also noted that current staff contact information would be e-mailed to the council.

Ms. Monroe noted that it is time for election of officers. The item will be placed on the next agenda.

5. Application Liaison —

There was no report at this time

6. Budget — Kathy Bradley

There was no report at this time

7. Community and Consumer Relations - Kathy Bradley

There was no report at this time.



8. International Relations —
There was no report at this time.

9. Laws & Rules and Other Agency Action — Susan (Robyn) Mattox
There was no report at this time

10. Unlicensed Activity — Susan (Robyn) Mattox, L.M.
There was no report at this time.

11. Healthy Weight Initiative — Melissa Conord-Morrow
There was no report at this time.

12. Counsel Report — Linda McMullen, Esq.
There was no report at this time.

Old Business

13. Annual Report Form Revisions

Ms. Monroe asked how the council wished to move forward as far as changes to the form. After
receiving no comments, she inquired if the council wanted the Department to move forward with revisions
and suggestions. Ms. Young asked if the council had statutory authority to change to MANA reports.
Ms. McMullen noted that the statute requires the licensees to submit an annual report and then the details
of the report are flushed out by the rule. That would be part of the discussion of revising the rule if that
is the way the council wishes to go. There are certain subjects that must be reported but it is very broad.
Basically, you would be reporting the same data just in a different format. It would require going through
the rulemaking process. Ms. Conord-Morrow wanted to know how soon they could meet as a committee
on making changes. Dr. Stewart requested discussion as to whether everyone wanted to change the
form, noting that the current form was just put in place. Ms. Conord-Morrow noted that even if they didn't
change the form of reporting, the current form needed revisions. Department council provided direction
as to the requirements for a workshop. It would take the council to make changes. Dr. Stewart noted
his objection to a committee to make changes. He opined that the current form had not been afforded
an opportunity to work. Ms. Young informed Dr. Stewart that using MANA stats had previously been
considered and that she believes that other forms have to be considered. Dr. Stewart again noted that
information incorrectly reported makes the state look bad. He indicated that the licensee will still report
inaccurately. Ms. Young noted that MANA stats is more comprehensive and it provides better checks
and balances. Dr. Stewart requested an opportunity to review the MANA stats website before a
committee is formed. Department council noted that it could not be mandated that a licensee use MANA
stats. A new format would have to be created duplicating that project with whatever resources the
Department has. She further noted that there is a budget and the budget for midwives is small and
usually operates in the red. Ms. McMullen noted that more information should be disseminated to council
members before moving forward. Ms. Young again requested a committee to look for comments to be
added, look for changes, etc. Ms. Young volunteered to be on the committee. With no other volunteers,
Ms. Monroe noted willingness to work with Ms. Young to come up with suggestions. Ms. McMullen noted
a possibility of running into a sunshine issue if members of the public are included. Ms. Conord-Morrow
subsequently indicated her desire to be included in the committee.

14. Workgroup for Rule 64B24-7.004, Florida Administrative Code- Risk Criteria Rule
Department staff reminded the council that the rule was brought up at the last meeting as a rule wherein
previous discussion had ensued regarding rule development. At the September meeting it was
questioned what had happened with the rule. Department staff noted at the September meeting that the
previous information would be pulled and placed on this agenda; therefore, it was placed on this agenda
for council consideration. Council members indicated that there had not been enough time to hash out
the specific details, noting that it was an important portion of their work. The council decided to move



this item to the next agenda.

15. Materials Presented at the 09/25/17 Council Meeting (Informational Purposes Only)

The materials were placed on the agenda for informational purposes only. There were no comments.

New Business

No new business.

Ms. Conord-Morrow requested further elaboration between the difference between a board and a council
and the need for a quorum. There is no legal requirement that a council have a quorum but you want a
quorum because you want as many of the council to participate as possible. The question could probably
be answered by reviewing the role of a council. Ms. McMullen reminded members that they can not
speak of items that have been or will probably come before the council outside of a council meeting.

Committee members can speak to each other regarding the subject of the committee.

Adjourn:
Next Meeting: September 25, 2018



Annual Report of Midwifery Practice

2018 (FY 2017-2018)
Florida Council of Licensed Midwifery

Section I: Overview

A. Requirements of the Licensee
The Midwifery Annual Report is derived from data provided using the Annual Report of Midwifery Practice
(DH-MQA 5011), a form developed for self-reporting of midwifery statistics on an annual basis. Licensed
Midwives whose licenses are active are required to report by July 31t each year under Rule 64B24-
7.014(6), Florida Administrative Code.

B. Development of the Midwifery Annual Report

The Annual Report of Midwifery Practice (DH-MQA 5011) was first required in July of 2016 for the 2015-
2016 fiscal year. Since 2016, the Council of Licensed Midwifery, acting in an advisory capacity, has
provided insight as to how the form might be further refined, the types of data collected, and how that
data may be interpreted in the context of the profession of midwifery.

C. Reporting Rates

The Department has worked to increase communications with Licensed Midwives concerning submission
of annual report data, and in FY 2017-2018, took action against licensees who failed to report, in
accordance with Rule 64B24-7.014(7), Florida Administrative Code.

Reporting rates for the Annual Report have improved significantly over the three reporting cycles:

HEGTEEES Reports Percentage
Reporting Period | Required to !
Received Returns
Report
FY 2015-2016 143 51 35.7%
FY 2016-2017 198 177 89.3%
FY 2017-2018 206 200 97.0%

D. Limitations of the Dataset
The dataset compiled from the Annual Report of Midwifery Practice (DH-MQA 5011) is subject to
inaccuracy introduced by licensees less familiar with the reporting mechanism, by error, or by omission.

The Annual Report of Midwifery Practice is designed to observe general trends within the profession, and
to assess where regulatory response is appropriate in relation to the observed trends. The Annual Report
of Midwifery Practice is not intended to provide information about specific midwives or specific cases.

Outliers — Required Reports for Non-Practicing Midwives

A significant number of licensees who were required to report do not appear to practice in Florida. Of the
licensees in ACTIVE status in the reporting period, 46 out of 200 reported “0,” “none,” or similar in each
data field. This represents 23% of the licensure base which hold an active license, but do not practice in
Florida. The non-practicing results received are considered outliers for all analyses related to practice.



Annual Report of Midwifery Practice — FY17-18
Florida Council of Licensed Midwifery / Florida Department of Health
Medical Quality Assurance; Bureau of Health Care Practitioner Regulation

Section Il. Midwifery Practice in Florida
A. Initial Visits and Antepartum Care

Initial Visits and Acceptance into Care:
Total Number of Initial OB Clients Seen: 5,975*
Total Number of Maternity Clients Accepted into Care: 5,722*

*Of 188 reports returned where 2A was greater than 2B.

Transfers in the Antepartum:

Planned Transfers: 172
Unplanned Transfers: 268
Unknown/Other: 35

Total Number of Transfers in the Antepartum: 475

Outliers — Initial Visits / Acceptance into Care Only
Six midwives reported only data in fields 2A (Total number of initial OB clients seen by you) and 2B (Total

number of maternity clients you accepted for care in the reporting period). Their results represent a
significant departure from data reported by other midwives:

License | 2A (Total number of 2B (Total number of

initial OB clients maternity clients you
seen by you) accepted for care in the
reporting period)

MW90 133 109

MW217 100 100

MW334 46 46

MW 347 54 54

MW352 63 63

MW356 59 59

While these midwives are practicing, their results indicate that their practice is limited to intake; they have
been excluded from results that survey patterns in intrapartum and postpartum practice.

Page 2 of 5



Annual Report of Midwifery Practice — FY17-18
Florida Council of Licensed Midwifery / Florida Department of Health
Medical Quality Assurance; Bureau of Health Care Practitioner Regulation

B. Labor and Delivery; Intrapartum Care

Delivery by Setting:

Midwives are required to report deliveries which they performed. This subset excludes results where
the total number of deliveries and delivery by location do not match, as the data cannot be validated as

accurate. The total number of midwives whose birth-related data could be included in this subset was
118 of 134 midwives who reported deliveries in 2C and 2E.

Home Deliveries (2E): 1,293*
Birthing Center Deliveries (2E): 1,151*
Total Reported Deliveries (excluding hospital deliveries): 2,444

Midwives may attend deliveries in hospitals but would not be considered the primary practitioner. The
total reported deliveries below represent the number of confirmed births where a midwife was in
attendance, as reported in 2C and 2E, respectively. In total, 28 midwives (23.72%) reported attendance
at a hospital birth.

Hospital Deliveries (2E): 108
Total Reported Deliveries (including hospital; midwife attended): 2,552

Breech Births and Multiple Births:

Of the 118 midwives whose birth-related data could be validated in 2C and 2E, seven instances of
breech births were reported among five midwives. There were no breech births reported by midwives
whose birth-related data could not be validated. Transfer data, included below, indicates that three of
the reported breech births occurred in a hospital after transfer. As such, it appears only four breech
births occurred under the care of a midwife.

License | Date Reason | Delivery | Complications | Birth NICU | NICU NICU | Death
Method Weight | Admit | Reason | Days | ?
2
MWA17 March 2018 | Surprise | C None 7 Ib, No N/A N/A No
Breech Section 10 oz
MW44 10/10/2017 | Surprise | C None 7.211b | No N/A N/A No
Breech Section
MW265 | 02/25/2018 | Breech C None 71lb, No N/A N/A No
Section 8oz

One multiple birth was reported by a midwife who reported data in 2C and 2E, and whose birth related
data could not be verified.

Page 3 of 5



Annual Report of Midwifery Practice — FY17-18
Florida Council of Licensed Midwifery / Florida Department of Health
Medical Quality Assurance; Bureau of Health Care Practitioner Regulation

Planned Vaginal Births after Cesarean Section:
Planned vaginal births after cesarean section (VBAC) are reported in two categories:

Planned Primary VBAC: Primary VBAC is defined as vaginal birth occurring as the next birth
after a cesarean section.

Planned Subsequent VBAC: Subsequent VBAC is defined as any vaginal birth occurring after
a cesarean section which is not a primary VBAC.

Of the 118 midwives whose birth-related data could be validated, the number of planned primary VBAC
and subsequent VBAC were:

Primary VBAC: 60 (38/118 midwives; 32.2%)
Subsequent VBAC: 59 (39/118 midwives; 31.4%)
Total VBAC: 119

The total number of primary and subsequent VBAC reported were:

Primary VBAC: 76 (42 midwives)
Subsequent VBAC: 76 (44 midwives)
Total VBAC: 152

Deliveries Completed in Water:
Of the 118 midwives whose birth-related data could be validated, 109 midwives (92.4%) reported
deliveries completed in water.

The total number of deliveries reported as completed in water in this subset was 1,253, or 51.3% of the
total births.

The total number of midwives reporting deliveries reported as completed in water was 131. The total
number of deliveries reported as completed in water was 1,399.

Transfers in the Intrapartum:

Total Number of Transfers in the Intrapartum: 343
Number of reported complications after transfer: 53
Number of Reported NICU admissions: 25
Number of deaths reported after transfer in the intrapartum: 4

Transfer data where fetal death was reported after intrapartum transfer. The transfer data below
represents outcomes that did not occur under the supervision of a licensed midwife:

Delivery Mty . :
Date Reason Method Complications Birth Weight
10/23/2017 | Fetal distress C Section | Fetal demise 91b, 15 0z
03/26/2018 Fetal distress C Section | Fetal demise 71b,9 0z
11/01/2017 | Non-reassuring | C Section | Fetal demise (9 hours after transfer) | 61b, 9 oz
FHT
03/04/2018 | Mec/ No FHR NSVD Nuchal cord 6lb,13 0z

Page 4 of 5



Annual Report of Midwifery Practice — FY17-18
Florida Council of Licensed Midwifery / Florida Department of Health
Medical Quality Assurance; Bureau of Health Care Practitioner Regulation

C. Newborn and Maternal Outcomes; Postpartum Care

Mothers Requiring Sutures

Per Rule 64B24-7.008(5), F.A.C., midwives may suture to repair first and second degree lacerations. Of
the 118 midwives whose birth-related data could be validated, 95 midwives (80%) reported providing
sutures as part of postpartum care. In total, 572 mothers required sutures following birth. This is
approximately 23.4% of deliveries completed by midwives whose birth-related data could be validated.

The total number of mothers requiring sutures reported was 655.

An additional 22 mothers were transferred postpartum for repair of lacerations of the third or fourth
degree. Repair of lacerations outside the scope permitted for midwives’ accounts for 30.6% of transfers
occurring postpartum:

Date Reason H %sa;; .-stai Outcome

6/8/2018 3rd Degree Laceration 0 Stable

5/24/2018 | 4th degree laceration repair <1 Laceration repaired DC to home

11/21/2017 | 3rd Degree Laceration NA Sutured as outpatient; excellent

17-Nov 3rd Degree Laceration 0 Good condition

4/25/2018 | Repair of extensive laceration 2nd <1 Stable

9/5/2017 4th degree laceration 2 Uncomplicated; surgical repair

12/15/2017 | 3rd Degree Tear 10 hours | Tear sutured in OR, clients
discharge after suturing was
completed

12/11/2017 | 3rd degree perineal tear 0 Outpatient; repaired

3/28/2018 | PPH and 3rd degree laceration 2 Healthy, normal

7/3/2018 3rd degree laceration 2 good / good

2/11/2018 | 4th degree tear 1 Repaired in OR

11/27/2017 | Repair of possible 3" tear 0 Discharge

10/14/2017 | 3rd degree laceration repair X Normal recovery

10/22/2017 | 3rd degree laceration repair <1 Normal recovery
2/17/2018 | 3rd degree laceration repair 1 Normal recovery
9/1/2017 3rd degree laceration <1 repaired and discharged to home
4/2/2018 3rd laceration 0 repaired - stable
9/5/2017 4th degree laceration 24 hours | OR repair
10/24/2017 | 3rd degree laceration 6 hours | ER repair
5/13/2018 | Cervical tear, prolapse 1 WNL
9/24/2017 | 3rd degree laceration not good
admitted
4/18/2018 | 2nd/3rd degree laceration for repair <1 (2 Lac. Repaired & discharged
hours)

Newborn Postpartum Transfers
In total, 38 newborn transfers occurring postpartum were reported. 27 of 38 of these transfers resulted in
admittance of the newborn to a neonatal intensive care unit (NICU).

One neonatal death was reported after postpartum transfer; transfer data states that the newborn was
unresponsive to neonatal resuscitation. This outcome is not reported in Section IV of the report and did
not occur under the supervision of the licensed midwife reporting the outcome.
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FLORIDA DEPARTMENT OF HEALTH (DEPARTMENT)
Council of Licensed Midwifery
4052 Bald Cypress Way, Bin #C-06

Elaridl o Tallahassee, FL 32399-3256

‘HEA’LTH MQA.Midwifery@FLHealth.qov

¥

ANNUAL REPORT OF MIDWIFERY PRACTICE INSTRUCTIONS

Report data from July 1 through June 30 of each year. Reports are due no later than July 31.

PLEASE READ THESE INSTRUCTIONS BEFORE COMPLETING THE ANNUAL REPORT

SECTION I: The annual report is not practice based. Complete this form with your own individual information and
data.

SECTION II: Report only data for the previous fiscal year which is July 1 through June 30.

Section 2A should be the total number of clients you saw in the previous fiscal year for an initial or New Client Visit.
The number of New Client Visits must be reported even if you are in a group practice. All clients seen should be
included, even if you only completed an initial visit and did not accept the client into care or risked the client out of
care at the initial visit. The number in Section 2A should include only first visits with a client.

Section 2B should be the total number of clients you accepted into your care. If you have a prescreening process
prior to scheduling an appointment, this number may match the total number of initial OB client visits in Section 2A. A
client seen for the first initial visit but not accepted into care should not be counted here and should be counted in
Section 2A. The number of clients reported in Section 2B can never exceed the number reported under Section 2A.

Section 2C represents the number of babies you delivered as primary midwife. If your name is on the birth certificate
as the provider, you should report that delivery here. If you attended a birth as a backup midwife with no other
midwife in attendance, that should be counted as a delivery. Those deliveries where you were in attendance with
another midwife, but were not the primary midwife or provider should not be reported here.

Section 2D is the total number of licensed student midwives assigned to you during the reporting period. For
example, if you supervised one managing student and two observing students you would report three students. Other
types of students, such as nursing students, should not be reported. If you are in a group practice you should report
the number of students you personally supervised. For example, if all the midwives in a group of four midwives
supervised four students, each midwife in the practice should report four students. If a group of three midwives is
supervising two students but one midwife only works with one student, the two midwives working with both students
would report two and the midwife working with only one student would report one.

Section 2E breaks down the total number of babies you delivered as primary midwife by location of delivery. “Home"
is the number of deliveries you attended in the home setting. “Birthing center” is the number of deliveries you
attended at a free-standing birthing center. “Hospital” is the nhumber of babies you delivered as primary midwife in a
hospital setting. Do not include clients you transferred that delivered at a hospital. For most licensed midwives, the
number of hospital deliveries will be zero. The total number of babies delivered reported in Section 2E should match
the number of deliveries reported in Section 2C.

Section 2F is the number of unplanned breech and twin/multiple births you personally delivered as primary midwife.
Do not include clients you transferred for breech or twin/multiple births. The total should be the number of breech or
twin/multiple births added together.

DH-MQA 5011, 06/2017
Rule 64B24-7.014, FA.C. 1



Section 2G is the number of vaginal births after cesarean delivery (VBAC) that were planned during the reporting
year. This should include the mothers who would or did deliver during the reporting pericd. Report a planned VBAC
in the reporting period in which the mother will deliver. A primary VBAC are those mothers who have not delivered a
baby since their last cesarean section. Subsequent VBACs are those mothers who have had a successful VBAC with
the prior pregnancy.

Section 2H should be the total number of deliveries completed in the water. Do not include mothers who only labored
in the water.

Section 21 should be the number of mothers who required suturing. Do not include those mothers with minor
lacerations who did not require sutures.

Section 3A is the total number of mothers during the reporting period who transferred for medical reasons during
pregnancy and prior to admission in labor. Do not include non-medical transfers, such as patient choice or patient
relocation. The total in Section 3A should match the total from the Table of Antepartum Transfers.

Section 3B is the total number of mothers transferred to a hospital during their labor, after admission and prior to
delivery. This total should maich the total from the Table of Intrapartum Transfers. Do not include transfers that
occurred when a mother was in labor but was not admitted by the reporting midwife for labor. For example, a mother
in pre-term labor who you sent to the hospital would be an antepartum transfer and not an intrapartum transfer.
Another example would be a mother in labor at full term with severe bleeding who was sent to the hospital prior to
admission for labor which would be an antepartum transfer. A mother in labor and admitted in to your care for
delivery who transfers to the hospital would be an intrapartum transfer.

Section 3C is the total number of postpartum transfers for medical reasons. This should include all mothers
transferred to the hospital after delivery of the baby and within six weeks of the birth. This total should match the total
from the Table of Postpartum Transfers.

Section 3D is the total number of newborn transfers. This should include all newborns transferred to a hospital after
delivery and within seven days of birth. This total should match the total from the Table of Newborn Transfers.

Section 4A is the total number of stillborn deliveries you attended. This should not include intrapartum transfer
patients who went on to deliver the stillborn at the hospital, which should be counted as an intrapartum transfer. This
total should match the total from the Table of Stillbirths.

Section 4B is the total number of neonatal deaths of babies you delivered. This is any fetal death where the baby
was born alive but died within seven days of birth. This total should match the total from the Table of Fetal
Death/Neonatal Death.

Section 4C is the total number of maternal deaths of clients in your care. A separate report outlining the details of the
maternal death should be submitted with the annual report form.
SECTION lll. For each of the tables you should document each occurrence during the reporting year. Use the table

provided and attach a separate sheet if you need additional lines. Total each table and compare totals to Section II.

Mail completed forms to the Florida Department of Health, Council of Licensed Midwifery, 4052 Bald Cypress Way,
Bin #C-06, Tallahassee, FL 32399-3256, or email to MQA.Midwifery@FLHealth.gov.

DH-MQA 5011, 06/2017
Rule 64B24-7.014, F.A.C. 2



FLORIDA DEPARTMENT OF HEALTH (DEPARTMENT)
Council of Licensed Midwifery
4052 Bald Cypress Way, Bin #C-06

e e Tallahassee, FL 32399-3256
ForiQa MQA.Midwifery@FLHealth.gov
HEALT"I ANNUAL REPORT OF MIDWIFERY PRACTICE

Report data from July 1 through June 30 of each year. Reports are due no later than July 31.

|SECTION I: PRACTICE INFORMATION |

Midwife Name: License #:

Practice Name:
Address:

Phone Number: Email:
Email addresses are public records. If you do not want your email address released pursuant to a public records request do not provide an email
address or send electronic mail to the Department and contact the Department by telephone or in writing.

| SECTION II. CLIENT CARE SERVICES FOR THE MIDWIFE (include data for the report year only) |

Section Total(s)
number

2 A Total number of initial OB client visits. Include both clients accepted for care and
those clients initially seen but not accepted into your care:

B ([Total number of maternity clients you accepted for care in the reporting period:

C [Total number of deliveries you performed during reporting period:

Total number of licensed midwife students assigned to you during the reporting
D |period:

How many delivered at: Home: Birthing Ctr: Hospital:

Twins /
Multiples

-n

Number of unplanned:  Breech:

# of subsequent

Number of planned VBAC: # of primary VBAC: VBAC:

I ®

lNumber of water births:

i ‘Number of mothers requiring sutures:

3 Number of mothers transferred antepartum (for medical reasons):

Number of mothers transferred intrapartum:

Number of mothers transferred postpartum: (medical reasons)

‘Number of newborn transfers:

> o0 @ |(»

lNumber of fetal deaths / stillborn: (midwife delivery only)

B F\lumber of fetal deaths / neonatal: (within seven days of birth)

Cc F’lumber of maternal deaths: (please submit separate report)

DH-MQA 5011, 06/2017
Rule 64B24-7.014, F A.C. 3



| SECTION lll. TRANSFER INFORMATION

(3-A) ANTEPARTUM TRANSFER (Medical Reasons): List each transfer separately. Do not list names. Attach separate

sheet as needed
Planned or .
GA at | Delivery Outcome, if Known
. Ragaon Far Temeler Unpianned | rransfer | (NSVD, VAC, Forceps, CIS)

Total Number of Antepartum Transfers from

all sheet {3-A)

(3-B) INTRAPARTUM TRANSFERS: List each transfer separately. Do not list names. If needed, attach separate sheets as needed.

MOTHER INFANT
DATE REASON FOR TRANSFER Dty Complications? Ll i ye:d:ﬂ:: ;‘: :'fgf?l "g::mat:'

DH-MQA 5011, 06/2017
Rule 64B24-7.014, FA.C.

Total Intrapartum Transfers from all sheets (3-B)




(3-C) MATERNAL POSTPARTUM TRANSFERS: (List each transfer separately. Do not list names.)
Date Reason For Transfer # ﬂfngﬁ',?i:f" Outcome/Condition on Discharge

Total Number of Postpartum Transfers from all
sheets (3-C)
(3-D) NEWBORN TRANSFERS: (List each transfer separately. Do not list names.)
Birth Admission to
Date Reason For Transfer 2 APGARS NICU? Outcome
Weight If yes, # of days

e

L P
/‘
/

P
]
A
Total Newborn Transfers from all sheets(3-D)

| SECTION IV - DEATHS

(4-A) STILLBIRTH (midwife delivered only)
Death Was: 4 .
Birth | Gestati |
Date Cause of Death Before | During | During Wéight es;t\glemua
Labor Labor | Delivery

Total Number of Fetal Death/Stillborn (4-A)

DH-MQA 5011, 06/2017
Rule 64824-7.014, FA.C.



live infant)

(4-B) FETAL DEATH/ NEONATAL DEATH (Deaths within seven days of birth following midwife delivery of a

Date Cause of Death

Site of Death

Birth Weight

Age at death

Total Number of Fetal/Neonatal Deaths (4-B)

(4-C) MATERNAL DEATH (PLEASE SUBMIT A SEPARATE REPORT FOR EACH INCIDENT)

| Number of Reports Attached

Total Number of Maternal Deaths (4-C)

| have participated in giving information for the purpose of gathering statistics of

Licensed Midwives in the state of Florida. The information | have given is accurate

and true.

Printed Name:

Signature:

Date Signed:

Mail completed forms to:
Florida Department of Health
Council of Licensed Midwifery
4052 Bald Cypress Way, Bin #C-06
Tallahassee, FL 32399-3256

or
Email to:
MQA.Midwifery@FL Health.gov

DH-MQA 5011, 06/2017
Rule 64B24-7.014, FA.C.



Annual Report of Midwifery Practice

Department of Health

Florida Council of Licensed Midwifery
4052 Bald Cypress Way, Bin C-06
Tallahassee, FL 32314-6330

Web: www.floridahealth.gov/licensing-and-regulation/midwifery

HE a LTH E-mail: mga.midwifery@flhealth.gov

PLEASE NOTE THE FOLLOWING BEFORE COMPLETING YOUR ANNUAL REPORT:

¢ Report data from July 1st through June 30th of each reporting year.
¢ The Annual Report of Midwifery Practice is NOT practice based.

Complete this form with your own individual information and data. In group practice settings, please confirm with other
midwives in your practice that you are not reporting the same client on multiple reports.

Section I. General Information

Midwife Name: License Number:
Address:

City: State: ZIP:
Phone: ( ) - -

Email:

Email addresses are public records. If you do not want your email address released pursuant to a public
records request, do not provide an email address or send electronic mail to the Department. The Department
may be reached by telephone or in writing.

Section Il. Practice Information

1. How long did you practice in the previous reporting year?
Please choose only one of the following options.

O 1did not practice midwifery in Florida this year.

| practiced for one to three months in Florida this year.
| practiced four to six months in Florida this year.

| practiced seven to nine months in Florida this year.

Oo0ooano

| practiced ten to twelve months in Florida this year.

2. Which of the following best describes your practice setting?
Please choose only one of the following options.

O | work exclusively in my own practice.
O | work exclusively in a free-standing birthing center or group practice:

Name of Facility/Practice: License:
O | work in my own practice and in a free-standing birthing center or group practice:
Name of Facility/Practice: License:

O Other (please specify):

DH-MQA 5011, XX/XXXX Page 1 of 7
Rule 64B24-7.014, F.A.C.



Annual Report of Midwifery Practice

Section lll. Student Midwives

Section IV. Initial / New Client Visits / Collaborative Management
Section V. Delivery

Section lll. Student Midwives

3. Number of student midwives supervised during the reporting period:
Include all student midwives you supervised in any capacity during the reporting period
(managing, observing, etc.). In a group practice setting, report all student midwives you
supervised, even if the student midwife was also supervised by another midwife or midwives
in your practice. Do not include other types of students supervised during the reporting period
(nurses, etc.).

Section IV. Initial / New Client Visits / Collaborative Management

4. Number of clients seen for an initial or new client visit:
Include all clients you saw during the reporting period, even if the client was not accepted into
care or could not be accepted info care due to a risk factor score and determination by a
physician pursuant to 64B24-7.004, F.A.C. that the client could not be expected to have a
normal pregnancy. If you are in a group practice setting, include all clients which you saw
during the reporting period.

5a. Number of clients accepted into your care:
Include only clients accepted into your care. If you prescreen prior to an initial visit, this
number may coincide with the number reported in 4, above.

5b. Number of clients accepted for care who plan to deliver with another provider:
Include only clients accepted into your care who do not intend to deliver with you, or in your
group practice setting if applicable. This may include clients who enter collaborative
management, or clients who do not enter collaborative management but who plan to deliver
in a hospital or other similar setting.

5c. Number of collaborative management clients:
Include only clients where you entered collaborative management with a physician.

Section V. Delivery

Deliveries by Provider / Role:

6a. Deliveries made as the primary midwife:
Include only deliveries where you were the primary midwife; if your name appears on the birth
certificate as the provider, the delivery should be reported here.

6b. Deliveries made as a backup midwife:
Include only deliveries where you attended as a backup midwife with no other midwife in
aftendance.

Deliveries by Location (Primary Midwife):

The total number of deliveries reported in 7a, 7b, and 7c should be equal fo the number of
deliveries reported in 6a. Include only births where you were the primary midwife.

7a. Number of births attended in a home:

7b. Number of births attended in a birthing center:

7c. Number of births attended in a hospital:
Vaginal Births after Cesarean Delivery (VBAC):

Include deliveries which occurred during the reporting period. Do not include deliveries which
were planned but did not occur during the reporting period.

9a. Number of Primary VBAC:
A primary VBAC is a delivery in which the mother has not delivered since a previous cesarean
section.

9b. Number of Secondary VBAC:
A secondary VBAC is a delivery in which the mother has delivered vaginally since a previous
caesarian section.

DH-MQA 5011, XX/XXXX Page 2of 7
Rule 64B24-7.014, F.A.C.




Unplanned Deliveries (Primary Midwife):

Annual Report of Midwifery Practice

Section V. Delivery (continued)
Section VI. Transfers

Include only breech and twin/muitiple births where you were the primary midwife. Do not include
clients you transferred for breech or twin/multiple births. This number should not exceed the
number of deliveries reported in 6a.

8a. Number of unplanned breech births:

8b. Number of unplanned twin/multiple births:

Water Births and Mothers Requiring Sutures:

10. Number of Births Completed in Water:
Include only births which were completed in the water; do not include births where only a
portion of labor occurred in the water.

11. Number of Mothers Requiring Sutures:
Include only mothers requiring sutures, do not include mothers with minor lacerations who did

not require sutures.

Section VI. Transfers

10. Antepartum Transfers for Medical Reasons (table):

Include all mothers who transferred for medical reasons during pregnancy and prior to admission in labor. Do not include transfers
completed for non-medical reasons, including client choice or relocation.

Date

Reason for Transfer

Planned or
Unplanned
Transfer

GA at Transfer

Delivery Method
(if known) -
NSVD, VAC,
Forceps, C/S

Total Number of Antepartum Transfers:

DH-MQA 5011, XX/XXXX
Rule 64B24-7.014, F.A.C.

Page 3of 7



11. Intrapartum Transfers (table):

Annual Report of Midwifery Practice

Section VI. Transfers (continued)

Include all mothers who transferred to a hospital after admission and during labor, but prior to delivery. Do not include transfers
that occurred while the mother was in labor but was not admitted by the primary midwife. Examples of intraparfum transfers include:
e A mother in pre-term labor who transferred to the hospital.
« A mother at full term with severe bleeding who was transferred to the hospital prior to admission for labor.

Mother Infant
Delivery Admitted to
Method : NICU?
Date Reason for Transfer (if known) Complications “? '.rt?“ (if “Yes,” include NeDomtz;al
NSVD, VAC, elg reason and number e
Forceps, C/S of days)
Total Number of Intrapartum Transfers:
DH-MQA 5011, XX/XXXX Page 4 of 7
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Postpartum Transfers - Maternal and Newborn:

Annual Report of Midwifery Practice

Section VI. Transfers (continued)

12a. Maternal Transfers (table):
Include all mothers who transferred after delivery for medical reasons and within six weeks after birth.

Date

Reason for Transfer

Days in
Hospital

Outcome/Condition
on Discharge

Total Number of Maternal Postpartum Transfers:

12b. Newborn Transfers (table):
Include all newborns who transferred to a hospital after delivery and within seven days after birth.

Date

Reason for Transfer

Birth
Weight

APGARS

Admitted to NICU?
(if “Yes,” include reason
and number of days)

Outcome/Condition
on Discharge

Total Number of Newborn Postpartum Transfers:

Section VIl. Deaths

DH-MQA 5011, XX/XXXX
Rule 64B24-7.014, F.A.C.

Page 5 of 7



Annual Report of Midwifery Practice

Section VI. Transfers (continued)

12. Stillbirth:

Include only stillborn deliveries you attended as the primary midwife. Do not include mothers transferred intrapartum who delivered
stillborn at the hospital.

Admitted to
Birth b Outcome/Condition
Date Reason for Transfer Weiaht APGARS (if “Yes,” include on Discharge
9 reason and number 9
of days)

Total Number of Stillbirths:

13. Fetal Death:
Include all fetal deaths that occurred where you attended the birth as the primary midwife.

Date Cause of Death Site of Death Gestational Age

Total Number of Fetal / Neonatal Deaths:

14. Neonatal Death:
Include all neonatal deaths that occurred within 7 days of the birth where you attended the birth as the primary midwife.

Date Cause of Death Site of Death Gestational Age

Total Number of Fetal / Neonatal Deaths:

15. Maternal Death:

Include all deaths occurring within seven days of birth following delivery, where you attended the birth as the primary midwife.

Total Number of Maternal Deaths:

For all reported maternal deaths, please attach a separate, detailed report of the incident.

DH-MQA 5011, XX/XXXX Page 6 of 7
Rule 64B24-7.014, F.A.C.



Annual Report of Midwifery Practice

Section VII. Affirmation

Section VIlIl. Affirmation

| have participated in giving information for the purpose of gathering statistics for Licensed Midwives in the state of Florida,
pursuant to 64B24-7.014(6), F.A.C. | understand that the Council of Licensed Midwifery uses this information to prepare the
Midwifery Annual Report.

| affirm that the information provided is true and correct.

Name (print): Date:

Signature:

DH-MQA 5011, XX/XXXX Page 7 of 7
Rule 64B24-7.014, F.A.C.



COLLABORATIVE MANAGEMENT AGREEMENT

Name of.Licensed Midwife:

Address:

Office Phone: Beeper No.:

Physician Name:

Address:

Ofifice Phone: Beeper No.:

Hospital Affiliation:

Address:

Hospital Phone: ER Phone: L&D Phone: NU:

Patient's Name:

Address:
Home Phone: Office Phone:
Age: Gravida/Para: EDD:

Patient Risk Factors:

Rationale for Deviation from Low Risk Criteria:

Management of Care Plan:

Expected Outcome:

Criteria to Discontinue Collaborative Agreement:

* * Kk k *k *k * * * *k * * Kk *k *k %k Kk Kk %k * %k %k % Kk Kk Kk Kk k *k *k * %k * * * *k *k *k *k * %k k *k * *

On , hereby

(Date) (Midwife's Signature)
entered into an agreement to provide collaborative prenatal/postpartum care to

with

(Patient's Signature) (Physician's Signature)

who will direct and supervise the course of medical management as specified above.

* k * *k * Kk * *k * Kk %k * k * Kk * *k * * * *k * * * %k * k * *k * *k * *k * *k * *k * * *k * *k * * *

Discontinued On:

(Date) (Patient's Signature)

(Midwife's Signature) (Physician's Signature)

Explanation of Discontinuation:

DH-MQA 1057, 8/01



Collaborative Management Agreement

Florida Council of Licensed Midwifery
4052 Bald Cypress Way, Bin C-06
Tallahassee, FL 32314-6330

HEALTH Web: http://www.floridahealth.gov/licensing-and-requlation/midwifery/
E-mail: MQA.Midwifery@flhealth.gov
Section I. Midwife / Physician Contact Information
Name of Licensed Midwife: License Number:
Address:

Office Phone:

Name of Physician:

Address:

Office Phone:

Section Il. Hospital Contact Information
Hospital Affiliation:

Address:
Hospital Phone: Emergency Room Phone:
Labor and Delivery Phone: Neonatal Unit Phone:

Section Ill. Patient Information
This section is confidential and exempt from disclosure.

Patient’s Name: Age:
Address:
Primary Phone (Home/Cell): Work Phone:
Gravida/Para: Estimated Due Date:

Patient Risk Factors:

Rationale for Deviation from Low Risk Criteria:

Management of Care Plan:

Expected Outcome:

Criteria to Discontinue:

DH-MQA 1057, XX/XX Page 1 of 2
Rule 64B24-7.010, F.A.C.



Collaborative Management Agreement

Section IV. Signatures

On ;
(Date) (Midwife's Name)

hereby entered into an agreement to provide collaborative prenatal/postpartum care to

with

(Patient’s Name) (Physician’s Name)

who will direct and supervise the course of medical management as specified in this collaborative agreement.

(Midwife’s Signature) (Date)
(Physician’s Signature) (Date)
(Patient’s Signature) (Date)

Section V. Discontinuation of Collaborative Managment

Collaborative Management Discontinued on:

(Date)
Explanation of Discontinuation:
(Midwife’s Signature) (Date)
(Physician’s Signature) (Date)
(Patient’s Signature) (Date)
DH-MQA 1057, XX/XX Page 2 of 2

Rule 64B24-7.010, F.A.C.



INFORMED CONSENT FOR
LICENSED MIDWIFERY SERVICES

Client’s Name:

First Middle Maiden Last
Address:
Street City State Zip
Date of Birth: / / Telephone Number:
GRAVIDA Para / / EDD / /
CONSENT:

I acknowledge that I am contracting for the services of a licensed midwife. [ understand that licensed midwives provide care for women
who have normal, uncomplicated pregnancies and expect a normal delivery of a healthy child. The educational background, training
and experience of Florida licensed midwives varies. The licensed midwife listed below has explained her training and experience to me.

In order to receive care by the midwife, I must do the following:

% Give a complete medical, health and maternity history

»  Review risk factors and other requirements with my midwife.

»  Maintain a regular schedule for prenatal visits.

» 1 must make a plan for emergency care, with the assistance of the midwife. This plan will be implemented should
unforeseen complications arise during my pregnancy or deliver. Further, the plan shall include any pediatric care
necessary for my baby.

-,

e

e

e

Childbearing is a normal human function, however unpredictable medical problems may arise during pregnancy or childbirth.

Because some of these problems may place my child or myself at risk, transfer to a physician and/or hospital may be necessary. Delay
in treatment may increase the degree of complication(s). Conditions that may be life threatening and/or require transfer to a hospital,
are, but not limited to, symptoms of fetal distress, severe tears of the perineal area, excessive blood loss, seizures, abruption of the
placenta, prolapsed cord or uterine rupture.

I am also aware of the benefits of natural childbirth relating to avoidance of potential injury resulting from either invasive procedures,
anesthesia, or surgical intervention.

I have had an opportunity to review and discuss the information contained in this consent form; including, but not limited to the
conditions which require the midwife to refer and/or transfer my care and responsibilities while under the midwife’s care.

I hereby affirm that the licensed midwife presented to me the status of the midwife’s malpractice insurance, including the amount of
insurance, if any. Yes No

I hereby attest to the given accuracy of my medical and obstetrical history and agree to adhere to the listed conditions, but not limited
to, in this consent form.

1 HEREBY AUTHORIZE , LICENSED MIDWIFE, TO PERFORM THOSE
MATERNITY SERVICES WHICH ARE WITHIN THE SCOPE OF THE MIDWIFERY LIENSE. A COPY OF CHAPTER 467,
FLORIDA STATUTES, AND 64B24, FLORIDA ADMINISTRATIVE CODE, OUTLINING THE SCOPE AND QUALIFICAITONS
OF THE MIDWIFERY LIENSE ARE AVAILABLE UPON REQUEST.

Signature of Client Date Accepted Licensed Midwife for Services
Signature of Licensed Midwife T Date Accepted Client for Services
Printed name of Licensed Midwife T License number

DH-MQA 1047, Rev. 3/01



64B24-7.004 Risk Assessment.

(1) For each patient, the licensed midwife shall assess risk status criteria for acceptance and continuation of care. The
general health status and risk assessment shall be determined by the licensed midwife by obtaining a detailed medical
history, performing a physical examination, and taking into account family circumstances along with social and
psychological factors. The licensed midwife shall risk screen potential patients using the criteria in this section. If the risk
factor score reaches 3 points the midwife shall consult with a physician who has obstetrical hospital privileges and if there
is a joint determination that the patient can be expected to have a normal pregnancy, labor and delivery the midwife may
provide services to the patient. When a client has a risk score of 3 or higher and has previously had a physician
consultation for the identical risk factors in a prior pregnancy with no current changes in health or risk factors another
consultation is not required.

(2) The licensed midwife shall continue to evaluate a patient during the antepartum, intrapartum and postpartum. If the
cumulative risk score reaches three points or higher and the patient is not expected to have a normal pregnancy, labor
and delivery, the midwife shall transfer such patient out of his or her care. The midwife may provide collaborative care to
the patient pursuant to Rule 64B24-7.010, F.A.C.

(3) The risk factors shall be scored as follows: Score
(a) Socio-Demographic Factors.
1. Chronological age under 16, or older than 40. 1

2. Residence of anticipated birth more than 30 minutes from emergency care. 3

(b) Documented Problems in Maternal Medical History.

1. Cardiovascular System.

a. Chronic hypertension. 3

b. Heart disease. 3

c. Heart disease assessed by a cardiologist which places the mother or fetus at no 1

risk.

d. Pulmonary embolus. 3

e. Congenital heart defects. 3
(i) Congenital heart defects assessed by a cardiologist which places the 1

mother or fetus at no risk.

2. Urinary System.
a. Renal disease. 3

b. History of pyelonephritis. 1

3. Psycho-Neurological.

a. History of psychotic episode adjudged by psychiatric evaluation and which 1
required use of drugs related to its management, but not currently on medication.

b. Current mental health problems.
Requiring drug therapy. 3
c. Epilepsy or seizures in the last two years. 3

d. Required use of anticonvulsant drugs. 3



e. During the current pregnancy, drug or alcohol addiction, use of addicting drugs.

f. Severe undiagnosed headache.

4. Endocrine System.
a. Diabetes mellitus.
b. History of gestational diabetes.
c. Current thyroid disease.
(1) Euthyroid.
(I1) Non-Euthyroid.

5. Respiratory System.
a. Chronic bronchitis.
(1) Current or chronic or with medication.
(1) Without medication or current problems.
b. Smoking.
(1) 10 or less cigarettes per day.

(I1) More than 10 cigarettes per day.

6. Other Systems.
a. Bleeding disorder or hemolytic disease.

b. Cancer of the breast in the past five years.

7. Documented Problems in Obstetrical History

a. Expected Date of Delivery (EDD) less than 12 months from date of previous
delivery.

b. Previous Rh sensitization.
c. 5 or more term pregnancies.
d. Previous abortions.
(1) 3 or more consecutive spontaneous abortions.

(1) Two consecutive spontaneous abortions or more than three
spontaneous abortions.

(111) 1 septic abortion.

e. Uterus.
(1) Incompetent cervix, with related medical treatment.
(1) Prior uterine surgery.

(111) Prior uterine surgery followed by an uncomplicated vaginal birth.



f. Previous placenta abruptio.
g. Previous placenta previa.
h. Severe pregnancy induced hypertension during last pregnancy.

i. Postpartum hemorrhage apparently unrelated to management.

8. Physical Findings of Previous Births

a. Stillbirth occurring at more than 20 weeks gestation or neonatal loss (other than
cord accident).

b. Birthweight.

(1) Less than 2500 grams or two or more previous premature labors without
a subsequent low risk pregnancy and full term appropriate for gestational
age (AGA) infant.

(I1) Less than 2500 grams or two or more previous premature labors with
one or more full term AGA infant(s) subsequently delivered, after a low risk
pregnancy.

(1) More than 4000 grams.

c. Major congenital malformations, genetic, or metabolic disorder.

9. Maternal Physical Findings.
a. Gestation.

(1) Of more than 22 weeks in the patient’s first pregnancy (nullipara), unless
the patient provides a copy of a medical record documenting a prenatal
physical examination and prenatal care by a licensed physician, advanced
registered nurse practitioner, or licensed midwife trained in obstetrics and
gynecology who regularly provides maternity care.

(I1) Of more than 28 weeks if the patient has had at least one previous
viable birth (multipara), unless the patient provides a copy of a medical
record documenting a prenatal physical examination and prenatal care by a
licensed physician, advanced registered nurse practitioner, or licensed
midwife trained in obstetrics and gynecology who regularly provides
maternity care.

b. Prepregnant weight is not within the range of the following weights by height:

2

Height in Inches Without Shoes Prepregna!nt Minimum Weight Prepregna_nt Maximum Weight
in Pounds in Pounds
56 83 143
57 85 146
58 86 150
59 89 153
60 92 157
61 95 161
62 97 166
63 100 170
64 103 175
65 106 180




66 110 185
67 113 190
68 117 196
69 121 202
70 124 208
71 128 212
72 131 217
73 135 222
c. Evidence of clinically diagnosed pathological uterine myoma or malformations, 3

abdominal or adnexal masses.

d. Polyhydramnios or oligohydramnios.

() Prior pregnancy. 2
(1) Current pregnancy. 3
e. Cardiac diastolic murmur, systolic murmur grade 11l or above, or cardiac 3

enlargement.

10. Current Laboratory Findings.
a. Hematocrit/Hemoglobin.
() Less than 31% or 10.3 gm/100 ml. 1
(1) Less than 28% or 9.3 gm/100 ml.
b. Sickle cell anemia.
c. Pap smear suggestive of dysplasia.
d. Evidence of active tuberculosis.

e. Positive serologic test for syphilis confirmed active.

W W W W W Ww

f. HIV positive.

Rulemaking Authority 456.004(5), 467.005 FS. Law Implemented 467.015 FS. History—New 7-14-94, Formerly 61E8-7.004, 59DD-
7.004, Amended 9-11-02, 2-2-06, 4-1-09.



Adverse Incident Report

for Planned Out-of-Hospital Births
Florida Department of Health

Submit form to:
Department of Health, Consumer Services Unit

- 4052 Bald Cypress Way, Bin C-75
Tallahassee, Florida 32399-3275
Part I: Practitioner Information

456.0495, Florida Statutes, requires the reporting of all adverse incidents which occur during planned out-of-
hospital births. This form does not replace any other adverse incident reporting required by the statutes
and rules which govern your specific profession.

Practitioner Name:
License Number:

Part Il: Adverse Incident (General Information)

Incident Date: Incident Time:

Address of incident:

City: State: Zip:

This address is a:

O Home/Private Residence
O Physician’s Office (specify office registration number):
O Birthing Center (specify name):
O Other (please specify):

Please indicate all which apply:

A maternal death occurred during delivery.

A maternal death occurred within 42 days after delivery.

The maternal patient was transferred to a hospital intensive care unit.

The maternal patient experienced hemorrhagic shock.

The maternal patient required a transfusion of more than 4 units of blood or blood products.

O Oooooo

A fetal or newborn death occurred associated with obstetrical delivery.

OY ON The fetal or newborn death was a stillbirth.

O The newborn was transferred to neonatal intensive care due to a traumatic physical or neurological birth injury.
OY [ON This transfer occurred due to a brachial plexus injury.

O The newborn was transferred to a neonatal intensive care unit within the first 72 hours after birth.

ay ON The newborn remained in neonatal intensive care for more than 72 hours.

If the incident involved a death:
ay ON The Medical Examiner was notified.
OY [ON Anautopsy was performed.

DH-MQA XXXX (XX/XX)
Page X of X



Adverse Incident Report for Planned Out-of-Hospital Births (continued)

Part lll: Adverse Incident (Narrative Summary)

Describe the circumstances of the incident; use additional sheets as necessary.

Part IV: Patient Identification

This section is confidential and exempt from public records disclosure.

Patient Name: Patient ID:
Patient Address:
City: State: Zip:

Part IV: Practitioner Signature

Practitioner Signature Date/Time Report Completed

DH-MQA XXXX (XX/XX)
Page X of X



New Reporting Requirements (Senate Bill 510)

Senate Bill 510 was approved by Governor Scott on March 19", 2018. This legislation provides
requirements for the reporting of adverse incidents in planned out-of-hospital births under the
Medical Practice Act (Section 456.0495, Florida Statutes).

Who is affected?

e Medical Doctors (Chapter 458, F.S.)

e Doctors of Osteopathic Medicine (Chapter 459, F.S.)
o Certified Nurse Midwives (Chapter 464, F.S.)

o Licensed Midwives (Chapter 467, F.S.)

What will be required?

Beginning July 1%t, 2018, you will be required to report adverse incidents occurring in planned out-
of-hospital births to the Department within 15 days after the adverse incident.

To report these incidents, you will be required to use a form provided by the Department. This
form will be linked to this page when it becomes available.

What is considered an adverse incident during a planned out-of-hospital birth?

456.0495(1)(a) — (g), Florida Statutes (2018) lists these occurrences as adverse incidents:

¢ A maternal death that occurs during delivery or within 42 days after delivery
o The transfer of a maternal patient to a hospital intensive care unit

o A maternal patient experiencing hemorrhagic shock or requiring a transfusion of more than
4 units of blood or blood products

o A fetal or newborn death, including a stillbirth, associated with obstetrical delivery

e A transfer of a newborn to a neonatal intensive care unit due to a traumatic physical or
neurological birth injury, including any degree of a brachial plexus injury

e A transfer of a newborn to a neonatal intensive care unit within the first 72 hours after birth
if the newborn remains in such unit for more than 72 hours

What’s next?

The Department is drafting forms and rules to implement the provisions in Section 456.0495, F.S.

Where can | find more information?
This page will be updated as information becomes available.
To read the full text of the bill, visit:

e The Florida Senate (CS/CS/SB 510: Reporting of Adverse Incidents in Planned Out-
of-hospital Births)
















Justine Clegg

5708 SW 69th Avenue, Miami, FL 33143
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FLORIDA DEPARTMENT OF HEALTH (DEPARTMENT)
Council of Licensed Midwifery
4052 Bald Cypress Way, Bin #C-06

MQA Midwifery@FLHealth.gov

HEALTH ANNUAL REPORT OF MIDWIFERY PRACTICE T

Report data from July 1 through June 30 of each year. Reports are due no later than July 31. DO

Tallahassee, FL 32399-3256 Uo 10!

|SECTION I: PRACTICE INFORMATION

Midwife Name:_ Thagon  Mamillms L M. License #:__ ALl | e
Practice Name:

Address: _ Q148  Tivler St

Mollarel — £ 32020

Phone Number:_ .54 S¢) Y|» b Emait: e ltony 25231 (0 bd|spo et
Email addresses are public records. If you do not want your email address released pursuant to a public records réquest do not provide an email
address or send electronic mait to the Department and contact the Department by telephone or in writing.

| SECTION i, CLIENT CARE SERVICES FOR THE MIDWIFE (include data for the report year only) |
Section Total(s)
number
2 A Total number of initial OB client visits. Include both clients accepted for care and
those clients initially seen but not accepted into your care: I
B  [Total number of maternity clients you accepted for care in the reporting period: Il
C [Total number of deliveries you performed during reporting period: Y
Total number of licensed midwife students assigned to you during the reporting
D period: O
E How many delivered at: Home: 37' Birthing Ctr: f) Hospital: O
. 2 ; Twins/ o
F |Number of unplanned: Breech: [\/ Muitiples O
G |Number of planned VBAC:  # of primary VBAC: V#Bxfc?ubsequent
H  INumber of water births: 3
i fNumbor of mothers requiring sutures: Q
3 A humber of mothers transferred antepartum (for medical reasons): ,
B tNumber of mothers transferred intrapartum: 2
c INumber of mothers transferred postpartum: (medical reasons) 0
D |Number of newborn transfers: (’-)
4 A humber of fetal deaths / stillborn: (midwife delivery only) O
B #dumber of fetal deaths / neonatal: (within seven days of birth) 0
C #lumber of maternal deaths: (please submit separate report) O
H-MQA 5011, 06/2017

Rule 64B24-7.014, FAC. 3



| SECTION lil. TRANSFER INFORMATION

(3-A) ANTEPARTUM TRANSFER (Medical Reasons): List each transfer separately. Do not list names. Attach separate

sheet as needed
Planned or ; N
GA at | Delivery Outcome, if Known
Date Reasgn For Transfer Unplanned
Transfer Transfer { (NSVD, VAC, Forceps, C/S)
e AY] Miscare {1{,)( 2 Un,D laoned

Al | Misca rﬁ‘@{g_(‘

Total Number of Antepartum Transfers from

all sheet (3-A)

(3-B) INTRAPARTUM TRANSFERS: List each transfer separately. Do not list names. If needed, attach separate sheets as needed.

MOTHER INFANT
DATE REASON FOR TRANSFER Delivery Do T T parnlnd 1o NGU? T hocnate
QH| Gailere b poyeesy NSUD[ nonc fibdse] No No

X4

0
p([mai\lm b{ﬁﬂ;ﬂ&hﬁ&_ﬂ_&_“_ﬂ) Noac.

(1 124

s Lo

Mo

DH-MQA 5011, 06/2017
Rule 64B24-7.014, FAC.

Total Intrapartum Transfers from all sheets (3'3)! 2




(3-C) MATERNAL POSTPARTUM TRANSFERS: (List each transfer separately. Do not list names.)

Date Reason For Transfer # f{g:g,'" Outcome/Condition on Discharge

Total Number of Postpartum Transfers from all

sheets (3-C) )
(3-D) NEWBORN TRANSFERS: (List each transfer separately. Do not list names.)
Date Reasen For Transfer Birth APGARS NICU? i Outcome
Weight It yes, & of days
7
/
)
L~ =
/
7
|~ =,
" =
o)
/
Total Newborn Transfers from all sheets(3-D) l ( )
[ SECTION IV - DEATHS |

(4-A) STILLBIRTH (midwife delivered only)

Death Was:

Birth Gestational
Date Cause of Death Before | During | During | weight AgemII
Labor | ELabor | Delivery

Total Number of Fetal Death/Stillborn (4-A) 0

DH-MQA 5011, 06/2017
Rule 64B24-7.014, FA.C. 5



live infant)

(4-B) FETAL DEATH/ NEONATAL DEATH {Deaths within seven days of birth following midwife delivery of a

Date Cause of Death

Site of Death

Birth Weight |

[ Age at death

Total Number of Fetal/Neonatal Deaths (4-B)

#)

(4-C) MATERNAL DEATH (PLEASE SUBMIT A SEPARATE REPORT FOR EACH INCIDENT)

L Number of Reports Attached

Total Number of Maternal Deaths (4C) | [ )

| have participated in giving information for the purpose of gathering statistics of
Licensed Midwives in the state of Florida. The information | have given is accurate

and true.

Printed Name:

Signature: M %’”A’

Date Signed: 7 &30 /f

Mail completed forms to:
Florida Department of Health
Council of Licensed Midwifery
4052 Bald Cypress Way, Bin #C-06
Tallahassee, FL 32399-3256

or

Email to:
MQA.Midwifery@FL Health.gov

DH-MQA 5011, 08/2017
Rule 64B24-7.014, FA.C.



FLORIDA DEPARTMENT OF HEALTH

4052 Bald Cypress Way, Bin #C-06
Tallahassee, FL 32399-3256
MQA Midwifery@FIHealth.gov

ANNUAL REPORT OF MIDWIFERY PRACTICE

Report data from July 1 through June 30 of each year. Reports are due no later than July 31.

[SECTION I: PRACTICE INFORMATION

Midwife Name: _)QM@Q 2 H:@J)/Q,M/ _ﬂn\se #m&b |+

Practice Naz% Mbl{ﬁ
Address: O \b@ﬂ:t_ dﬁ
Cobpex- (ty g 22026

Phone Number:q%Af q 1‘7—- ;Lu &Email: ﬁhaMW] O-@ L—‘ m

[ SECTION II. CLIENT CARE SERVICES FOR THE MIDWIFE (include data for the report year only) |

Section Total(s)
number
2 A Total number of initial OB client visits. Include both clients accepted for care and a‘
those clients initially seen but not accepted into your care: ; l
B [Total number of maternity clients you accepted for care in the reporting period: J ?
C [Total nhumber of deliveries you performed during reporting period: ]5
Total number of licensed midwife students assigned to you during the reporting ¢
D |period:
How many delivered at: Home: 1 q' Birthing Ctr: ) Hospital: 9.\ } ?
; 2 Twins /
F  |Number of unplanned: Breech: l Multiples !
: . 2 # of subsequent g\
G Number of planned VBAC:  # of primary VBAC: | / A AG: |
H Number of water births: | Z}
I Number of mothers requiring sutures: (j
3 A rlumber of mothers transferred antepartum (for medical reasons): l
B lNumber of mothers transferred intrapartum: l
c Number of mothers transferred postpartum: (medical reasons) d
D |Number of newborn transfers: @
4 A |[Number of fetal deaths / stillborn: (midwife delivery only) QS
Number of fetal deaths / neonatal: (within 7 days of life) /@
B o =
C |Number of maternal deaths: (please submit separate repo‘f‘)) TE Op A 7~ /®
Ll i ”/
Cuny
DH-MQA 5011, 08/2015 04/2017 JUN
Rule 64B24-7.014, F.A.C. v T4 20 1 3
























FLORIDA DEPARTMENT OF HEALTH (DEPARTMENT)

Council of Licensed Midwifery YOTEQOR AT
4052 Bald Cypress Way, Bin #C-06 TAIBIC U
e Tallahassee, FL 32399-3256 s =2
Florida Lieath.gov UG 038 2018
HEALTH ANNUAL REPORT OF MIDWIFERY PRACTICE RECKE
~ b\ “ ‘/ E >

[SECTION I: PRACTICE INFORMATION |

Practice Name: (\ AN\E TN ST TRE
s . 570 F\ _d&sﬁ;mﬂ&ﬂﬂﬂdﬁ
_Lz(uxfa,\ Tl \PLJ 33520'7

Phone Number: 251}"2,‘3&‘_‘29'&(& Email:
Email addresses are public records. If you do not want your email address released pursuant to a public records request do not provide an email
address or send electronic mail to the Department and contact the Department by telephone or in writing.

| SECTION Il. CLIENT CARE SERVICES FOR THE MIDWIFE (include data for the report year only) |

Section Total(s)

number
2 A Total number of initial OB client visits. include both clients accepted for care and
those clients initially seen but not accepted into your care:

B [Total number of maternity clients you accepted for care in the reporting period:

C [Total number of deliveries you performed during reporting period:

Total number of licensed midwife students assigned to you during the reporting
period:

How many delivered at: Home: 0 Birthing Ctr: 5 Hospital: i

lNumberofunpbnnod: Breech: | () Tll:il::lles 0

INumber of pianned VBAC:  # of primary VBAC: | () |gorsubseavent | )
]Number of water births:
Flumbor of mothers requiring sutures:

- | T ® || m|O

3 klumber of mothers transferred antepartum (for medical reasons):

Pumber of mothers transferred intrapartum:

P&umberofmoﬂ)m transferred postpartum: (medical reasons)
hlunlnr of newborn transfers:
hlumbor of fetal deaths / stillborn: (midwife delivery only)

> o0 | |>

B }!umbar of fetal deaths / neonatal: (within seven days of birth)

C  |Number of maternal deaths: (please submit separate report)
DH-MQA 5011, 06/2017

Rula RAR24.7NMA FA D £

OOQOF,P‘D(»*DOOF\O ‘U\??S:













FLORIDA DEPARTMENT OF HEALTH (DEPARTMENT)
Council of Licensed Midwifery e
4052 Bald Cypress Way, Bin #C-06

Tallahassee, FL 32399-3256 Pl
ﬁlorla d MQA.Midwifery@FLHealth.qov WG
HEALTH ANNUAL REPORT OF MIDWIFERY PRACTICE RECE:

Report data from July 1 through June 30 of each year. Reports are due no later than July 31.
|SECTION I: PRACTICE INFORMATION = : |
Midwite Name: "\ R0 | A Ne / 0N License#:___ A ]
Practice Name: / /\/ aRng N/ IJ[?KZ_F /V Ceontell

T L

Address: J 627 ._f] /{M

&)
Suvwme R puoy 747 38493

=y ¢ s z s - f L
Phone Number: {4 3/—(](/%/— P gg </ Email: ¢ '/
Email addresses are public records. If you do not want your email address released pursuant to a public records request do not provide an email

address or send electronic mail to the Department and contact the Department by telephone or in writing.

| SECTION II, CLIENT CARE SERVICES FOR THE MIDWIFE (include data for the report year only) |

Section ) 7/—— L)L fis & : s Total(s)

number /2/[7 ;OK/Q’ [ Iy /¥a) /'L//)flgé

2 A Total number of ifitial OB client visits, Jntlude both clients accepted for care and
those clients initially seen but not accepted into your care:

B  [Total number of maternity clients you accepted for care in the reporting period:

C [Total number of deliveries you performed during reporting period:

Total number of licensed midwife students assigned to you during the reporting

/
D |period: /
E |How many delivered at: Home: Birthing Ctr: Hospital: \
F  [Number of unplanned: Breech: L‘::::I’w \
G |Number of planned VBAC:  # of primary VBAC: vfé:fcs:ubsequent \
H INumber of water births: \
i INumber of mothers requiring sutures: \
3 lNumber of mothers transferred antepartum (for medical reasons): \

'Number of mothers transferred intrapartum:

A

B

c ,Number of mothers transferred postpartum: (medical reasons)
D

A

lNumber of newborn transfers: /

4 Number of fetal deaths / stillborn: (midwife delivery only) /
5 ,Number of fetal deaths / neonatal: (within seven days of birth) /
Cc |Number of maternal deaths: (please submit separate report) l

DH-MQA 5011, 06/2017
Rule 64B24-7.014, FA.C. 3
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FLORIDA DEPARTMENT OF HEALTH
Council of Licensed Midwifery

ANNUAL REPORT OF MIDWIFERY PRACTICE

Report data from July 1 through June 30 of each year. Reports are due no later than July 31.

[ SECTION I: PRACTICE INFORMATION =~

A AN,
Midwife Name: A

Practice Name: \ 4?__

Address: ? (p O ‘:- (9 F\Ve

“VolallasSsee , €L ’52303
Phone Number: %SO’Z/ZL( Zzzq Email: /Bl\t-\r\cx)“'\‘a(}\ € @ ]QL LOO O

| SECTION Il. CLIENT CARE SERVICES FOR THE MIDWIFE {include data for the report yearonty) |

Section Totai(s)|
number
2 ~ Total number of initial OB clients seen by you (include those accepted into care and (0 5
not accepted into care):

B [Total number of maternity clients you accepted for care in the reporting period:

C [Total number of deliveries you performed during reporting period: 3 S
Total number qf licensed midwife students assigned to you during the reporting 9)
D |period: i i
How many delir/ered at: Home: ’ O Birthing Ctr: 25 Hospital: D 35
F  |Number of un;%lanned: Breech: (Q qu‘l::lles O O
G |Number of plaﬁlmed VBAC: # of primary VBAC: D Vtézfcs:ubsequent O
H  |Number of water births: % |
| |Number of mothers requiring sutures: %’
3 A Number ofmmotrers transferred antepartum (for medical reasons): O
B Number of motLers transferred intrapartum: )
c Number of mothers transferred postpartum {medical reasons) \\/
D  Number of newborn transfers |
4 A Number of fetal deaths / stillborn: {midwife delivery only) O
B fNumber of fetal deaths / neonatal: (within 7 days of life) O |
C Nur_nl;er of mat%mal deaths: (r;fease submit separate report) O

DH-MQA 5011, 08/2015
Rule 64824-7.014, F A.C. |



| SECTION iil. TRANSFER INFORMATION

e VM Vs Vv

sheet as needed

E}-A) ANTEPARTUM TRANSFER {Medical Reasons): List each transfar separately. Do not list names. Attach separate ]

Reason For Transfer - 5

Total Number of Antepartum Transfers from

all sheet 3-A)|
(3-B) INTRAPARTUM TRANSFERS: List each transfer separately. Do not list . if needed, attach as needed. ‘
: MOTHER
T reeovovmmers | comvtenions
L
_l
[
o
e
Total Intrapartum Transfers from all sheets (3-B)

DH-MQA 5011, 08/2015
Rule G4B24-7.014, F.AC.



B VVO/ VU4
ARAA A AANAAA VUL Liauad

f (3-C ) MATERNAL POSTPARTUM TRANSFERSZ (List each transfer separately. Do not fist names.j
o sy e 3 5

" Votal Number of Postpartum Transfers from aii [

sheets (3-C) j

- “Reason For Transfer -

L5

[-."SEC..T,ION:N.-v..DE-'ATHsr PR

BA) STILLBIRTH (midwife delivered only)

!
|

- —
Total Number of Fetal Death/Stiliborn (4-A)

ELNRE

DH-MQA 5011, 08/2015
Rule 64824-7.014, i A.C.. 3



CARVIVE SR VIVEN

,[r (4-B) FETAL DEATH/ NEONATAL DEATH (Deathe witni soven days of ife ollowing midwife delvery of alive |
infant) I

EZDate T .Gauseof Death T Lt Bite of Bg

Total Number of Fetal/Neonatal Deaths (4-B) J

(4-C) MATERNAL DEATH (PLEASE SUBMIT A SEPARATE REPORT FOR EACH INCIDENT)

LNumber of Reports Attached

Total Number of Maternal Deaths (4-C)

[ have participated in giving information for the purpose of gathering statistics of
Licensed Midwives in the State of Florida. The information | have given is accurate
and true.

Print Name: \:\ \4\\\03\ %MS (LV\?‘QX\‘Q,

Signature:ﬁb@ﬂ kk‘ %W

Date: 7" o) ‘(% .

DH-MQA 5011, 08/2015
Rule 64B24-7 014, F A.C 4



FLORIDA DEPARTMENT OF HEALTH (DEPARTMENT)
Council of Licensed Midwifery
4052 Bald Cypress Way, Bin #C-06 0OS TEQpP
r———— Tallahassee, FL 32399-3256 ATHIC yp
y " MQA.Midwifery@FLHealth.qov

HEALTH ANNUAL REPORT OF MIDWIFERY PRACTICE

Report data from July 1 through June 30 of each year. Reports are due no later than July 31. ;{‘;:CEI V
. El-

|SECTION I: PRACTICE INFORMATION

Midwife Name: /:Pod' Cicwas Lo &Mknvun License#__ (W33
Practice Name: 4
Address: Q030 S. Do WB[G.S PCQ. Ol.(’){’. ? IS
Cocal Gables” FL 3334
Phone Number:___ A5 Y -559 - 00@'?_ Email: an

Email addresses are public records. If you do not want your email address released pursuant to a public records request do not provide an email
address or send electronic mail to the Department and contact the Department by telephone or in writing.

| SECTION II. CLIENT CARE SERVICES FOR THE MIDWIFE (include data for the report year only) |

Section Total(s)
number
2 A Total number of initial OB client visits. Include both clients accepted for care and
those clients initially seen but not accepted into your care: "6_
B [Total number of maternity clients you accepted for care in the reporting period: {
C [Total number of deliveries you performed during reporting period: (
Total number of licensed midwife students assigned to you during the reporting
D |period:
E |How many delivered at: Home: Birthing Ctr: Hospital:
. : Twins /

F (Number of unplanned: Breech: Multiples
G INumber of planned VBAC: # of primary VBAC: v#BoAi;:s'ubsequent
H  Number of water births: |
1 INumber of mothers requiring sutures:

3 A INumber of mothers transferred antepartum (for medical reasons):
= ]Number of mothers transferred intrapartum:
c ]Number of mothers transferred postpartum: (medical reasons)
D INumber of newborn transfers:

4 A lNumber of fetal deaths / stillborn: (midwife delivery only)
2 lNumbor of fetal deaths / neonatal: (within seven days of birth)
Cc iNumber of maternal deaths: (please submit separate report)

DH-MQA 5011, 06/2017

Rule 64B24-7.014, FA.C. 3
















































FLORIDA DEPARTMENT OF HEALTH (DEPARTMENT)
Council of Licensed Midwifery
4052 Bald Cypress Way, Bin #C-06
Tallahassee, FL 32399-3256

MQA Midwifery@FLHealth.qov
ANNUAL REPORT OF MIDWIFERY PRACTICE

Report data from July 1 through June 30 of each year. Reports are due no later than July 31.

|SECTION I: PRACTICE INFORMATION

Midwife Name:_ e Yoo mMarin _ License#:__ o o HY
Practice Name: _ Y\ (\¢; uoood Bictl, Center

Address:

L

H‘Dﬂ\umf\ fc:\ DIO RO

Phone Number: G5 aos —uyya g Email: _in5 & K@\%,ng Biclh certer com
released pursuant to a public records request do not provide an email

Email addresses are public records. If you do not want your email address
address or send electronic mail to the Department and contact the Department by telephone or-in writing.

| SECTION II, CLIENT CARE SERVICES FOR THE MIDWIFE (include data for the report year only)

Section Total(s)
number .
2 A Total number of initial OB client visits. Include both clients accepted for care and ;
those clients Initially seen but not accepted into your care: "f KR
B iTotal number of maternity clients you accepted for care in the reporting period: 350
C [Total number of deliveries you performed during reporting period: /9
Total number of licensed midwife students assigned to you during the reporting
D Period: Q
E iHow many delivered at: Home: _ 5 5|Birthingctr: | ) |Hospital: 73 2
. : Twins / ”

F iNumber of unplannee. Breech: | | Multiples [5)
G ’Number of planned VBAC:  #of primary VBAC: | | |Eofsubsequent |\ | o
H  Number of water births: | ¢
I !Number of mothers requiring sutures: 2

3 A }Number of mothers transferred antepartum (for medical reasons): @
B INumber of mothers transferred intrapartum: i
c {Number of mothers transferred postpartum: (medical reasons) |
D qumber of newborn transfers: f

s A 1Number of fetal deaths / stillborn: (midwife delivery only) é
B ,Number of fetal deaths / neonatal: (within seven days of birth) é
C 1Number of maternal deaths: (please submit separate report) b

DH-MQA 5011, 06/2017 )

Rule 64B24-7. 014 FAC. 3




| SECTION Jil. TRANSFER INFORMATION

(3-A) ANTEPARTUM TRANSFER (Medical Reasons): List each transfer separately. Do not list names. Attach separate

sheet as needed .
Planned or .
Date Reason For Transfer _II{ansafr;ned Tgﬁsaf;r &%%W&"cm;gre&e'g"&g
ransfer ' ' !

Total Number of Antepartum Transfers from

all sheet {3-A)

(3-B) INTRAPARTUM TRANSFERS: List each transfer separately. Do not list names. If needed, attach separate sheets as needed.

MOTHER INFANT
Dellvery BIRTH Admitted to NICU? Neonatal
DATE REASON FOR TRANSFER Method Compiications? WEIGHT | If yes, reason and # of days | Death? |
{ .
J '

DH-MQA 5011, 06/2017
Rule 64B24-7.014, FAC.

Total Intrapartum Transfers from all sheets (3-B),




(3-C) MATERNAL POSTPARTUM TRANSFERS: (List each transfer separately. Do not list names.)

Date Reason For Transfer ¥ f_lgs:’:iﬁli" Outcome/Condition on Discharge
blas fip berochace ! oG
[4)
Total Number of Postpartum Transfers from all (
sheets (3-C)

(3-D) NEWBORN TRANSFERS: (List each transfor seperately. Do not ilst names.)

Birth Admission fo
Date Reasan For Transfer >~ | APGARS NICU? Outcome
Weight if yes,  of days
Llosh]  Chrvndkin 9 ra.g 2 L N (

\ \\ \\\\\“’

~Total Newborn Transfers from all sheets(3-D) ] |

[ SECTION IV - DEATHS

{4-A) STILLBIRTH (midwife delivered only)

Death Was: .

: Birth | Gestational

Date Cause of Death Before | During | During | weight Age °
: Labor | Labor { Delivery

Total Number of Fetal Death/Stillborn (4-A)

DH-MQA 5011, 06/2017 : '
Rule 64B24-7.014, FA.C. i 5



(4-B) FETAL DEATH/ NEONATAL DEATH (Deaths within seven days of birth following midwife delivery of a
live infant) ) .

Date Cause of Death _ , Site of Death | Birth Weight | Age atdeath

Total Number of Fetal/Neonatal Deaths {4-B)

(4-C) MATERNAL DEATH (PLEASE SUBMIT A SEPARATE REPORT FOR EACH INCIDENT)

| Number of Reports Attached

Total Number of Maternal Deaths {4-C)

| have participated in giving information for the purpose of gathering statistics of
Licensed Midwives in the state of Florida. The information | have given is accurate
and true.

Printed Name: _ - % > %bbr&k nolin

Signature:

Date Signed: n | LG l L

Mail completed forms to:
Florida Department of Health
Council of Licensed Midwifery
4052 Bald Cypress Way, Bin #C-06
Tallahassee, FL 32399-3256

or

Email to:

MQA.Midwifery@FL Health.qov

DH-MQA 5011, 06/2017
Rule 64B24-7.014, FA.C. 6



FLORIDA DEPARTMENT OF HEALTH (DEPARTMENT)
Council of Licensed Midwifery
4052 Bald Cypress Way, Bin #C-06

e R Tallahassee, FL 32399-3256
- origda MQA.Midwifery@FLHealth.gov OSTeQ PATHIC UNIT
HEALTH ANNUAL REPORT OF MIDWIFERY PRACTICE JUL 19 2018
Report data from July 1 through June 30 of each year. Reports are due no later than July 31.
RECEIVED

|SECTION I: PRACTICE INFORMATION |

Midwite Name: (o) (€ Mullen Teneg (6
Practice Name: /o~ B Yh .~0 rf\)‘ N\ 5’%(\1'{7‘5
Address: 612 N\W S Avenue

Boeo Rodon T 33486

Phone Number:_6! - 320 - 0993 Email: BABCATCHER & AoL- Lo~
Email addresses are public records. If you do not want your email address released pursuant to a public records request do not provide an email
address or send electronic mail to the Department and contact the Department by telephone or in writing.

| SECTION II. CLIENT CARE SERVICES FOR THE MIDWIFE (include data for the report year only) |

Section Total(s)
number
2 A Total number of initial OB client visits. Include both clients accepted for care and
those clients initially seen but not accepted into your care: 3
B [Total number of maternity clients you accepted for care in the reporting period: 3
C [Total number of deliveries you performed during reporting period: ’2_
Total number of licensed midwife students assigned to you during the reporting
D |period: /@7
E |[How many delivered at: Home: | Z)_ |Birthing Ctr: g Hospital:| (5 |
. : Twins / 4
F  Number of unplanned:  Breech: /g Multiples /@
G }Number of planned VBAC:  #of primary VBAC: | £ | ¥ of Subsequent | 77
H  [Number of water births: Jz;
! INumbar of mothers requiring sutures: yZi
3| a lNumber of mothers transferred antepartum (for medical reasons): /@'
8 'Number of mothers transferred intrapartum: /@'
c |Number of mothers transferred postpartum: (medical reasons) ﬁ
D !Numbor of newborn transfers: @
4 A lNumbor of fetal deaths / stillborn: (midwife delivery only) /@’
= INumber of fetal deaths / neonatal: (within seven days of birth) g
Cc |Number of maternal deaths: (please submit separate report) /@
DH-MQA 5011, 06/2017

Rule 64B24-7.014, FA.C. 3












FLORIDA DEPARTMENT OF HEALTH
Council of Licensed Midwifery

ANNUAL REPORT OF MIDWIFERY PRACTICE

Report data from July 1 through June 30 of each year. Reports are due no later than July 31.

| SECTION I: PRACTICE INFORMATION =~ : e b |
Midwife Name:&"\\(\\\x'ﬁ‘ & \&)Squ License #: L\\U 53
Practice Name: ~THic/ By PNE
Address: QU3 S Tt L\.A@zb Py I XL,\ { MO
wouver Cavdow, YU D]
Phone Number: 10—\ (046 Emai: 00N, @‘\\'\E/\D\QX\{’\Q\( (T C@i
[ SECTION II- CLIENT CARE SERVICES FOR THE MIDWIFE (include. data for the report.yearonly) |
Section Total(s)
number
2 A |Total number of initial OB clients seen by you (include those accepted into care and @
not accepted into care):
B [Total number of maternity clients you accepted for care in the reporting period: (K?)
C [Total number of deliveries you performed during reporting period: (O?)
Total number of licensed midwife students assigned to you during the reporting
D |period:
E |How many delivered at: Home: {) Birthing Ctr: |02 |Hospital: (Q:
¥ h Twins /
F  [Number of unplanned:  Breech: (p Multiples (b
: # of subsequent
G |Number of planned VBAC: @ # of primary VBAC: (p ch:u SRR ¢
H |[Number of water births:

Number of mothers requiring sutures:

Number of mothers transferred antepartum (for medical reasons):

1o 9|8 &3\4@@&0&

A
B Number of mothers transferred intrapartum:
c Number of mothers transferred postpartum: (medical reasons)
D |Number of newborn transfers:
4 A |Number of fetal deaths / stillborn: (midwife delivery only)

. B Number of fetal deaths / neonatal: (within 7 days of life) @

C |Number of maternal deaths: (please submit separate report) g
T

0T

It 9

43 7018

DH-MQA 5011, 08/2015
Rule 64B24-7.014, F.A.C. 1
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=STEOPATHIC UNIT
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FLORIDA DEPARTMENT OF HEALTH

4052 Bald Cypress Way, Bin #C-06
Tallahassee, FL 32399-3256
MQA.Midwifery@FIHealth.gov

ANNUAL REPORT OF MIDWIFERY PRACTICE
Report data from July 1 through June 30 of each year. Reports are due no later than July 31.

|SECTION I: PRACTICE INFORMATION |
Midwife Name:__\ { "\}/\\&;q‘ y \\\ \* C,\-nzn License #:_I "\ 'O ‘C_}
Practice Name: ST\ o T Al L N
Address: 2 Co ‘F—\\ﬁq‘ A C/\i" (\2
oo Reack, YW A 03"
Phone Number: )04 - 350 - €Y 3¢ Emait: Aw DO S W) mi Yt P alt Go
[ SECTION Ii. CLIENT CARE SERVICES FOR THE MIDWIFE (include data for the report year only) 1
Section Total(s)
number
2 A Total number of initial OB client visits. Include both clients accepted for care and :
those clients initially seen but not accepted into your care: 1
B |Total number of maternity clients you accepted for care in the reporting period: { Qﬂ
C [Total number of deliveries you performed during reporting period: &
Total number of licensed midwife students assigned to you during the reporting
D |period: O
E How many delivered at: Home: g Birthing Ctr: O |Hospital: V! (‘f
2 i Twins /
F rlumber of unplanned: Breech: O |Multi ples O 0
G humber of planned VBAC:  # of primary VBAC: e Pt O
H  [Number of water births: O
i hlumber of mothers requiring sutures: O
3 A Flumber of mothers transferred antepartum (for medical reasons): O
B humber of mothers transferred intrapartum: L‘
c Pumber of mothers transferred postpartum: (medical reasons) O
D  |[Number of newborn transfers: O
4 A humber of fetal deaths / stillborn: (midwife delivery only) @
B humber of fetal deaths / neonatal: (within 7 days of life) O
Cc humber of maternal deaths: (please submit separate report) D

DH-MQA 5011, 08/2015 04/2017
Rule 64B24-7.014, FAC.

QA0

0



MW bR

| SECTION lil. TRANSFER INFORMATION

(3-A) ANTEPARTUM TRANSFER (Medical Reasons): List each transfer separately. Do not list names. Attach separate
sheet as needed

Planned or : i
GA at | Delivery Outcome, if Known
Date Reason For Transfer _lrlrnaplanned Transfer | (NSVD, VAC, Forceps, C/S)

-

Total Number of Antepartum Transfers from /7
all sheet (3-a)| (

(3-B) INTRAPARTUM TRANSFERS: List each transfer separately. Do not list names. If needed, attach separate sheets as needed.

N0\ ¥ MOTHER S
DATE REASON FOR TRANSFER et Complications? —tt mA’d:asiﬂ:nd :ondm::lf?dm ml
L Sl we 1o Yrooms [C-8 Nene %l No No
A [SRom ot Acioks \pg Nove &P No No
Ry \}\\\wm Ay WO vee C‘i NO»&, '\'&Lr No No
o Kadwpe ® “1\;‘30 simu \Jf{c! Caven Bluak |9 No No

\ ™
ool o\ vk
“té PINTAND
\ N

Total Intrapartum Transfers from all sheets (3-B)

DH-MQA 5011, 08/2015 04/2017
Rule 64B24-7.014, F.A.C. 4



Lwl D

(3-C) MATERNAL POSTPARTUM TRANSFERS: (List each transfer separately. Do not list names.)

Date Reason For Transfer #"ff Da.ysl I‘" Outcome/Condition on Discharge
Y,
S T4 E‘ -
\\

Total Number of Postpartum Transfers from all

sheets (3-C)
(3-0) NEWBORN TRANSFERS: (List each transfer separately. Do not list names.)
- Birth Admission fo
Date \W‘” Transfer - | APGARS NICU? Outcome
Weight if yes, # of days
\ =~ =
Al /
. Q»’L\ s e
- \//
s e
]
Total Newborn Transfers from all sheets(3-D) l
| SECTION IV - DEATHS |

(4-A) STILLBIRTH (midwife delivered only)

Death Was: =
Birth | Gestational
Date Cause of Death Before | During | During | \Weight Age
i R Labor | Labor | Delivery
'\
\-

DH-MQA 5011, 08/2015 04/2017
Rule 64B24-7.014, F.A.C.

Total Number of Fetal Death/Stillborn (4-A)




MW ©3

(4-B) FETAL DEATH/ NEONATAL DEATH (Deaths within seven days of life following midwife delivery of a live

infant)
Date Cause of Death Site of Death | Birth Weight | Age at death
\
NG
\‘\ ({ 5
e F\\

Wbor of Fetal/Neonatal Deaths (4-B)

(4-C) MATERNAL DEATH (PLEASE WSEPARATE REPORT FOR EACH INCIDENT)

| Number of Reports Attached

Total Number of Maternal Deaths (4-C)

| have participated in giving information for the purpose of gathering statistics of
Licensed Midwives in the State of Florida. The information | have given is accurate

and true.

Printed Name:\?e NWN\TeR
Signature: \\YW&T\ Jé

u B >
Date Signed: N A X

WA\ CNE L

Mail completed forms to:
Florida Department of Health
Council of Licensed Midwifery
4052 Bald Cypress Way, Bin #C-06
Tallahassee, FL. 32399-3256

or

Email to:
MQA.Midwifery@FIHealth.gov

DH-MQA 5011, 08/2015 04/2017
Rule 64B24-7.014, F.A.C.



FLORIDA DEPARTMENT OF HEALTH (DEPARTMENT)
Council of Licensed Midwifery
4052 Bald Cypress Way, Bin #C-06
Tallahassee, FL 32399-3256
MQA.Midwifery@FLHealth.qov

! o
2 $ /8 SRl
HEALTH ANNUAL REPORT OF MIDWIFERY PRACTICE

Report data from July 1 through June 30 of each year. Reports are due no later than July 31.

[SECTION I: PRACTICE INFORMATION |

aarenane: N KO . uT)fner icanee 2 1 8
Practice Name:
Address: [R50 S. W, (‘/Ag\ Sfhree 1
Heamy, FL, 3356
Phone Number:2¢ 5- 244 -39 L Email:

Email addresses are public records. If you do not want your email address released pursuant to a public records request do not provide an email
address or send electronic mail to the Department and contact the Department by telephone or in writing.

[[SECTION Ii, CLIENT CARE SERVICES FOR THE MIDWIFE (include data for the report year only) |

Section Total(s)
number
2 A Total number of initial OB client visits. Include both clients accepted for care and o
those clients initially seen but not accepted into your care:
B [Total number of maternity clients you accepted for care in the reporting period: G
C [Total number of deliveries you performed during reporting period: )
Total number of licensed midwife students assigned to you during the reporting
D |period: <
E [How many delivered at: Home: Birthing Ctr: Hospital: O
2 ¥ Twins /
F |Number of unplanned: Breech: Multiples =
4 : . # of subsequent
G |Number of planned VBAC: # of primary VBAC: BAC: O
H [Number of water births: O
I  [Number of mothers requiring sutures: o)
3 A Number of mothers transferred antepartum (for medical reasons): 76
Number of mothers transferred intrapartum: ~ y
B L4 S ®)
c Number of mothers transferred postpartum: (medical reasons) ; /@ B O
D |[Number of newborn transfers: 2 H £y
IR /A,
A |Number of fetal deaths / stillborn: (midwife delivery only) P { d7/; O
4 o4 20
ber of fetal deaths / natal: (withi d f brrﬂ)f 5o -
5 umber of fetal deaths / neonatal: (within seven days of bi C}C.‘,h O
ot J
C [Number of maternal deaths: (please submit separate report) V@& /)

DH-MQA 5011, 06/2017
Rule 64B24-7.014, FA.C. 3



[ SECTION Ill. TRANSFER INFORMATION

(3-A) ANTEPARTUM TRANSFER (Medical Reasons): List each transfer separately. Do not list names. Attach separate

sheet as ded
Planned or P
. GA at | Delivery Outcome, if Known
e Faanon Por Trtmies Unplanned | poncfer |(NSVD, VAG, Forceps, C/S)
Transfer
-y
\\_\_“\
\\

Total Number of Antepartum Transfers from G

all sheet (3-A)

(3-B) INTRAPARTUM TRANSFERS: List each transfer separately. Do not list names. If needed, attach separate sheets as needed.

MOTHER INFANT
DATE REASON FOR TRANSFER ot Complications? s y;d:a;“:: ] :':gf"days e
\\
‘\\\
\

DH-MQA 5011, 06/2017
Rule 64B24-7.014, FA.C.

Total Intrapartum Transfers from all sheets (3-B) O




(3-C) MATERNAL POSTPARTUM TRANSFERS: (List each transfer separately. Do not list names.)

Date Reason For Transfer ’ &f£:§|m Outcome/Condition on Discharge
N
\\
Total Number of Postpartum Transfers from all o
sheets (3-C)

(3-D) NEWBORN TRANSFERS: (List each transfer separately. Do not list names.)

B'm Admission to
Date Reason For Transfer Weight APGARS NiCU? Outcome
eig If yes, # of days

[~ i

Total Newborn Transfers from all sheets(3-D) ‘ ( 2

| SECTION IV - DEATHS |

(4-A) STILLBIRTH (midwife delivered only)

Death Was:

Birth Gestational
Date Cause of Death Before | During | During | weight
Labor | Labor | Delivery

\
By

Total Number of Fetal Death/Stillborn (4-A) | ( )

DH-MQA 5011, 06/2017
Rule 64B24-7.014, F.A.C. 5



live infant)

(4-B) FETAL DEATH/ NEONATAL DEATH (Deaths within seven days of birth following midwife delivery of a

Date

Cause of Death

Site of Death | Birth Weight

Age at death

B

T

Total Number of Fetal/Neonatal Deaths (4-B)

O

(4-C) MATERNAL DEATH (PLEASE SUBMIT A SEPARATE REPORT FOR EACH INCIDENT)

I Number of Reports Attached

Total Number of Maternal Deaths (4-C) O

| have participated in giving information for the purpose of gathering statistics of
Licensed Midwives in the state of Florida. The information | have given is accurate

and true.

Printed Name:—_ N PDINE G aTlenne >

\.

Signature:

N

Date Signed: [~ ( 7Z®7@ [2

DH-MQA 5011, 06/2017
Rule 64B24-7.014, FA.C.

Mail completed forms to:
Florida Department of Health
Council of Licensed Midwifery

4052 Bald Cypress Way, Bin #C-06

Tallahassee, FL 32399-3256

or

Email to:

MQA .Midwifery@FLHealth.gov



FLORIDA DEPARTMENT OF HEALTH AUG 02 o,

Council of Licensed Midwifery

ANNUAL REPORT OF MIDWIFERY PRACTICE

Report data from July 1 through June 30 of each yoar. Ropommduonohﬁarﬂnn.ldym

SECTION I: PRACTICE INFORMATION

Midwife Name: _[) o wn Roau |au License #: MW 74

J
Practice Name: BQW:"] quu [q ZM )
Address:

499/ 18 S Ave_ s

Ncuates EL 34/

Phone Number: »Z?)C\ (oOl o 1,807 2 Email: Mf‘tetv/t/cﬂﬂaﬂkis ik’\t

Tota
number )
2 TotalnumherofinlbalOBcﬁenhmnbyyou(lneludeﬂ)oseacoeptedimocareand ,
accepted into care): L{ "‘
B otalnumberofmaumitydiQn&youamphdforminthemporﬁngpedod: 30
C [Total number of deliveries you performed during reporting period: ,Zﬂ
Lmlmmwmmmmmmwuduﬁngmmmm l
riod:
E r-lowmmydolivmdatﬂonn 9 Birthing Ctr: - |Hospitat:| .o— o
mber of unplanned Twins /
F Eﬂuved- ,@‘ Muitiples '9 &
G of VBAC: #of VBAC subsoquent ;
r&umber planned primary \ ,_( 5
H Flumw of water births: \ ._\
i rlumber of mothers requiring sutures: &
3 A humberofmoﬂ'emmmmanupam"n(fornndiulnasons) ’2_
B Pumbor of mothers transferred intrapartum: ‘
e P«Iumbor of mothers transferred postpartum: (medical reasons) 'L
D humber of newborn transfers: o
4 A }lumber of fetal deaths / stiltborn: (midwife dolivery only) >
5 P!umberoffelaldoaﬁnslneonahl:(wlﬁnin?daysofnfe) _,@.
[ humber of maternal deaths: (piease submit separate report) e

MAF Distance Education Course: Laws and Rules Update 2014-15

page 10 of 13 pages




TRANSFERS: w-ﬂwm.mmum

(&C)MATERNALPOSTPARTW
Date . Reason For Transfer - _ ’m“ " QutcamelCondition on Discharge
548 Ratmad Placenta 2 7 i Mlond o/ (a00d
=258 Peloraed Placento e (\Ihd e
il Nmber of Postpartum Transfors from ail
sheets (3-C)
(&D)NEWBORNTRANSFERS mmmwmumm
Reason For Transler Bith | \pears mmb Qulcome
- Weight | styes. ot days
A

TJotal Newbom lmmdmua-m l

(4A) STILLBIRTH (midwits deliversd oniy)
- Death Was:
- | Bith | Gestational
Date Gause of Desth ssio [ Doeg | DWR8 | Wes
- e B e il by e
A
NEEA
1

WmdeM

MAFDistanerducaﬂonm:medRules

Update 2014-15 page 12 of 13 pages



SECTION lil. TRANSFER INFORMATION

{3-A) ANTEPARTUM TRANSFER (Medical Reasons):
mmmw.mmntmmmauam

Pranned ;
Date Reason For Transfer T o TGAmd De&vetym \%WFM‘ Knglwsn)
T2\ Pm‘pﬁf \easen {)re‘ec\am?a\'a., aced 13 [ NSUD
WA Peolonaed WOM f A% \.\?m«\ 28 | NSID

9

Totai Number of Antepartum Transfers from ail

shest (3-A)

(3-B) INTRAPARTUM TRANSFERS: List each transfer separatoly. Do not fist names. if needed, attach separate sheets as needed.

MCTHER INFANT
Delivery BIRTH Admitted to NICU? N al
DATE REASON FOR TRANSFER Method Compﬁedialt? WEIGHT | Ifyes, reason and # of days Death?
2B Mokher wihd cpAdaliard] S~ 1 =

Tota! Intrapartum Transfers from all sheets (3-B)

MAF Distance Education Course: Laws and Rules Update 2014-15

page 11 of 13 pages



[(@B) FETAL DEATH/ NEONATAL DEATH Mmmmaummmaam J
infant)

Date Cause of Death Site of Death Binh!@_' Age at death

?/
-
-

Toumamnumm

\Tw)mmmm pLEASEamTAsEPARATEnEPORrFoaacHM \

NmnberofRepmsAnamed

Tuamofmmu-q

lmmmmwwmmdmmaw
Mminmsmdm.mmmlhwegimsmmemw.

Print Name: Dawa A u\w :

Signature: (\:\JOLMm/\Ro««d\;Ch .\\'4 M.

pate: _1°50-20)

wommmm:mmmumzmus page 13 of 13 pages



FLORIDA DEPARTMENT OF HEALTH (DEPARTMENT)
Council of Licensed Midwifery

4052 Bald Cypress Way, Bin #C-06
Tallahassee, FL 32399-3258

MQA Midwifery@FLHealth.qov
ANNUAL REPORT OF MIDWIFERY PRACTICE

Report data from July 1 through June 30 of sach year. Reports are due no later than July 31.

[SECTION |: PRACTICE INFORMATION
Midwlifs Nams: ﬁ‘l‘?‘l" el 6VWM5+&¢\ Licsnee #:___ ML 5

Practice Name:
Address: 3222 larac,sut D

Tpeyre FL 33015
Phone Number: S’lé"ﬂ?—))f)} Email: e bowll & cmad . Ca—

Emait addresses are public records. If you do not want your email address released pursuant to a public fécords request do not provide an emall
address or send electronic mall to the Department and contact the Department by telephane or in writing.

| SECTION i, CLIENT CARE SERVICES FOR THE MIDWIFE (Include data for the report year only) |

Section Total(s)
number ,
2 A Total number of initial OB client visits. Include hoth clients accepted for csre and
those clients Initially seen but not accepted into your care: O
B ITotal number of maternity clients you accspted for care In the reporting period: O
C !Total number of deliverles you performed during reporting perlod: O
Total number of licensed midwlife studsnts assigned to you during ths reporting >,
D |period:
E |[How many delivsred at: Home: <> |Birthing Ctr: o |Hospital: (& O
. . Twine / g

F  |Numberof unplanned: Breech:| (O |p ples O O
G INumbsr of planned VBAC:  #of primary VBAC: | () goAfcsfubsequent O O
H |Number of water hirths: O
i |Number of mothers raquiring sutures: O

3 A INumber of mothsrs transfsrred antepartum (for medical reasons). O
B ]Number of mothers transferred intrapartum: @)
c lNumber of mothsrs transferred postpartum: (medical reasons) O
D |Number of newborn transfers: O

4 A 'Number of fetel deaths / stillborn: {midwife delivery only) O
B INumber of fetal deaths / neonatal: (within seven days of birth) O
C !Numher of meternal deaths: {please submit separate report) O

DH-MQA 5011, 06/2017
Rule 64B24-7.014, FAC. ) 3




[ SECTION lll. TRANSFER INFORMATION

(3-A) ANTEPARTUM TRANSFER (Medical Reasons):

List each transfer separately, Do not list names. Attach separate

sheet as needed
Planned or . )
GA at | Delivery Qutcome, if Xnown
Date Reason For Transfer Unplanned |y nefar | (NSVD, VAC, Fotceps, C/S)
Transfer
s
L4 { [
Total Number of Antepartum Transfers from O

all sheet {3-A)

(3-B) INTRAPARTUM TRANSFERS: List each transfer separately. Do not list names. If needed, attach separate sheets as needed.

MOTHER INFANT
DATE REASON FOR TRANSFER Devery Complications? IR | ye::"'“m"g o Neonstal

ra

tr

DH-MQA 5011, 06/2017
Rule 64B24-7.014, FA.C.

Total [ntrapartum Transfers from all sheets (3-B) O




(3-C) MATERNAL POSTPARTUM TRANSFERS: (List each transfer separately. Do not llst names.}

Date Regason For Transfer ¥ afo'::g"" Outceme/Candition on Dischatge

M/ A

13

Total Number of Postpertum Transfers from all
sheets (3-C) | )

1 (3-D) NEWBORN TRANSFERS: (List each transfer separately. Do not list names.)

: Birth Admission t¢
Date Reasen For Transfer i APGARS NicU? QOutcome
. _ Weight i yes, & of days
NI =
T /
/
/
-
L =
e
e
~Tatal Newborn Transfers from all sheets{3-D) | D)
[SECTION IV - DEATHS |
{4-A) STILLBIRTH (midwife delivared only)
Desth Was: .
Bith | Gestational :
Date Catge of Death Before | During | During ight .
‘ Labor | Labor | Dalivery Weig Age
M A
Total Number of Fetal Death/Stiliborn {4-A) D)

DH-MQA 5011, 062017

Rule 64B24-7.014, F A.C. 5




1 live Infant)

{4-B) FETAL DEATH/ NEONATAL DEATH (Deaths within seven days of birth following midwifs dalivery of a

Date Cause of Death

Site of Death

Birth Weight

Age at death

VA

a7

Total Number of Fetal/Neonata! Deaths (4-B)

O

{4-C) MATERNAL DEATH (PLEASE SUBMIT A SEPARATE REPORT FOR EACH INCIDENT)

! Number of Reparts Attached

Total Number of Maternat Deaths {(4-C) | /)

| have participated in giving information for the purpose of gathering statistics of
Licensed Midwives in the state of Florida. The information | have given is accurate

and true.

Printed Name: l?-"*—cl"@f BfOM’L‘S‘{Q&‘n

Signature: /M

Date Signe/ "7/ P’// ¥

Mail completed forms to:
Florida Department of Heaith
Councli of Licensed Midwifery
4052 Bald Cypress Way, Bin #C-06
Taliahassee, FL 32399-3256

or

Email to:

MQA.Midwifery@FL Health.gov

DH-MQA 5011, 06/2017
Rule 64824-7.014, FA.C.











































{ SECTION Ili. TRANSFER INFORMATION

(3-A) ANTEPARTUM TRANSFER (Medical Reasons): List each transfer separately. Do not list names. Attach separate

shest a8 needed
Planned or i
Date Regson For Transfer _lr.l;;:‘l:z:ed T?aAns?er xxgm“:‘&m&
ias)is] HA WK ke oL Planned (U2 [ClS
“'*/

Total Number of Antepartum Transfers from

all sheet (3-A)

(3-B) INTRAPARTUM TRANSFERS: List each transfer separatsly. Do not list names. If nesded, attach separate sheets as needed.

MOTHER INFANT
DATE | REMONFORTRMMER et |  ComPlcaons? | et | fyem resson snasof daye | Dastht
*ag Fatiave., foun gty | Nove. % | No Ko

DH-MQA 5011, 06/2017
Rule 64B24-7.014, FAC.

Total Intrapartum Transfers from all sheets (3—8)]

















































FLORIDA DEPARTMENT OF HEALTH
Council of Licensed Midwife

ANNUAL REPORT OF MIDWIFERY PRACTICE

Report data from July 1 through June 30 of each year. Reports are due no later than July 31.

~OR

Name: 0 ea L

o e,

LI ~

Midwife Qa License #:___ Yy (W (D 7]

Practice Name: 7
Address: (771 AN O terr
Peutboke Pny 3 zzoz6

Phone Number: 20$ S¥0 5@ (4 Emait: [rb([bad &@LM}M& Y.

Section Total(s)
number
Total number of initial OB clients seen by you (include those accepted into care and
not accepted into care): 3 [
Total number of maternity clients you accepted for care in the reporting period: 3|
Total number of deliveries you performed during reporting period: T
Total number of licensed midwife students assigned to you during the reporting
period: 2
How many delivered at: Home: | , Birthing Ctr: // Hospital: L{ 70
) ) Twins /
[Number of unplanned:  Breech: | -G~ Multiples e &
|Number of planned VBAC: # of primary VBAC: -6 v#Bzfcs.ubsequent < &
|Number of water births: ff
INumber of mothers requiring sutures: 8
Number of mothers transferred antepartum (for medical reasons): ’3
Number of mothers transferred intrapartum: L(
Number of mothers transferred postpartum: (medical reasons) W
|Number of newborn transfers: |
’Number of fetal deaths / stillborn: (midwife delivery only) -9
}Number of fetal deaths / neonatal: (within 7 days of life) W
INumber of maternal deaths: (please submit separate report) -8~

DH-MQA 5011, 08/2015
Rule 64B24-7.014, FA.C. 1




[ SECTION Il. TRANSFER INFORMATION

(3-A) ANTEPARTUM TRANSFER (Medical Reasons): List each tranafer separately. Do not list names. Attach separate
sheet aa needed

lesfja | 0 1y aydramings (ftemed {3100 efe
Slufig]l AO FM Y, NO EHT ungloased [320eqa| U en focp.
Paliv ]| Castrodnisis aned |z6wpal Un€nouwin

e

Total Number of Antepartum Transfers from
all sheet (3-A)

(3-B) INTRAPARTUM TRANSFERS: List each transfer separately. Do not liat names. If needed, attach separate sheets aa needed.

DATE | REAS NePER QYL ons? | i | it

””(w /:(u(ult 1‘0 pfoom,ss C/S NONE ¢l top

5, L/(QanLcJ 5/ ISty NoNE Jolbipt O \o
';/Z”/m Prolowged Rom lmen | WONE gll 7ot O A
518 | Suollen C’crwcff(cy MISH NoNE b e No MO

Total Intrapartum Transfers from all sheets (3-B)

DH-MQA 5011, 08/2015
Rule 64B24-7.014, F.A.C. 2




(3-C) MATERNAL POSTPARTUM TRANSFERS: (List each transfer separately. Do not list names.)

Total Number of Postpartum Transfers from all
sheets (3-C)

(3-D) NEWBORN TRANSFERS: (List each transter separately. Do not list names.)

S o L ol Admissionto. } oo
[he| Secorduay Apiee $loul. %5 | trealling by
&7 fepstep Losuscutadion
Total Newborn Transfers from all sheets(3-D) | |

(4-A) STILLBIRTH (midwife delivered only)

Total Number of Fetal Death/Stlliborn (4-A)

DH-MQA 5011, 08/2015
Rule 64B24-7.014, FA.C. 3



(4-B) FETAL DEATH/ NEONATAL DEATH (Deaths within seven days of birth foliowing midwife delivery of a
live infant)

Dats Cause of Death_ Site of Death | Birth Weight | Age at death

Total Number of Fetal/Neonatal Deaths (4-B)

(4-C) MATERNAL DEATH (PLEASE SUBMIT A SEPARATE REPORT FOR EACH INCIDENT)

| Number of Reports Attached

Total Number of Maternal Deaths (4-C)

| have participated in giving information for the purpose of gathering statistics of
Licensed Midwives in the state of Florida. The information | have given is accurate
and true.

Printed Name: @QCJUQ | (Béﬂuu /;/ /_LCQ b
Signature: ( /QQ‘Z@// /V é K%Mm
Date Signed: 71 épt [€

Mall completed forms to:
Fiorida Department of Heaith
Councll of Licensed Midwifery
4052 Bald Cypress Way, Bin #C-06
Tallahassee, FL 32399-3256

or

Email to:
MQA.Midwifery@FLHealth.gov

DH-MQA 5011, 068/2017
Rule 64B24-7.014, FA.C. 6




FLORIDA DEPARTMENT OF HEALTH (DEPARTMENT)

Council of Licensed Midwifery OSTEODA T+ ...
4052 Bald Cypress Way, Bin #C-06 =CFATHIC UNI7
P Tallahassee, FL 32399-3256
Tat F MQA.Midwifery@FLHealth.qov AUG @1 2013
HEALTH ANNUAL REPORT OF MIDWIFERY PRACTICE By
LB ¥ aut @ |"‘_/’:‘: j

Report data from July 1 through June 30 of each year. Reports are due no later than July 31.

[SECTION I: PRACTICE INFORMATION

Midwife Name: Rh.m&& Dexter icensex: MWL 4L 4
Practice Name: _Hﬂaf‘f‘ - H/‘/rvi< l"\"DfYV bird. SﬁVVIL’(“S

Address: Mﬁ&“ﬁtb{? S"VZ?“I"
P 34787

Phone Number: ‘TO'—\— 599 -4 03 Email: MM&_@_@%@ Covn
Email addresses are public records. If you do not want your email address released pursuant to a public records request@é not provide an email

address or send electronic mail to the Department and contact the Department by telephone or in writing.

[ SECTION II. CLIENT CARE SERVICES FOR THE MIDWIFE (include data for the report year only) |

Section Total(s)

number '

2 A Total number of initial OB client visits. Include both clients accepted for care and
those clients initially seen but not accepted into your care:

B [Total number of maternity clients you accepted for care in the reporting period:

C [Total number of deliveries you performed during reporting period:

[Total number of licensed midwife students assigned to you during the reporting

D |period:
E |How many delivered at: Home: l Birthing Ctr: 9» Hospital: 9,.
F  |Number of unplanned: Breech: ‘ 9, quilg:{es t _9/
G |Number of planned VBAC:  # of primary VBAC: D’ vi;:fcs:ubsequent 9
H [Number of water births:
I |Number of mothers requiring sutures:

3 Number of mothers transferred antepartum (for medical reasons):

Number of mothers transferred intrapartum:

Number of mothers transferred postpartum: (medical reasons)

}Number of newborn transfers:

> o0 @ |»

]Number of fetal deaths / stillborn: (midwife delivery only)

B Number of fetal deaths / neonatal: (within seven days of birth)

PR OOePRORY| 1 T

C |Number of maternal deaths: (please submit separate report)

DH-MQA 5011, 06/2017
Rule 64B24-7.014, FA.C. 3




[ SECTION Iil. TRANSFER INFORMATION

(3-A) ANTEPARTUM TRANSFER (Medical Reasons): List each transfer separately. Do not list names. Attach separate

sheet as needed
Planned or 3 5
GA at |Delivery Outcome, if Known
Pele Reason For Transfer Urplshiied :
Transfer Transfer | (NSVD, VAC, Forceps, C/S)

Total Number of Antepartum Transfers from

all sheet (3-A)

-

(3-B) INTRAPARTUM TRANSFERS: List each transfer separately. Do not list names. If needed, attach separate sheets as needed.

MOTHER INFANT
Delivery BIRTH Admitted to NICU? Neonatal
DATE REASON FOR TRANSFER Method Complications? WEIGHT | If yes, reason and # of d Death?

DH-MQA 5011, 06/2017
Rule 64B24-7.014, F.A.C.

Total Intrapartum Transfers from all sheets (3-B) ()




(3-0) MATERNAL POSTPARTUM TRANSFERS: (List each transfer separately. Do not list names.)

Date

Reason For Transfer

# of Days in
Hospital

Outcome/Condition on Discharge

Total Number of Postpartum Transfers from all

sheets (3-C) | O

(3-D) NEWBORN TRANSFERS: (List each transfer separately. Do not list names.)

Date

Reason For Transfer

Birth
Weight

Admission to

APGARS NiCU? Outcome

If yes, # of days

]

Total Newborn Transfers from all sheets(3-D) I : &

| SECTION IV - DEATHS

(4-A) STILLBIRTH (midwife delivered only)

Date

Cause of Death

Before
Labor

DesthWae: Bith | Gestational
During | During | weight Age
Labor | Delivery

DH-MQA 5011, 06/2017

Rule 64B24-7.014, F.A.C.

Total Number of Fetal Death/Stillborn (4-A) @’




(4-B) FETAL DEATH/ NEONATAL DEATH (Deaths within seven days of birth following midwife delivery of a
live infant)

Date Cause of Death Site of Death | Birth Weight | Age at death

Total Number of Fetal/Neonatal Deaths (4-B) _ 9/

(4-C) MATERNAL DEATH (PLEASE SUBMIT A SEPARATE REPORT FOR EACH INCIDENT)

| Number of Reports Attached

Total Number of Maternal Deaths (4-C) ‘9’

| have participated in giving information for the purpose of gathering statistics of
Licensed Midwives in the state of Florida. The information | have given is accurate
and true.

Printed Name: MB’G)&L@V ) LAA

Signature: WL =) AN

Date Signed: 7/415( '} (S

Mail completed forms to:
Florida Department of Health
Council of Licensed Midwifery
4052 Bald Cypress Way, Bin #C-06
Tallahassee, FL 32399-3256

or

Email to:

MQA.Midwifery@FLHealth.gov

DH-MQA 5011, 06/2017
Rule 64B24-7.014, F.A.C. 6



Aug. 22. 2018 10:54AM No.

FLORIDA DEPARTMENT OF HEALTH (DEPARTMENT)
Council of Licensed Midwifery
4052 Bald Cypress Way, Bin #C-06
Tallahasses, FL 32399-3256

MOQA Midwifery@FL Health qov
ANNUAL REPORT OF MIDWIFERY PRACTICE

Report data from July 1 through June 30 of each year. Reports are due no lstsr than July 31.

[SECTION I- PRACTICE INFORMATION ]

Midwife Name:_ LOLAME tq/u?rw\I'\S\’, L 4 License#:_| |3
Practice Name: _ T v¢c GQ— (,-?e*b) it (f,ml;nc,oobcu\

[4}
Address: (010  AvAlau Brve- -
@f{ﬁ_v\&a ; L g 8 W‘]V X
Phone Number;,___Y01 ~25)- 6574 Email: A L& e ¥ y B O
Email addresses are public records. If you do not want your email address released pursuant to a public uest de plot provide an email

address or sand sisctronic mall to the Department and contact the Department by talephone ar in writing.

[ SECTION I, CLIENT CARE SERVIGES FOR THE MIDWIFE (include data for the report year only) |

Section . |Total(s)
number
2 A Total number of initial OB elient visits, Include both ¢lients accepted for care and ,-q
those clients Initially seen but not accepted into your care: S
B [Total number of maternity clients you accepted for care in the reporting period: 54
C [Total number of dellverles you performed during reporting period: Y
Total number of licensed midwlife students assigned to you during the reporting '
D iperiod: ;\)
E |[How many delivered at: Home: [V |Birthing Ctr: /D |Hospitak] © 24
¥ . Twins / ‘
F  Numberofunplanned: Breech:| () Multiples 9] D o
G Number of planned VBAC:  # of primary VBAC: | | v’;:'g"m““e"* | 5
H lNumber of water births: / /
i INumber of mothers requiring sutures: q
3 A humber of mothers transferred antepartum (for medical reasons): é—
B Number of mothers transferred intrapartum: 6‘
- Pumher of mothers transferred postpartum: {(medical reasons) [
D Pdumber of newborn transfers: i)
4 A humber of fetal deaths / stillborn: (midwife delivery only) O
B humber of fetal deaths / neonatal: (within seven days of birth) O
C  Number of maternal deaths: (please submit separate report) =y '

DH-MQA 5011, 06/2017
Rule 64B24-7.014, FAC. 3



Aug. 22. 2018 10:54AM No. 1825 P. 2

[ SECTION lIl. TRANSFER INFORMATION ‘ |
(3-A) ANTEPARTUM TRANSFER {Medical Reasons): u:t e:ch ﬁ;r:::r separately. Do not list names. Attach separate
aneet ag m
Planned or " Outcom
Date | Reason For Transfer 'T-’r';l:‘l:i";e" TgAm?er gl?sh\‘g?vm, so;'e.;':,s'(,"é'}"s")
9/!](1 H’Y/’”f&ﬂﬁ%-f__ e wn glanel 3‘f rnKkndun
Islnl T Romy (F {]IM.M,( A0 ik Ao LN
12l _Breeh plannet 35 ¢/s
s/l Dtinohydramninn wfdecels 02O | urploeok 90| C/s
9-'//}!({ 0 PR om ) &(IA{(S W{)IMMJLK Spon Vo‘a del-

Total Number of Antepartum Transfers from
all sheet {3-A) 5

(3-B) INTRAPARTUM TRANSFERS: Ust each transfer separately. Do not list names. If riseded, attach separate sheets as needed,

DATE | ReasoNFORTRAMSFER  |ocy|  Complcations? |t | MORSIRNETE | o
sl M€ LD [bnr ek |V | N v §#,. No A2
-fO/Jz/h Breeed. é%e N e l#?f Ay N
sl PRow — 2T P V4 |g#d N o
3o AT pecels ] Noe [ 7%, No n[2
3ol BReE it ds| Noe g Y N
3/1{??7’!,5@“,{,[(5(‘0 Al \/7‘4} _Nore, | 7#13 N> NP

Total intrapartutn Transfers from ail sheets (3-B) b

DH-MQA 5011, 668/2017
Rule 64B24-7.014, FA.C. 4










FLORIDA DEPARTMENT OF HEALTH
Council of Licensed Midwifery

ANNUAL REPORT OF MIDWIFERY PRACTICE

Report data from July 1 through June 30 of each year. Reports are due no later than July 31.

[ SECTION I: PRACTICE INFORMATION

Midwife Name: Karen Bove, LM License #: MW115
Practice Name: Karen Bove, LM
Address: 423 Soft Shadow Lane

DeBary, FL 32713

Phone Number: 407-493-3062 Email: karen@ﬂoridahomebirth.com

| SECTION Il. CLIENT CARE SERVICES FOR THE MIDWIFE (include data for the report year only)

Section Total(s)
number
2 A Total number of initial OB clients seen by you (include those accepted into care and 20
nhot accepted into care):
B [Total number of maternity clients you accepted for care in the reporting period: 20
C [Total number of deliveries you performed during reporting period: 14
Total number of licensed midwife students assigned to you during the reporting 0
D [|period:
E How many delivered at: Home: 14 Birthing Ctr: | Hospital: | () 14
’ . Twins /
F  [Number of unplanned:  Breech: |() Multiples 0
. ; ) # of subsequent
G Number of planned VBAC:  # of primary VBAC: |() VBAC: 1 1
H |Number of water births: 4
I |Number of mothers requiring sutures: 3
3 A Number of mothers transferred antepartum (for medical reasons): 2
B Number of mothers transferred intrapartum: 2
c Number of mothers transferred postpartum: (medical reasons) 0
D |Number of newborn transfers: 0
4 A |[Number of fetal deaths / stillborn: (midwife delivery only) 0
B Number of fetal deaths / neonatal: (within 7 days of life) 0
C Number of maternal deaths: (please submit separate report) 0

DH-MQA 5011, 08/2015
Rule 64B24-7.014, F.A.C.




| SECTION Ill. TRANSFER INFORMATION

(3-A) ANTEPARTUM TRANSFER (M edical Reasons): List each transfer separately. Do not list names. Attach separate

sheet as needed

Reason For Transfer

Bfr}giigé GA at |Delivery Outcome, if Known
P Transfer | (NSVD, VAC, Forceps, C/S)

Date
Transfer
12/31 [GDM Y 40 NSVD
7126 Post Dates Y 42 NSVD

Total Number of Antepartum Transfers from 2
all sheet (3-A)

(3-B) INTRAPARTUM TRANSFERS: List each transfer separately. Do not list names. If needed, attach separate sheets as needed.

6/24 |Pain Relief/Dysfunctional LaborNSVD|None

MOTHER INFANT

DATE REASON FOR TRANSFER %ﬂ;‘,"zg Complications? v?éfgﬂ.r it ye::dr':;g:: ::z:lﬂff?d - NS :;zt,;“
04/15|PPROM NSVD|None 7-6 |No No
7-6 |No No

DH-MQA 5011, 08/2015
Rule 64B24-7.014, F.A.C.

Total Intrapartum Transfers from all sheets (3-B)




(3-0) MATERNAL POSTPARTUM TRANSFERS: (List each transfer separately. Do not list names.)
Date Reason For Transfer %ot Days In QOutcome/Condition on Discharge
Hospital 9
Total Number of Postpartum Transfers from all 0
sheets (3-C)

(3-D) NEWBORN TRANSFERS: (List each transfer separately. Do not list names.)

Birth Admission to
Date Reason For Transfer Weight APGARS NICU? Qutcome
eg If yes, # of days

Total Newborn Transfers from all sheets(3-D) 0

[ SECTION IV - DEATHS |

(4-A) STILLBIRTH (midwife delivered only)

Death Was: Birth | Gestational
Date Gallce ofHeath Before | During | During | weight Age

Labor Labor | Delivery

Total Number of Fetal Death/Stillborn (4-A) 0

DH-MQA 5011, 08/2015
Rule 64B24-7.014, F.A.C. 3






FLORIbA DEPARTMENT OF HEALTH
Council of Licensed Midwifery

ANNUAL REPORT OF MIDWIFERY PRACTICE

Report data from July 1 through June 30 of each year. Reports are due no later than July 31.

Migwite Name: ; /s,., License #_/7]WW) /G-
_ wlteny &onvices
13 M aSon _AFt

Dasrdoa LBoach ¥ 33/ /F

Phone Number: c)/% ASHE-SEHO00  Email: MW@@&&V’Z(;' 26

Practice Name:
Address:

Section o Total(s)
number
Total number of initial OB clients seen by you (include those accepted into care and :
not accepted into care): S‘Q
Total number of maternity clients you accepted for care in the reporting period: .{/ 7
Total number of deliveries “you performed during reporting period: q77

Total number of licensed rmidwife students assigned to you during the reporting

period: . 3

How many delivered at: Home: /0 Birthing Cti: / 7 Hospital: O

‘Numberofunpl’anned: Breech: 0 LV:'I';;ILS O

. . . # of subsequent
INumber of planned VBAC: # of primary VBAC: (“) VBAC:

"Number of water births:

"Number of mothers requiring sutures:

Number of mothers transferred antepartum (for medical reasons): /

Number of mothers transierred intrapartum:

uNumber of mothers transfgrred postpartum: (medical reasons)

INumber of newborn transfers:

lNumber of fetal deaths / stillborn: (midwife delivery only)

Number of fetal deaths / neonatal: (within 7 days of life)

QC B M Rx|0

Number of maternal death::: {please submit separate report)

DH-MQA 5011, 08/2015
Rule 64B24t7.014, F.AC. 1




(3-A) ANTE PARTUM TRANSFER (Medical Reasons) List each transfer separately. Do not list names. Attach separate
i sheet as needed -

SCA _
/17 %Jmaﬂ/ﬁ A IA. IWind a beud O#

/1170 _ /7/x o# ’/“*’ decrec //eswx/ US
112820 5172 A Zrddttron

/6 _ ol 15/
Uiz &% Y AL NI A
%ff Mol [discovered in //eqnano/) LDlanntd Vginal

(%A
Grenedie yssueas Bboy” phnnad 2y | Vb gl .

o 6//? é—&fléué 2a L (7)/0% / Y I?lé{go? V"émaﬁ
277 AR ”’(ww&x b It l) glege | 90 | Viooad

Total Number of Antepartum Trifsfers from /g-
: . all sheet (3- A) I

[ T
(3-B) INTRAPARTUM TRANSFERS: vist each transfer separately. Do not list names. If needed, attach separate sheets as needed,

MOTHER

Total Intrapartum Transfers from all sheets.(3-B) S )

DH-MQA 50111, 08/2015
Rule 64B24-7.014, FA.C.




sheet as needed

(3-A) ANTEPARTUM TRANSFER (Medical Reasons): List each transfer : eparately. Do not list names. Attach separate

S
BN\
N

To: al Number of Antepartum Transfers from

all sheet (3-A)

/S

(3-3) INTRAPARTUM TRANSFERS: List cach transfer separately. Do not list nam 2s. If needed, attach separate sheets as needed.

DH-MQA 5011, 08/2015
Rule 64B24-7.014, FAC.

Total Intrapartum Transfers from all sheets (3-B)

AN
\\\ N \\ ™
\\ \\
6pe,ﬁfgh6ﬁ“ :




(3-C) MATERNAL POSTPARTUM TRANSFERS: (List each transfer separately. Do not list names.)

Total Number of Postpartum Transfers from all O
sheets (3-C)

(S-D) NEWBORN TRANSFERS: (List e‘ach transfer separately. Do not list names.)

Total Newborn Transfers from all sheets(3-D) | {

Total Number of Fetal Death/Stiliborn (4-8) | ()

DH-MQA 5011, 08/2015
Rule 64B24-7.014, F.A.C. 3



{4-B) FETAL DEATH/ NEONATAL DEATH (Deaths within seven days of life following midwife delivery of a live
infant)

Total Number oi Fetal/Neonatal Deaths (4-B) /")

(4-C) MATERNAL DEATH (PLEASE SUBMIT A SEPARATE REPORT FOR EACH INCIDENT)

| Number ofl Reports Attached

Total Number of Maternal Deaths (4-C) (D

| have participated in giving information for the purpose of gathering statistics of
Licensed Midwives in the State of Florida. The information | have given is accurate
and true. '

Print Name: Ka vén kp 2 /’7/,0/\/ é //2/7
Signature: / '7( /PWLMZ w
Date: 7 P 5 / /J;/ V

DH-MQA 50111, 08/2015
Rule 64824+7.014, F.A.C. _ 4




Ang.30.2018 10:21 AM 5 Star Training Center 3059495025 PAGE. 1/

FLORIDA DEPARTMENT OF HEALTH (DEPARTMENT)
Counicll of Licerteod Midwifery
4052 Bald Cypress Wey, Bln #C-06
Tallehaeeee, FL 32399-3266
W av

FOTIO
HEALTH ANNUAL REPORT OF MIDWIFERY PRACTICE

Report data from July 1 through June 30 of each yeer, Reports ara due no later than July 31,

{BECTION I PRACTICE INFORMATION

Midwife Neme:_g:@:(_ %fljg. {2 ﬁ;i &:Q ‘ Llcanoo#: MOUK ”7

Prectice Nema:
Addrase:

Phone Number: 1%[0 FBLe - 220 Emell: <L once ‘Qaﬁuo{ﬂ\o:j N

Emall addreaaaa are publlc records. |f you da nat want your amall eddrees released purauant 14 a public recorde requeet do not pravide an amall
address of send electronic mall to tha Departmant and contact tha Daparimant by telephane ar In writing,

BEGTION N, GLIENT CARE SERVICES FOR THE MIDWIFE (Inciuds deta for the report year only) |

Sactlon Total(a)
number _
2 A [Tatal number of Initlal OB cllent vielts, Includa both cllente eccepted for care end @
thoaa cllents Initlelly sean but not eccepted Into your cera:
B [Total number of meternity cllents you ecceptad for care In the raporting perlod: )
C [Total number of dellvarlea you performed during reporting perlod: @
Total number of liceneed midwife etudents essigned to you during the reporting
D [period: @
E [How meny dellveraed et; Home: / Birthing Ctr: | Hospltal: Vi W/ﬂ“
. ' Twins / |

F |Number of unplenned: Breach: Multiplee (_Q
G lNumbar of plenned VBAC:  # of primery VBAC: v’gz?:ubnequont O
H INumbor of weter births: o
I  [Number of mothare requiting sutures: é)

3 A Number of mothare traneferred entapartum (for medical reeaona): 0
g [Number of mothere treneferred Intrapertum: )
c lNumbor of mothers transferred poetpartum: (medicel reaeons) O
D  [Numbsr of newborn trensfere: 0

a A lNu mber of fatel daethe / etlilborn: (midwife dellvary only) :D
B Number of fetal deathe / naonetel: (within eeven deye of birth) D
C [Number of metarnal deaths: (plesaa atbmit eeperete repott) £/

— DH-MGA 5071, 06/2017

Rule 64BR4=7.014, F & 3



Ang.30.2018 10:22 AM 5 Star Training Center

3059495025

PAGE.

4/

[SEGTION Iil. TRANSFER INFORMATION

shoet as neadad

(3-A) ANTEPARTUM TRANSFER (Medlcal Reasona): List osch transfer soparetely. Do not liat names, Attach seperato

Date Reaeon For Trangfer

Planned or
Unplanned
Tranefar

GA at
‘Transfar

Delivary Outcome, If Known
{NSVD, VAC, Forceps, C/&)

LI

T

Total Number of Antepartuim Tranefers from

oll aheet (3-A)

(3-B) INTRAPARTUM TRANSFERS: List sach tranatar seperatsly. Do not llst namas, It needed, attach seperste ahests ae naeded.

HOTHER WEANT
BIRTH Admitted to NICU? Neonatal
PATE REABON POR TRANSFER Debvary Gomplicatione? e | Wy o of deys | Dosth?

.
T

N

OH-MOQA 6011, 08/2017
Rule 64824-7.014, F.A.C.

Total Intrapartum Tranefera from ell sheeta (3-8)

e



Ang.30.2018 10:21 AM 5 Star Training Center

3059495025

PAGE.

(3-G) MATERNAL, POSTPARTUM TRANSFERS: (List aoch transfor aoparatoly. Do not Hat nomes.)

Date

Regaon For Trangfer

W of Days in
Hospitel

Qutcome/Conditian on Discharge

N
/

/ /A

[

[ 1J°
[ 1]

[
l

Total flumber of Postpurtum Tranafars froa all

/ ahoefe {3-C)
. (3-D) NEWBORN TRANSFERS': {List 60oh transfer separntaly. Do nnﬂpnnmoi.j
i Date Raagan For Transfer Bith ARGARS M’lﬁllgl'lo'? © Qutcome
| w.mhl JEyes. P ot daya
| ]
. /¥
y /
/| et
/] { "
/ P
/ [ o/ \
(g =
/ A\
/ A~Tota) Nawborn Transfera from il ahaata(3-0) |—
[GECTION IV - DEATHS |
N
(4-A) STILLBIRTH (midwife dallvared only) ) ] / \
/ | il \ -
Dato WMM / / Boring [\ Buring | Waight Gosiational
lohnr | 1 ahnt | i0alivary
/
/! // \

DH-MQA 5011, 06/2017
Rule 64B24-7.014, F.A.C.

Total Nuttbor of Fetal Death/Stilborn (4-A)

2/



Ang.30.2018 10:21 AM 5 Star Training Center 3059495025 PAGE.

.(" ‘

; (4-B) FETAI. DEATH/ NEONATAL DEATH (Deaths within 50van days of birth following midwite dellvery of e

| llve Infant) — y
| Date Cause of Deafh o Slla of Daath_|. 8irth Welght | Age et deeth
! AN
| A
A A\ A
/NS ]\
/ Totel Number of Fatal/Naonatal Ceaths (4-8)

(4-C) MATERNAL D§A4 H (PLEASE SUBMIT A SEPARATE REPORT FOR EACH INCIDENT)

7z
| Number of Reports/Attached

Total Number of Maternal Oeeths {4-C)

| have participated in giving information for tha purpose of gathering statistics of
Licansad Midwivas in tha stata of Florida. Tha informatlon | hava givan is accurata
. and true,

Printad Name:

(lwﬂou(

. Signature;

Date Signed: (( M ( / g/

Mall compiatad forms to:
Florida Dapartment of Haalth
Council of Licenaed Midwifary
4082 Bald Cypress Way, Bin #C-06
Tallahassea, FL 32399-3256

or

Emall to:

MQOA.Midwifery@FL Health.gov

DH-MQA 5011, 08/2017
Rule 84824-7.014, FAC. 6



























Heidi Dahlborg
Not practicing
Sweden

941726 8203

MW123

midwife@heididahlborg.com

o

o

o o © o



Not applicable

Not applicable



Not applicable

Not applicable

Not applicable



Not applicable

Heidi DAhIborg
H e i d 1 D a h 1l b o r g

July 31 2018



FLORIDA DEPARTMENT OF HEALTH
Council of Licensed Midwifery

ANNUAL REPORT OF MIDWIFERY PRACTICE

Report data from July 1 through June 30 of each year. Reports are due no later than July 31.

|SECTION I: PRACTICE INFORMATION

Midwife Name: J”«\ \/\}K—O/(J’\
Practice Name: (%\‘C%(LQ & MAM

Address:

PO 2427 Tadlde@iCe 1 2225

Phone Number: Z@ H&f&’&g&; ) Email: 5.( “5‘;&2 UJQ‘szM

License #: /V\ \/\) (3 L(/

ot

]

ISECTION i. CLIENT CARE SERVICES FOR THE MIDWIFE (include data for the report year only)
Section Total(s)
number
2 A Total number of initial OB clients seen by you (include those accepted into care and %
not accepted into care):
B [Total number of maternity clients you accepted for care in the reporting period: %
C [Total number of deliveries you performed during reporting period: @
Total number of licensed midwife students assigned to you during the reporting -
D |period: O
E |How many delivered at: Home: & Birthing Ctr: 5 Hospital: ’7
1 y Twins /
F  |[Number of unplanned: Breech: O Multiples O O
" < ; # of subsequent
G |Number of planned VBAC: # of primary VBAC: Q VBAC: O O
H |Number of water births: l/k
I [Number of mothers requiring sutures: {
3 A Number of mothers transferred antepartum (for medical reasons): O
g [Number of mothers transferred intrapartum: O
c Number of mothers transferred postpartum: (medical reasons) O
D |Number of newborn transfers: (/7
4 A |Number of fetal deaths / stiliborn: (midwife delivery only) b

DH-MQA 5011, 08/2015

Rule 64B24-7.014, FA.C. 1



| SECTION Ill. TRANSFER INFORMATION

sheet as needed

(3-A) ANTEPARTUM TRANSFER (Med ical Reasons): List each transfer separately. Do not list names. Attach separate

Planned or 3 p
GA at | Delivery Outcome, if Known
Date Reason For Transfer U{‘gﬁs' “fe'edr Transfer | (NSVD, VAC, Forceps, C/S)

Total Number of Antepartum Transfers from 0

all sheet (3-A)

(3-B) INTRAPARTUM TRANSFERS: List each transfer separately. Do not list names. If needed, attach separate sheets as needed.

MOTHER INFANT
Delivery BIRTH Admitted to NICU? Neonatal
DATE REASON FOR TRANSFER Method Complications? WEIGHT | If yes, reason and # of d Death?

DH-MQA 5011, 08/2015
Rule 64B24-7.014, F.A.C.

Total Intrapartum Transfers from all sheets (3-B) 0
















| SECTION Ili. TRANSFER INFORMATION

sheet as needed

(3-A) ANTEPARTUM TRANSFER (Medical Reasons): List sach transfer eeparately. Do not list names. Attach esparate

Pianned or . .
GA at | Delivary Qutcome, if Known
Dete Reason For Transgfer Unplanned .
Transfer Transfer | (NSVD, VAC, Forceps, C/S)
™~

Total Number of Antepartum Transfers from

all sheet (3-8)| O
(3-B) INTRAPARTUM TRANSFERS: List sach trensfer separataly. Do not list nsmes. If nsedsd, sttach sepsrate sheets as needed.
MOTHER INFANT
: Delivery BIRTH Admitted to NICU? Naocnetal
DATE REASON FOR TRANSFER Sebvary Complications? WEIORT | 1f yos, reson and #.of days | Destits

b

AN

N

AN

Total Intrapartum Transfers from ell sheets (3-B)

DH-MQA 5011, 06/2017
Rule 64B24-7.014, F.AC.




(3-C) MATERNAL POSTPARTUM TRANSFERS: (LIst each transfer separately. Do not list names.)

# of Days in

Date Reason For Transfer Hospital

Outcome/Condition on Discherge

N
Tatal Number of Pastpartum Transfers from all
sheets (3-C) O

(3-D) NEWBORN TRANSFERS: (LIst each transfer separately. Do not list names.)

Birth Admisslon to
Date Reason For Transfer ) APGARS NiCU? Outcome

Weight If yos, # of days
N

™~
~ B
~

N
. A
N
X
=
Total Newborn Transfers from all sheets(3-D) I O
| SECTION IV - DEATHS |
{4-A) STILLBIRTH (midwife delivered oniy)
Death Was: .
Date Ceugaof Death Before | During | During “?e:%hm Ges/t\?;mal
\ Labor | Labor | Delivery
N
Tatal Number of Fetal Death/Stiilbarn (4-A) O

DH-MQA 5011, 06/2017
Rule 64B24-7.014, F.A.C, 5






FLORIDA DEPARTMENT OF HEALTH (DEPARTMENT)
Council of Licensed Midwifery
4052 Bald Cypress Way, Bin #C-06
Tallahassee, FL 32399-3256

MGA. Midwifery@FLHeaith.gov
ANNUAL REPORT OF MIDWIFERY PRACTICE

Report data from July 1 through June 30 of each year. Repotis are due no later than July 31.

{SECTION [: PRACTICE INFORMATION

Midwife Name: DO\NV\ VV\& Ay License #:_ M\ \% "\
Practice Name: Ttuw i\ %\( . Condef o N@O\Qﬁ
Address: 2450 L Yicel g o A e A

NegeS, EC 3411Q
Phone Number: 9’)‘\ S‘i 4 o4O Email: ‘(V‘\QC.NG\\D\CLSQ—C?\VV\A L CON\

Emall addresses are public records. If you do not want your emait address released pursuant fo a public recorg¥ request do not provide an email
address or send electronic mall to the Department and contact the Department by telephane or in writing.

| SECTION II. CLIENT CARE SERVICES FOR THE MIDWIFE (Include data for the report yeer only) |

Section Totai(s)
number
2 A Total number of initiai OB ciient visits. inciude both clients accepted for care and
those clients Inltially seen but not accepted into your care: l \ (S
B [Total number of maternity clients you accepted for care In the reporting period: I\ 3
€ {[Total number of deliveries you performed during reporting period: (AO
Total number of licensed midwife students assigned to you during the reporting ®
D period:
E jHow many delivered at: Home: 0 Birthing Ctr: &Q Hospltal: O
. . Twins /
F |Numberof unplanned: Breech: O Multiples O
] : ; -, | ¥ of subsequent

G [Number of planncd VBAC:  # of primary VBAC: | (O VBAC: Q1O
H |Number of water births: o
| fNumber of mothers requiring sutures: Q

3 A Number of mothers transferred antepartum (for medical reasons): 3_3
B Number of mothers transferred intrapartum: 8
c Number of mothers transferred postpartum: (medicval reasons) O
D |[Number of newborn transfers: |

4 A Number of fetal deaths / stillborn: {(midwife delivery only) O
B Number of fetal deaths / neonatal: (within seven days of hirth) o
C Number of maternel deaths: {please submit separate report) O

DH-MQA 5011, 06/2017
Rule 64B24-7.014, FA.C.




| SECTION Ill. TRANSFER INFORMATION

(3-A) ANTEPARTUM TRANSFER (Medical Reasons): (List each transfer separately. Do not list names. )
P —— Camneq | (GAZ | Delbe Oucene firowy
/02 | breecin 14\ | <A
B/09 | PyT dotes ? 4y | ¢4
Y,A}ﬁ Reeip noes “%M\o\\( Ho onplamned| 25 AV
lo/igs ] breoon P 20 A
W <ay ? ) —
W94 | Pre @cdarpdion ] 3% vavl
2 6\ | S 1% (2 —
{}/}o Vi tng. WMed ? \a uavl
o¥/63| Wreraia P 13 | <A
b/ i P13S [ NwD
007 | e wad % \\ vakl
©%/69| e ede—psica 138 | /S
/08 Preapiinen hore\ot e \Jf‘(‘)\é\nn—k;) 40O NIV
O3/GA Rersdleat UT) P \2 ok
B3| W per deasion Voo stoney | R 3) vn K
34|  RTL \ 2 136 | NWD
GV - ® S | NWD
U /22 Yre echevnpioy Y 33 NA
/20| O AR L5 e 33 UAVC
OY 02 \ariceni FeS ¢ \7) vall
So/Xs Vor e tes, Com PFL % O | NWD
OV Preci phions wavemrrbin  _ |unpena 0 | NS D

Total Number of Antepartum transfers
(3-A)

2




(3-B) INTRAPARTUM TRANSFERS: (List each transfer separately. Do not list names.)

MOTHER INFANT
- Delivery e BIRTH | Admitted to NICU? if yes, | Neonatal
DATE REASON FOR TRANSFER Method Complications? WEIGHT reason, # of days Death?

o | Colonegd ROM | onlhovon ——
q/AS Fere) ey VU NUAOV—N
9/ ?W\OMQL%"‘-%OM' DAoL —
Yo\ | BYR, O Syemr. |95 Noag oAk AN ———| N
Y2\ ?m;xpﬂ&%;% VAo
300 PO\ Steeg AR O s \\QS, un g No

7

3 3 \’/r‘?l \ﬁr -s?-asé;\ C’/S AV A o~
AT Ere, Wrang A1 onMaum No

Total Intrapartum Transfers (3-B) Y-




(3-C)} MATERNAL POSTPARTUM TRANSFERS: (List each transfer scparately. Do not fist names.)

# of Days in

Date Reason For Transfer Hospital

QOutcome/Conditlon on Discharge

e

- T

AVAR YA

[/

N

Total Number of Postpartum Transfers from ail O
sheets (3-C)

(3-D) NEWBORN TRANSFERS: (tst each transfer separately, Do not list names.]

Birth Admission to
Date Reason For Transfer ARGARS NicU? Quicoma

Weight if yos, # of days N

ol &S wrlil i,/bf Mes 20 c)cw\\\ o
Pl
L P
L P

Total Newborn Transfers from all sheets(3-D) l \}
[SECTION IV - DEATHS ]

(4-A} STILLBIRTH (midwife delivered only)

Death Was:
Date Gauge of Death Before | During | Duting

/ / \ Labor | tabor | Delivery
([ /
SN\

Birth | Gestational
Weight Age

Total Number of Fetal Death/Stillborn {4-A}

DH-MQA 5011, 06/2017
Rule 64B24-7.014, F.A.C. 5




live infant)

(4-B) FETAL DEATH/ NEONATAL DEATH (Deaths within seven days of birth following midwife delivery of a

Date Cause of Death

Slte of Death | Birth Weight | Age at death

AN
T Total Number of Fetal/Neonatal Deaths (4-B)

’ (4-C) MATERNAIL DEATH (PLLEASE SUBMIT A /SERARATE REPORT FOR EACH INCIDENT)
e

[ 7 ]
I Number of Reports Attached ( / /
N

Total Numbher of Maternal Deaths (4-C)

| have participated in giving information for the purpose of gathering statistics of
Licensed Midwives in the state of Florida. The information | have given is accurate

and true.

Printed Name: Dewon \{V\L\\Kf_

Signature: %

I
Date Signed: Q‘\’/ \ \,/ \ D

Mall completed forms to:
Florida Department of Health
Councll of Licensed Midwifery
4052 Bald Cypress Way, Bin #C-06
Tallahassee, FL. 32399-3256

or

Email to:

MQA Midwifery@FL Health.qov

DH-MQA 5011, 06/2017
Rule 64B24-7.014, FA.C.



FLORIDA DEPARTMENT OF HEALTH (DEPARTMENT)
Council of Licensed Midwifery Da.

4052 Bald Cypress Way, Bin #C-06 Wik
o Tallahassee, FL 32399-3256 “Ra-.
o a 3 QA. V@ a YA
; !OT’ ct MQA.Midwifery@FLHealth.gov .- .
' ' “IV/y
HEALTH ANNUAL REPORT OF MIDWIFERY PRACTICE 0

Report data from July 1 through June 30 of each year. Reports are due no later than July 31’\,‘%\»

[SECTION I: PRACTICE INFORMATION |

Midwife Name: SYX_GLPQH A Ml Bﬁ'\b\)\} N License#:_| £ O
Practice Name: _X1CH Y WOE |\ ne <5 CEAf\NLfL
Address: (o07] .. u/ui\/l%i‘t\{.@ﬁ_;
GAawnesu e, L 32011
Phone Number: o\‘Blo 494 -4 74D Emait: Senwn Rali

Email addresses are public records. If you do not want your email address released pursuant to a public recotds o not prowde an emall
address or send electronic mail to the Department and contact the Department by telephone or in writing.

| SECTION II. CLIENT CARE SERVICES FOR THE MIDWIFE (include data for the report year only) |

Section Total(s)
number

2 A

Total number of initial OB client visits. Include both clients accepted for care and
those clients initially seen but not accepted into your care:

B [Total number of maternity clients you accepted for care in the reporting period:

C [Total number of deliveries you performed during reporting period:

Total number of licensed midwife students assigned to you during the reporting
period:

How many delivered at: Home: () |Birthing Ctr: 5 Hospital:| ™)

lNumber of planned VBAC:Q # of primary VBAC: O vféoAfcs-ubsequent

O — Ny

D
E
F lNumborofunplannod: Breech: O Twins / 6
G
H

(]

]Number of water births:

I lvNumbor of mothers requiring sutures:

Fmbor of mothers transferred antepartum (for medical reasons):

Plumber of mothers transferred intrapartum:

INumbor of mothers transferred postpartum: (medical reasons)

hlumber of newborn transfers:
bumber of fetal deaths / stillborn: (midwife delivery only)

Flumber of fetal deaths / neonatal: (within seven days of birth)

Cc Pumbor of maternal deaths: (please submit separate report)
DH-MQA 5011, 06/2017

Rula RAR24 7N14A EA N 2



















[ SECTION lil. TRANSFER INFORMATION

shest as needed

{3-A) ANTEPARTUM TRANSFER (Medical Reasons): List each transfer separately. Do not list names. Attsch separate

Planned or

Duts Regson For Trangfer Unplanned sonet &dsv";”&m""g‘“s)
io/3)2] cholestmsis planned | 3F | NSVD
B unplannel |4l | c~echon

Jig [acenfe mm/m, plennel |39 |c -secfion~
éﬁﬂs’ lgcuﬂ‘zzf ‘hnu/(a« ',p[guhd- 38 |c-sectin~

Total Number of Antspartum Transfers from

all shoet (3-A) 4‘

(3-B) INTRAPARTUM TRANSFERS: List each transfer separately. Do not list nsmes. If needed, attach separate shests &3 needed.

| oonronrern || comument |G| g o T
Y%slp /ét//wt 7‘0/)07;'65 ASVD No ‘71{37. NO
Wl failure o proguess |6fS /O 2yl  NO
STl | PROM:- ﬁJMm%g vy Mo 5o | A
Tostfl fauslure %om s10 A Y | NO

DH-MQA 5011, 08/2017
Rule 64B24-7.014, FA.C.

Total Intrapartum Transfers from all shests (3-B) ft




{3-C) MATERNAL POSTPARTUM TRANSFERS: (List sach transfer separately. Do not (st names.)

Date Regson For Frangfer # g’%’“ Outcoma/Condition on Discharge

Total Number of Postpartum Transfers from ail
sheets (3.¢) | O

(3-D) NEWBORN TRANSFERS: (List cach transtar separately. Do not list names.)

Birth Admission to

Dats Reasen For Tranafer Weight APGARS m'q.:'? Outcome

A

L P

L P

/
A

|~ P

=
-

L~ P

~Total Newbom Transtors from all sheets(3-) | ()

[ SECTION IV - DEATHS ]

(4-A) STILLBIRTH (midwife detivarad only)

Death Was:

Date Cauge of Daath Before | During | During
Labor | Laber | Delivery Weight it

Total Number of Fetal Deatih/Stilibom (4-A) 0

DH-MQA 5011, 068/2017
Rule 84B24-7.014, F.A.C. 5






Anne Hirsch MW195
Rosemary Birthing Home

800 Central Ave. Sarasota, Florida 34236

941-330-9966 anne@rosemarybirthing.com

14 20

51
51
34

34

18
12



11/28/17 Elevated BP, +Protein, R/O PreEclampsia

9/4/17 Suspected cholestasis
9/29/17 Elevated BP
12/21/17  Breech Presentation
3/29/18 S<D

6/21/18 FTP 1st stage PRIMIP

7/13/17 PROM, FTP 1ST stage, primip
7/27/17 PROM >18 hrs without established labor pattern
10/28/17 Fetal tachycardia Primip

11/19/17  FTP 1st stage PRIMIP

12/20/17 FTP 1st stage PRIMIP

10/28/17 FTP 1st stage, PROM>12 hrs Primip

NSVD

NSVD

NSVD

C/S

NSVD

C/s

C/S

Unplanned
Unplanned
Unplanned
Planned
Unplanned
2 days in hospital 3997
Episiotomy, vacuum extraction = 3231.8
Episiotomy 3373.5
2 days in hospital Unknown
Manual removal of placenta, blood transfusion Unknown
2 days in hospital 3799
GBS Neonatal Pneumonia 4110.6

38.1
39.3

375
37.5

No, 0

No, 0

No, 0

No, 0

No, 0

No, 0

Yes, 7

NSVD

NSVD 2ND DEGREE LAC, EPIDURAL

NSVD PreEclampsiaDX at hospital

C/S

C/S 4LB90Z Failed induction

No

No

No

No

No

No

No



5/24/18 4th degree laceration repair
9/13/117 Hemorrhage, 3rd degree laceration

2/19/18 Intermittent tachypne

1/23/18  Thick mec, dusky appearance

3657 89
3374 77

<1

Yes, 3

No

Laceration repaired DC to home

General anesthesia, repair of cervical and vaginal laceration

Eval revealed congenital/structural throat anomaly

Eval in ER all WNL signed out AMA same day



Anne Hirsch

7/16/18



FLORIDA DEPARTMENT OF HEALTH (DEPARTMENT)
Council of Licensed Midwifery

4052 Bald Cypress Way, Bin #C-06 ~aTEOPATHIC UNIT
Tallahassee, FL 32398-3256 OS1EV
MQA.Midwifery@FLHealth.gov 2 201K
' b |UL /| 3 :_0*‘—
HEALTH ANNUAL REPORT OF MIDWIFERY PRACTICE

Report data from July 1 through June 30 of each year. Reports are due no later than July 31. 2 E‘C;E\\-‘ ED

{SECTION i: PRACTICE INFORMATION |

Midwife Name: Rebecca Finklea, CPM, LM License #: MW 144

Practice Name: Precious Blessings Midwife Care, In Due Season Pregnancy Wellness & Birth Center, Sweet Child o Mine, LLC

Address: 3102 Gloria Avenue, Plant City, Florida 33563-2801

Phone Number: 813/451-4093 Email: precblessmw@gmail.com
Email addresses are public records. If you do not want your email address released pursuant to a public records request do not provide an email
address or send electronic mail to the Department and contact the Department by telephone or in writing.

| SECTION ll, CLIENT CARE SERVICES FOR THE MIDWIFE (include data for the report year only) |

Section Total(s)
number
- A Total number of initial OB client visits. Include both clients accepted for care and
those clients Initially seen but not accepted into your care: 56
B [Total number of maternity clients you accepted for care in the reporting period: 56
C [Total number of deliveries you performed during reporting period: 59
Total number of licensed midwife students assigned to you during the reporting
D |period: 2
E lHow many delivered at: Home: 23 Birthing Ctr: 36 Hospital: 0
. s Twins /

F }Number of unplanned: Breech: 6 Multiples 0
G INumber ofplanned VBAC:  #of primary VBAC: | , | ®of subsequent |
H INumber of water births: 33
I ]Number of mothers requiring sutures: 15

3 A {Number of mothers transferred antepartum (for medical reasons): 4,,3'
B INumber of mothers transferred intrapartum: &7
o INumber of mothers transferred postpartum: (medical reasons) 0
D humber of newborn transfers: 3

4 A ]Number of fetal deaths / stillborn: (midwife delivery only) b
= }Numbor of fetal deaths / neonatal: (within seven days of birth) ¥ 0
C lNumber of maternal deaths: (please submit separate report) 0

DH-MQA 5011, 06/2017
Rule 64B24-7.014, FA.C. 3



N W/ L L//

(3-C) MATERNAL POSTPARTUM TRANSFERS: (List each transfer separately. Do not list names.)

Date

Reason For Transfer

# of Days in
Hospital

Outcome/Condition on Discharge

Total Number of Postpartum Transfers from all

sheets (3-C) 0
(3-D) NEWBORN TRANSFERS: (List each transfer separately. Do not list names.)
Birth Admission fo
Date Reasen For Transfer Weight APGARS NICU? Outcome
If yes, # of daya

2-5-18 Respiratory distress Hicz 7/19_A Yes, 2 weeks Diaphragmatic hemia, repaired, healthy
4-19-18 Respiratory Distress HI0c 4/7’/ yes, 2days | Monitoring, labs, healthy
5/20/18| Respiratory distress 86 oz 4} A No TTN, observe, d/c home prior to 24 hrs

[

/

= o

L~ =

= 5

A
/Toul Newborn Transfers from all sheets(3-D) |
[ SECTION IV - DEATHS |
(4-A) STILLBIRTH (midwife delivered only)
Birth | Gestational
Date Cause of Death Before | During | During | weight Age
Labor | Labor | Delivery
Total Number of Fetal Death/Stillborn (4-A) 0

DH-MQA 5011, 06/2017
Rule 64B24-7.014, FA.C.




Mwl Y

[ SECTION Jll. TRANSFER INFORMATION

(3-A) ANTEPARTUM TRANSFER (Medical Reasons): List each transfer separately. Do not list names. Attach separate

sheet as needed
Planned or
GA at | Delivery Outcome, if Known
Date Reason For Fransfer w Transfer [ (NSVD, VAC, Forceps, C/S)
5/12/18 IUGR Planned 38 NSVD
12-26-17 MAB - Miso induction Planned 5 SAB

5

Total Number of Antepartum Transfers from -
all sheet (3-A)| 22X |
(3-B) INTRAPARTUM TRANSFERS: List each transfer separately. Do not list names. If needed, attach separate sheets as needed.
MOTHER INFANT
DATE REASON FOR TRANSFER . Complications? E Ut m“'m :l:wdm m
\a 9—27-1ﬁ Placenta Abruption (# Al Whe= | NSVD No 5#50z| Yes, preterm, 3 days N
11-6-17{ PROM NSVD No 6# 40z No N
11-22-17 PROM, MSAF NSVD No 6# 2 oz No N
12-20-2017  Preterm, 36 wga NSVD No 7# 14 oz No N
2-14-18 | Fetal Demise , Listeriosis Infection NSVD No 7#12 0z No fetal death
3-31-18 PROM cs No T#8 o0z No N
5-7-18 Heavy MSAF w/SROM cs chorioamnionitis, PP wound dehiscence| 74 4 oz Yes, low APGAR, 3 day N
526-18 | Amest of dilation, postdates NSVD No 9#3 0z N N

DH-MQA 5011, 06/2017
Rule 64B24-7.014, FAC.

TohllnbaparhanmﬁuhomdlM(a-B)' .4 g



















FLORIDA DEPARTMENT OF HEALTH (DEPARTMENT)
Council of Licensed Midwifery
4052 Bald Cypress Way, Bin #C-06
Tallahassee, FL 32399-3256 A
MQA Midwifery@FLHealth.gov 21 E0PAT

Report data from July 1 through June 30 of each year. Reports are due no later than July 31.

ANNUAL REPORT OF MIDWIFERY PRACTICE UL 80 7nis

|SECTION I: PRACTICE INFORMATION

Midwife Name:__c ,DU/J A/ 4 /64 iy M License#: /N L /¥ 7]
Practice Name: 7\/) () # /63 Qs /
Address: 99 .0 /

e [ro5e. /:/ R

PhoneNumber:____ 3 7 2-Af/ 2 3 mail: [ £ D ) 00, C 27
Email addresses are public records. If you do not want your emdil address released pursuant to a public recordg request dg’ not provade an email

address or send electronic mail to the Department and contact the Department by telephone or in writing.

T clidrosd See chends TArs pPerwd

| SECTION II, CLIENT CARE SERVICES FOR THE MIDWIFE (include data for the report year only)

|

Section Total(s)
number
5 A Total number of initial OB client visits. Include both clients accepted for care and
those clients initially seen but not accepted into your care: 0
B [Total number of maternity clients you accepted for care in the reporting period: O
C ([Total number of deliveries you performed during reporting period: 0
Total number of licensed midwife students assigned to you during the reporting
D |period: (/7
i : : \ | Birthi : ] ital:
E [How many delivered at: Home [ ) Birthing Ctr C\) Hospital O O
" . Twins /
F |Number of unplanned:  Breech: / Multiples C O
. . 2 # of subsequent .
G [Number of planned VBAC: # of primary VBAC: VBAC: O
H ‘Number of water births: O
i lNumber of mothers requiring sutures: /)
3 A Number of mothers transferred antepartum (for medical reasons): O
g [Number of mothers transferred intrapartum: O
c |Number of mothers transferred postpartum: (medical reasons) O
D humber of newborn transfers: O
sl A lNumber of fetal deaths / stillborn: (midwife delivery only) )
= INumber of fetal deaths / neonatal: (within seven days of birth) O
C ‘Number of maternal deaths: (please submit separate report) 0

DH-MQA 5011, 06/2017
Rule 64B24-7.014, FA.C. 3













FLORIDA DEPARTMENT OF HEALTH (DEPARTMENT) TEOPATHIC UNIT
Council of Licensed Midwifery
4052 Bald Cypress Way, Bin #C-06 THl

Tallahassee, FL 32399-3256
Fl Or l a a MQA Midwifery@FLHealth.gov
RECEIVE
HEALTH ANNUAL REPORT OF MIDWIFERY PRACTICE o

Report data from July 1 through June 30 of each year. Reports are due no later than July 31.

|SECTION I: PRACTICE INFORMATION

Midwife Name:_Tammy Dieffenbach License #: MW152
Practice Name: ABUNDANT LIFE BIRTH CENTER, LLC

Address: 611 SW Federal Hwy., STE M, Stuart Florida 34994

Phone Number: 772-200-4277 Email: tammy@thealbc.com

Email addresses are public records. If you do not want your email address released pursuant to a public records request do not provide an email
address or send electronic mail to the Department and contact the Department by telephone or in writing.

| SECTION II. CLIENT CARE SERVICES FOR THE MIDWIFE (include data for the report year only) |

Section Total(s)
number
2 A Total number of initial OB client visits. Include both clients accepted for care and
those clients initially seen but not accepted into your care: 10
B [Total number of maternity clients you accepted for care in the reporting period: 10
C [Total number of deliveries you performed during reporting period: 7
Total number of licensed midwife students assigned to you during the reporting
D |period: 2
E |How many delivered at: Home: 5 Birthing Ctr: 2 Hospital: 0 7
4 x Twins /
F |Number of unplanned: Breech: 0 |Multiples 0 0
G |Number of planned VBAC:  # of primary VBAC: 0 vaé:?;ubsequent 0 0
H  Number of water births: 2
| INumbor of mothers requiring sutures: 2
3 A lNumber of mothers transferred antepartum (for medical reasons): 1
B lNumber of mothers transferred intrapartum: 0
c %umber of mothers transferred postpartum: (medical reasons) 0
D lNumber of newborn transfers: 0
4 A lNumber of fetal deaths / stillborn: (midwife delivery only) 0
= lNumber of fetal deaths / neonatal: (within seven days of birth) 0
Cc INumber of maternal deaths: (please submit separate report) 0
DH-MQA 5011, 06/2017

Rule 64B24-7.014, FAC. 3

























































FLORIDA DEPARTMENT OF HEALTH
Councii of Licensed Midwifery

ANNUAL REPORT OF MIDWIFERY PRACTICE

Report data from July 1 through June 30 of each year. Reports are due no later than July 31.

[ SECTiON

I: PRACTICE iINFORMATION

Midwife Name: Miriam M Maldonado License #:MW 165
Practice Name: Childbirth Option-Miami

Address:

Miami FL 33255

Miami FL 33255

Phone Number: (786) 234-9056 Emali: MMmidwife@gmail.com

IﬁCTION Il. CLIENT CARE SERVICES FOR THE MIDWIFE (Inciude data for the report year only)

Section Total(s)
number
2 A Total number of Initlal OB clients seen by you (include those accepted Into care and 40
not accepted into care):
B [Total number of maternity cilents you accepted for care in the reporting period: 40
C [Total number of dellveries you performed during reporting period: 16
Totai number of licensed midwife students assigned to you during the reporting
D |period:
E [How many deiivered at: Home: 16 BirthingCtr: |0 Hosplitai: |0 16
. . Twins /

F Numberof unpianned:  Breech: () [y inoles 0 0
G Number of planned VBAC:  # of primary VBAC: |1 | of subsequent |y 1
H ENumbor of water births: 13
i INumber of mothers requiring sutures: 2

3 A lNumber of mothers transferred antepartum (for medicai reasons): 4
8 iNumber of mothers transferred Intrapartum: 2
c lNumber of mothers transferred postpartum: (medlcal reasons) 1
D INumber of newborn transfers: 1

4 A INumber of fetal deaths / stillborn: (midwife dellvery only) 0
B INumber of fetal deaths / neonatai: (within 7 days of life) O
Cc INumber of maternal deaths: (please submit separate report) 0

DH-MQA 5011, 08/2015

Rute 64B24-7.014, F.A.C. 1




[ SECTION iil. TRANSFER INFORMATION

(3-A) ANTEPARTUM TRANSFER (Medical Reasons): uist cach transfor separatoly. Do not llst names. Attach separato

shoot as necdod
ato Reason For Transter Unplrned |1 SAS Pt Oome ko
08/20117 |Maternal Hypertension PIH Unplanned|35 |NSVD
11/8/17 |Breech Presentation Early labor Unplanned {37 Cis
12/13/17 | Preterm Labor, PROM, Breech Unplanned |33 NSVD
01/04/18 | Complete Placenta Previa Unplanned |28 Cis

Total Number of Antapartum Transfers from 4
all sheet (3-A)
(3-B) INTRAPARTUM TRANSFERS: List aach transfor soparately. Do not list namos. if needed, attach saparate shoats as noeded.
MOTHER INFANT
DATE REASON FOR TRANSFER ',?"'::"3 Complications? Bl . mA.dmm: ::' ;lfgf?daw u;:::‘?
wnz? [Failure to Progress NsSvD [None Yes, 10 days 0
wnane |Failure to Progress  |C/S |None No 0
2

DH-MQA 5011, 08/2015
Rule 64B24-7.014, FA.C.

Total Intrapartum Transfers from all shests (3-B)




(3-C) MATERNAL POSTPARTUM TRANSFERS: (List each transfer separatoly. Do not list names.)

Date Resson For Transfer #f_,'m";ﬁ'" Outcome/Candition on Discharge
10/01/17 |Retained Placenta 4 Good Recovery
Total Number of Postpartum Transfers from all 1
sheets (3-C)
(3-D) NEWBORN TRANSFERS: (List cach transfer separatoly. Do not list names.)
Date Reason For Transfer Birth APGARS NICU? w Qutcome
Weight Hyes, # of daya
ozians | Jaundice 6pd80z|9_~10|Yes,5 |[Good recovery

Total Newborn Transfers from all sheets(3-D) [

[ SECTION IV - DEATHS

(4-A) STILLBIRTH (midwife delivered only)

DH-MQA 5011, 08/2015
Rule 64B24-7.014, F.A.C.

Death Was:
— Birth | Gestational
Date Cause of Death Before | During | During | wWeight Age
Labor | Labor | Delivery
Total Number of Fetat Death/Stillborn (4-A) 0































FLORIDA DEPARTMENT OF HEALTH (DEPARTMENT)
Council of Licensed Midwifery

4052 Bald Cypress Way, Bin #C-06 'STEOPATH]

R Tallahassee, FL 32399-3256
MQA. Midwife FLHealth.gov

=OoriIQa
HEALTH ANNUAL REPORT OF MIDWIFERY PRACTICE

Report data from July 1 through June 30 of each year. Reports are due no later than July 31.

= o wd AT o
L f_"l Vi

|SECTION I: PRACTICE INFORMATION

Midwife Name: [\ L2[(SSA. Cenovd - MeparD License#_ | .S

Practice Name: _( -C\2lola te. B N

Address: _1S7. S Pd&'PLAﬂL-\—G// Beacin Dy

lawland T 320S

Phone Number: $93- (o8- 2229 Email:_ C-AdaalelorHellve -Covin

Email addresses are public records. If you do not want your email address released pursuant to a public records request do not provide an email

address or send electronic mail to the Department and contact the Department by telephone or in writing.

| SECTION Il CLIENT CARE SERVICES FOR THE MIDWIFE (include data for the report year only)

l

Section Total(s)
number
2 A Total number of initial OB client visits. Include both clients accepted for care and L(
those clients initially seen but not accepted into your care: ®)
B Total number of maternity clients you accepted for care in the reporting period: \35

C [Total number of deliveries you performed during reporting period:

2

Total number of licensed midwife students assigned to you during the reporting

B lNumber of fetal deaths / neonatal: (within seven days of birth)

Cc lNumber of maternal deaths: (please submit separate report)

DH-MQA 5011, 06/2017
Rule 64B24-7.014, FA.C. 3

D |period: 5
E |How many delivered at: Home: \J\ Birthing Ctr: ’2,6] Hospital: 05 32
F INumber of unplanned: Breech: Qé qu::falles (é @
G |Number of planned VBAC:  # of primary VBAC: | (1§ v’;:fcs:“bseq"e“t ) z
H lNumber of water births: : L,L
I TNumber of mothers requiring sutures: Ol
3 A TNumbt&r of mothers transferred antepartum (for medical reasons): 5
B Number of mothers transferred intrapartum: X
c Number of mothers transferred postpartum: (medical reasons) Qj
D INumber of newborn transfers: @
4 A Pﬂumber of fetal deaths / stillborn: (midwife delivery only) ¢
D
z




| SECTION lil. TRANSFER INFORMATION

(3-A) ANTEPARTUM TRANSFER (Medical Reasons): List each transfer separately. Do not list names. Attach separate

Date Reason For Transfer ;E%ﬁ:g TgAnszr &esllrl%ryvOAuéco;n;mr;sK?&wns)
Ale TUGE- Unplannad| 3€ | MSVD

14 Chasiasis Unglaradd] 37 | nSUD

(23 LA Unplanud| (| ¢S

Total Number of Antepartum Transfers from

all sheet (3-A)

5

(3-B) INTRAPARTUM TRANSFERS: List each transfer separately. Do not list names. If needed, attach separate sheets as needed.

DATE | REASONFORTRANSFER  |ii%¥|  Complications? | wmClt | it es, reason and#of days | Death?
Ao| FTP W Ponn NSV & 15 N (A o
Wn| Pt w(@onn ld]$ & Sal N (A &
2y FPTP W o ]S @ N A 0,
g el Dishess ]S ) Ul | yo Tdoqs | F
Ug| PTP w/ o MW o KF (e g
2Uz| Tre VoD O N A &
2021 | Tk Maconium MO | 8 e 5
dle| FPPonn M| & NI

DH-MQA 5011, 06/2017
Rule 64B24-7.014, F.A.C.

Total Intrapartum Transfers from all sheets (3-B),




(3-C) MATERNAL POSTPARTUM TRANSFERS: (List each transfer separately. Do not list names.)

Date Reason For Transfer # :'fogggli" Outcome/Condition on Discharge

| (?( /
pIY
/
=

Total Number of Postpartum Transfers from all
sheets (3-C) O

(3-D) NEWBORN TRANSFERS: (List each transfer separately. Do not list names.)

Birth Admission to
Date Reasen For Transfer Weight APGARS NICU? Outcome
g If yes, # of days
]
]
\‘X Pl =
A A
A / P
/ /

Total Newborn Transfers from all sheets(3-D) ! Q

[ SECTION IV - DEATHS |

(4-A) STILLBIRTH (midwife delivered only)

Death Was: .
Birth Gestational
Date Cause of Death Before | During | During | weight Ageona

Labor | Labor | Delivery
L
s
v

4

Total Number of Fetal Death/Stillborn (4-A) O

DH-MQA 5011, 06/2017
Rule 64B24-7.014, F.A.C. 5



(4-B) FETAL DEATH/ NEONATAL DEATH (Deaths within seven days of birth following midwife delivery of a
live infant)

Date Cause of Death Site of Death | Birth Weight | Age at death

D¢

N
A
4

g
Total Number of Fetal/Neonatal Deaths (4-B) ¢

{4-C) MATERNAL DEATH (PLEASE SUBMIT A SEPARATE REPORT FOR EACH INCIDENT)

I Number of Reports Attached

Total Number of Maternal Deaths {4-C)

T

| have participated in giving information for the purpose of gathering statistics of
Licensed Midwives in the state of Florida. The information | have given is accurate
and true.

Printed Name: mejfiﬁ Conord -MQMM; htd (9

Signature: _ '\t 00 L C o mMOiiipe, ) ullyZe) F BCLL.
Date Signed: 07 /50l 20(8

Mail completed forms to:
Florida Department of Health
Council of Licensed Midwifery
4052 Bald Cypress Way, Bin #C-06
Tallahassee, FL. 32399-3256

or

Email to:

MQA Midwifery@FLHealth.gov

DH-MQA 5011, 06/2017
Rule 64B24-7.014, FA.C. 6















FLORIDA DEPARTMENT OF HEALTH
Council of Licensed Midwifery

ANNUAL REPORT OF MIDWIFERY PRACTICE

| SECTION ¥: PRACTICE INFORMATION E -

e Ld ..... \l a____‘\_)\ ....... S_w,‘_\‘\___;;!s: ‘\/\\A[ l‘:} %
:ractice :lame; 1}6:91 : rs—_e:f; L #

Address: " (.a& F - (o [\\’ e
Phone Number: _%ED’ 17/('{" aara quail: ' b] f\\/t\ C,O‘i aﬁ € Q ﬂa@ Cam

[ SECTION Ii. CLIENT GARE SERVICES FOR I_iig__mn_wgf_g;(in‘cmde,.uataffci‘r.ﬁ_thé;-rép-drt. yearonly) T ]
“Section Total(s)
_humber . 2y
2 ents seen by you (include those accepted into care and D
o in the reporting period: 3 D

rmed during reporting period ‘l
otal number of licensed midwife students assigned to you during the reporting .
D |period: 3
2 IOW many deliverad of: Homa: 16 '?‘.T_‘l‘i[’.ﬂf‘_’_i]r& S |Hospital:| 7 H
F Number of unplanned: Breech: O Ol O

-——-._L_——._J—

; y 3 # of subsequent .
G riumber of planned VBAC: # of primary V?_AC-T BAC: O

@)
| M Nomborolwaterbitie: 2 Hﬂ
I [Number of mothers requiring sutures { 14
3 A N:r;);; mgthers tran_sferred antepartur:(for medical reasons): ZZ _I
A B Number of mothers transferred intrapartum: \ %
= e g

c LNumber of mothers transferred postpartum: (medical reasons)

B

Number of newborn transfers:

R ! ——

umber of fetal deaths / stillborn: (midwife delivery only) 7

00

|
SRS

B Number of fetal deaths / neonatal: (within 7 days of life)

- e ——— e et e e Wy et e

C  INumber of maternal deaths: (please submit separate report) § 2

DH-MQA 5011. 08/2015
Rule 64B24.7.014. F A |



[ SECTION Jil. TRANSFER INFORMATION

B,eltvery autcems, H’Known
ler | (NSVD, VAC, Foroeps, G/S)
\ ASVD
A YD AESVYD
377«(71,? seec i u ¥ G il | :
.f’.‘fd MO0 N MK

s :PPce (\:C\e,\ wﬁ»& (f ggl LN,

11 . .~ . ( NSV Y
]61 v A 1261 NSvo
Y3z~ P - RowA ) _ 0 35 | K
'.'_:‘/JM o ?6*0{3 \beveiogmme _(& &V NSVYD
Hal g CAN T 23| UNK
Ml Yil L U 1261 NSYD

Total Number of Antepartum T;Ia'n:':zz (f;o‘r‘r; ..... "'"'T_—

{(3-—8) INTRAPARTUM TRANSFERS: List each transfer separately. Do not list names. If needed, attach separate sheets as needed.

DH-MQA 5011, 08/2015
Rule 64B24-7.014, F A.C.

'_‘:"‘TE_. Rz-Asoﬁ on ANSFER o mm s C°“'P'icsﬂon37 | 1&?@% T R Al v _»]
g P - \ No UNK N o N ﬂl
VA ? ROM \/ No 7/4 No N
Ves)] % “lronsvecse g Ng 7/to Neg N
Shlg T \ No  Jum No NS
A hg  TTP-\ \ No et WD AL
oehe  Mesorian Y1 Ney ] YNk N
3ldhs 10— Ay No 4/3 VN N
2 P N 2 S RV Al
'\'/4—\ Jia <P = Ua \'—OOD\Jﬂ 5 o
Yola e UNK|_ N N UMK N
101% 2 {V\CCOf\m(‘f\ VIV UNK_ UNV UNK N
Chllx Fedol Ddes [V N Al e N
Total Intrapartum Transfers from all sheets (3-B) ' |



RV

[ SECTION 1li. TRANSFER INFORMATION ~~ i

l (3-A) ANTEPARTUM TRANSFER {(Medical Reasons) List each transfar separately. Do not list names. Attach separate ]

Date g Reason For ‘lransfer uig sy ’ :

Tislig (Pyce Qh 35 .

*125)) /Pweec)n (A (57 c\s

‘3[ aR: ’?’,\? L TS UK

Al % V- YoM I T Y

“f, g /?cen | W 301 Unk

10\ oM (A D3 INSYY - RNAC)

Ashg P" A . 1861 nmes

Slalig  YeXal emise A 139 ] NSVS- i
514 G LL-— e UNK

Clzi ]y Lo BYY - O \\%ﬁ*&nun ok 40 NSvD

‘Total Number of Antepartum Transfers from

all sheet (3-A) | &

(3 B) 'NTRAPARTUM TRANSFERS List each transfer separately. Do not iist 8. If

d, attach separate sheets as nesded.

MOTHER ‘ INFANT ]
AT B o & R WER SN e pr-movn _Admitted to NICU? | Neonatal
DATE REASON FOR TRANSFER Method , Complfc?:t_'ozn??__: [ WEIGHT |t yos, reason and # of days Death?

NJo

e/

No

~€TB£ '

bl TN UNY UNCL UMK N
n[ﬁ’ 8- Y NV i/n UK N
Yo HTN V o %/a o N
Tln B Y I N e LN N
Jof  FTP A LY No o N N

DH-MQA 5011, 08/2015
Rule 64B24-7.014, F A.C,

\ %

Total Intrapartum Transfers from all sheets (3-B)




CINRVEVEY)

(3-0) MATERNAL POSTPARTUM TRANSFERS: (List each transfer separately. Do not list names.)

P13 H%Ocr\f\ag\}e ] g shabl,

Total Number of Postpartum Transfers from all
sheets (3-C)

(3-D) NEWBORN TRANSFERS: {List each transfer separately. Do not list names.)

Py T T TFem s
L Remanor el g [ SPOAE
% il
ST

e
.//
,/""’4-
Total Newborn Transfers from all sheets(3-D)

| SECTION ]V - DEATHS

(4-A) STILLBIRTH (midwife delivered only)

Total Number of Fetal Death/Stillborn (4-A)

DH-MQA 5011, 08/2015
Rule 64824-7 014, F A.C.



AsAAVAAE NS R A LA

(S RVAVES]

(4-B) FETAL DEATH/ NEONATAL DEATH (Deaths within seven days of life following midwife delivery of a live
infant)

DBl o e e Gapse of Deathy e e T Sie of Death. | ‘Birth Weight | “Age atideath’!

Total Number of Fetal/Neonatal Deaths (4-B)

} (4-C) MATERNAL DEATH (PLEASE SUBMIT A SEPARATE REPORT FOR EACH INCIDENT)

I 1 Number of Reports Attached

Total Number of Maternal Deaths (4-C})

| have participated in giving information for the purpose of gathering statistics of
Licensed Midwives in the State of Florida. The information | have given is accurate
i and true.

Print Name: LCN\Q r\\\/\ gwlg\\e,r L—M
Signature: /%QA\}\%A 2 /(M&
Date: @% \(\(Q) Q e

DH-MQA 5011, 08/2015
Rule 64B24-7.014, F.A.C.




FLORIDA DEPARTMENT OF HEALTH (DEPARTMENT) :
Council of Licensed Midwifery /¥

4052 Bald Cypress Way, Bin #C-06 o

Tallahassee, FL 32399-3256 s

=T _ MQA Midwifery@FLHealth.gov e,
HEALTH ANNUAL REPORT OF MIDWIFERY PRACTICE

Report data from July 1 through June 30 of each year. Reports are due no later than July 31.

s ,7)

[SECTION I: PRACTIGE INFORMATION l
Midwife Name: ___Carol D. Williams License#: MW179

Practice Name: Miami Maternity Center
Address: __ 140 NE 119 Street
Miami, FL 33161

Phone Number:_ 786-514-1719" Email: carol@miamimaternitycenter. net
Email addresses are public records. If you do not want your email address released pursuant to a public records request do not provide an email
address or send electronic mail to the Department and contact the Department by telephone or in writing.

[ SECTION Ii. CLIENT CARE SERVICES FOR THE MIDWIFE (include data for the report year only) |

Section Total(s)
number
2 A Total number of initial OB client visits. Include both clients accepted for care and 119
those clients Inlitially seen but not accepted into your care:
B [Total number of maternity clients you accepted for care in the reporting period: 0
C [Total number of deliveries you performed during reporting period: 109
Total number of licensed midwife students assigned to you during the reporting 0
D period:
E [How many delivered at: Home: 5 |BirthingCtr: |104 |Hospital:| O
= o Twins / 0
F Flumber of unplanned: Breech:| 0 Multiples
G ]Number of planned VBAC:  # of primary VBAC: | 0 | ¥ofsubsequent | o
H  [Number of water births: 53
I humber of mothers requiring sutures: 44
3 A Number of mothers transferred antepartum (for medical reasons):
B umber of mothers transferred intrapartum: 4
c INumber of mothers transferred postpartum: (medical reasons) 3
D humber of newborn transfers: 1
4 A Pdumber of fetal deaths / stillborn: (midwife delivery only) 0
B }Iumber of fetal deaths / neonatal: (within seven days of birth) 0
C ]\lumber of maternal deaths: (please submit separate report) 0
DH-MQA 5011, 06/2017

Rule 64B24-7.014, FAC.



[ SECTION fii. TRANSFER INFORMATION : |

(3-A) ANTEPARTUM TRANSFER (Medical Reasons): List each transfer separately. Do not list names. Attach separate

sheet as needed

Planned aor
, if Kni
Date Reason For Transfer gnp[aged Tg?;s % &eMw &uécoéne b own)
rans 3 % , Fofceps, crs

See Attached Sheet

Total Number of Antepartum Transfers from
all sheet (3-A)

(3-B) INTRAPARTUM TRANSFERS: List each transfer separately. Do not list names. If needed, attach separate sheets as needed.

MOTHER INFANT

DATE REASON FOR TRANSFER s Complications? . I ye:"‘m :‘;;‘fg;’days "6'::;‘;'
8/6 | Pushing >2 hrs c-sef 5/13 No
8/8 | Pustpartum Bleeding SVD 5/9 No
9/7 | Transverse lie c-sec 6/10 No
0/28| Retained Placenta |SVD 7/1 No
10/2B Fetal Distress c-se¢ Fetal Demise | 9/15 Yes
11/2[7 Retained Placenta | SVD 7/15 No
2/3| Dystocia/CPR SVD 10/2|Yes - 6 days No
3/26f Fetal Distress c-sef Fetal Demise | 7/9 Yes

Total Intrapartum Transfers from all sheets (3-B)| 8

DH-MQA 5011, 06/2017
Rule 64B24-7.014, FA.C. 4







(4-B) FETAL DEATH/ NEONATAL DEATH (Deaths within seven days of birth following midwife delivery of a
live infant)
Date Cause of Death Site of Death | Birth Weight [ Age at death
Total Number of Fetal/Neonatal Deaths (4-B) 0

(4-C) MATERNAL DEATH (PLEASE SUBMIT A SEPARATE REPORT FOR EACH INCIDENT)

| Number of Reports Attached

Total Number of Maternal Deaths (4-C) 0

I have participated in giving information for the purpose of gathering statistics of
Licensed Midwives in the state of Florida. The information | have given is accurate

and true.

Printed Name: C_arol D. Williams

Signature: é’ QA-&% / L (/(_,) /X

73—

Date Signed:

Mail completed forms to:
Florida Department of Health
Councill of Licensed Midwifery
4052 Bald Cypress Way, Bin #C-06
Tallahassee, FL 32399-3256

or

Email to:

MQA.Midwifery@FLHealth.gov

DH-MQA 5011, 06/2017
Rule 64B24-7.014, FA.C. 6



=

UNITED STATES
POSTALSERVICE®
1000

Florida Department of Health
Council of Licensed niidwifery
4052 Bald Cypress Way, Bin #C-06
Tallahassee, FL 32399-3256

il

32399

$1.21

R2304M115384-09



Susan Mattox
Inspiration Family Birth Center
434 Grove Avenue, Winter Park , FI 32789

407-644-5567 robyn@midwife.cc
2 6
0 0

MW183



11/24/2017

No Events

Decels, Pre Eclampsia

NSVD

Pre Eclampsia

5/0

No



NO EVENTS

NO EVENTS

No events



NO EVENTS

Susan Mattox

07/31/2018



FLORIDA DEPARTMENT OF HEALTH (DEPARTMENT)
Council of Licensed Midwifery
4052 Bald Cypress Way, Bin #C-06
Tallahassee, FL 32399-3256

MQA.Midwifery@FLHealth.gov
HEALTH ANNUAL REPORT OF MIDWIFERY PRACTICE

Report data from July 1 through June 30 of each year. Reports are due no later than July 31.

|SECTION I: PRACTICE INFORMATION
Stacey Walden

Midwife Name: License #: MW 184

Practice Name: Rosemary Birthing Home

Address: 800 Central Ave Sarasota Fl 34236

Phone Number:__ 941-330-9966 Email: __stacey@rosemarybirthing.com
Email addresses are public records. If you do not want your email address released pursuant to a public records request do not provide an email
address or send electronic mail to the Department and contact the Department by telephone or in writing.

| SECTION II, CLIENT CARE SERVICES FOR THE MIDWIFE (include data for the report year only)

Section Total(s)
number
2 A iTotal number of initial OB client visits. Include both clients accepted for care and
those clients initially seen but not accepted into your care: 35
B [Total number of maternity clients you accepted for care in the reporting period: 35
C [Total number of deliveries you performed during reporting period: 20
[Total number of licensed midwife students assigned to you during the reporting 1
D |period:
How many delivered at: Home: 5 Birthing Ctr: 14 Hospital: 0 19
F |Number of unplanned: Breech: Twins / 0 0
Multiples
G Number of planned VBAC:  # of primary VBAC: | 0 v’ngcs.“bseque“t 1 1
H [Number of water births: 13
I [Number of mothers requiring sutures: 0
3 A Number of mothers transferred antepartum (for medical reasons): 5
B Number of mothers transferred intrapartum: 4
C Number of mothers transferred postpartum: (medical reasons) 1
D ‘Number of newborn transfers: 1
4 A Number of fetal deaths / stillborn: (midwife delivery only) 0
B ‘Number of fetal deaths / neonatal: (within seven days of birth) 0
C |Number of maternal deaths: (please submit separate report) 0

DH-MQA 5011, 06/2017
Rule 64B24-7.014, FA.C.




713/17

PTL

12/29/17  PTL
8 Post dates, failed NST/BPP

3/21/1

4/2/1
1/11/1

5/3/18

11/16/17
11/7/17

7/20/17

8 PTL

8 High risk pregnancy, Thomsens Myotonia Congentia Referred to MFM and neurologist

MSAF, Decels 1st stage primip
FTP 1ST STAGE
FTP 1ST STAGE, PAIN RELIEF

PAIN RELIEF, CLIENT CHOICE

c/s
NSVD
NSVD

C/S

Unplanned
Unplanned
Unplanned
Unplanned

Planned

Compound presentation 3713

NONE
EPIDURAL

NONE

3260

3401.9

3657

36.1
204

41

30.5
31.2

NSVD NICU 5 Days
NSVD lived 3 hrs

NSVD Baby in foster care
mother homeless

NSVD3LB60Z, DX W INCOMPETENT CERVIX

FTP, UNDX Breech in labor in
hospital C/S

5
NO,0 NO
YES, 1 NO
NO, 0 NO
NO,0 NO



5/30/18 Cord avulsion, retained p]acenta,PPH 0.5 Manual removal of placenta, cervical repair

5/31/18 Retractions, tachypnea 3515 7,10 yes, 2 IV abx neg cultures, DC TO HOME



STACEY WALDEN

7/16/17















FLORIDA DEPARTMENT OF HEALTH (DEPARTMENT) I":"\f?_,;:- o
Council of Licensed Midwifery

4052 Bald Cypress Way, Bin #C-06 A/n 2
Tallahassee, FL 32399-3256 .
' MQA . Midwifery@FLHealth.gov o, e/ /s
HEALTH ANNUAL REPORT OF MIDWIFERY PRACTICE

Report data from July 1 through June 30 of each year. Reports are due no later than July 31.

|SECTION I: PRACTICE INFORMATION |

Midwife Name: ' Jlana, N AN paul L? A License#: /1 /170 |
Practice Name: ___ [ /) no f0.C ho PNeact Ts MicitGu ]
Address: L ( Oy Y fude IWeel =
| allg lage e FL 22312
Phone Number:_( 50\ 55( - 7451 Emait:__eart mid wi Lery a)qohes O

Email addresses are public records. If you do not want your email address released pursuant to a publlc records regdest dor not provide an email
address or send electronic mail to the Department and contact the Depariment by telephone or in writing.

| SECTION II, CLIENT CARE SERVICES FOR THE MIDWIFE (include data for the report year only) |

Rule 64B24-7.014, F.A.C. 3

Section Total(s)
number
2 . Total number of initial OB client visits. Include both clients accepted for care and A
those clients initially seen but not accepted into your care: A D
B [Total number of maternity clients you accepted for care in the reporting period: 2 3 -
C [Total number of deliveries you performed during reporting period: ,/)/ a:
Total number of licensed midwife students assigned to you during the reporting ;‘
D |period: |
How many delivered at: Home: (\ A Birthing Ctr: O Hospital: ('>
Twins /
. . ,."\
F |Number of unplanned: Breech:| /) Multiples &,
; : 3 # of subsequent |
G Number of planned VBAC:  #of primary VBAC: | ) | puc 171
H |Number of water births: ‘f
1 INumber of mothers requiring sutures: ?
T - ¢ Py e
3 A Number of mothers transferred antepartum (for medical reasons): ey /\4// ;f/ %
A Number of mothers transferred intrapartum: g " o
c Number of mothers transferred postpartum: (medical reasons)
D hlumber of newborn transfers: /
4 A {Number of fetal deaths / stillborn: (midwife delivery only) )
R lNumber of fetal deaths / neonatal: (within seven days of birth) /7
C }Number of maternal deaths: (please submit separate report) D)
DH-MQA 5011, 06/2017

6



| SECTION Jil. TRANSFER INFORMATION

(3-A) ANTEPARTUM TRANSFER (Medical Reasons): List each transfer separately. Do not list names. Attach separate

sheet as ded
Planned or 2
GA at | Delivery Outcome, if Known
Pise Fagoon For Tieneler Unplanned | v cfer | (NSVD, VAC, Forceps, C/S)
2 Transfer
/‘17_"’\ | : X ' ] C i OnN
'!J'WIJ TUiNS _’/fdr[":".',/N’T\ / "f ,\,‘MC‘ L p -
,'7'.,? & anencephalic  Lotus I[z/p{v,\m(?{ 1% (o N Canaree d5teem |05
- : - -

1 ~
al N e\ise

fot

caPicane d 1373
T

T

Ciusge by Nemise -

p b/ e o

F’:’ 04 dptes

q(+ FTF

Y D’A’/"“{/‘7¥‘\UQ‘ N

~
<

U Qliyne | 59,3

T

Total Number of Antepartum Transfers from ]
all sheet (3-4)| ~/

(3-B) INTRAPARTUM TRANSFERS: List each transfer separately. Do not list names. If needed, attach separate sheets as needed.

st [k o hasputdo VEGire
Carxd

10C L2 A

inductron Y Clscction

INdu el oD G N D

MOTHER INFANT
Delivery BIRTH Admitted to NICU? Neonatal
DATE REASON FOR TRANSFER Method Complications? WEIGHT | If yes, reason and # of days | Death?

DH-MQA 5011, 06/2017
Rule 64B24-7.014, FAC.

Total Intrapartum Transfers from all sheets (3-B)




(3-C) MATERNAL POSTPARTUM TRANSFERS: (List each transfer separately. Do not list names.)

Date Reason For Transfer * ﬂg;ﬁlm Outcome/Condition on Discharge
QIK"i‘j Ne morrhat a4 hes Staple E Fen usfugiord
- - T

v

Total Number of Postpartum Transfers from all
sheets (3-C) | /
(3-D) NEWBORN TRANSFERS: (List each transfer separately. Do not list names.)
; Birth Admission to
Date Reason For Transfer : APGARS NiCU? Outcome
Weight If yes, # of days

|
S~

Af | Y P | D~ 7 " o= hp e —
BliIi¢ Deon fespifoto = cttoak 1P-2 |94 No  |Came homs p A hes
P n/e’ep S(z’({/;‘ e~ hos

L~

AN

/

Pht el

Total Newborn Transfers from all sheets(3-D) l ]

| SECTION IV - DEATHS

(4-A) STILLBIRTH (midwife delivered only)

Death Was:

Birth | Gestational
Date Cause of Death Before | During | During Weight Ageo =
Labor Labor | Delivery
Total Number of Fetal Death/Stillborn {4-A) i
Y

DH-MQA 5011, 06/2017
Rule 64B24-7.014, F.A.C.




live infant)

(4-B) FETAL DEATH/ NEONATAL DEATH (Deaths within seven days of birth following midwife delivery of a

Date

Cause of Death

Site of Death

Birth Weight

Age at death

Total Number of Fetal/Neonatal Deaths (4-B)

P
L/

(4-C) MATERNAL DEATH (PLEASE SUBMIT A SEPARATE REPORT FOR EACH INCIDENT)

l Number of Reporis Attached

Total Number of Maternal Deaths (4-C)

\D

| have participated in giving information for the purpose of gathering statistics of
Licensed Midwives in the state of Florida. The information | have given is accurate

and true.

—~

)i .
Printed Name: Dlgrw Na
N\ ~
Signature: sl -
~7
Date Signed: #7124

DH-MQA 5011, 06/2017
Rule 64B24-7.014, FA.C.

Mail completed forms to:
Florida Department of Health
Council of Licensed Midwifery
4052 Bald Cypress Way, Bin #C-06
Tallahassee, FL 32399-3256

MQA . Midwifery@FLHealth.gov















Crystal Topel MW194
Inspiration Family Birth Center - NOT CURRENTLY PRACTICING
434 Grove Avenue, Winter Park , FI 32789

407-644-5567 godmadethemoon@yahoo.com
0 0
0 0

o O O o

o



NO EVENTS

NO EVENTS



NO EVENTS

No Events

NO EVENTS



NO EVENTS

Crystal Topel

07/31/2018



FLORIDA DEPARTMENT OF HEALTH (DEPARTMENT)
Council of Licensed Midwifery
4052 Bald Cypress Way, Bin #C-06
Tallahassee, FL 32399-3256

MQA.Midwifery@FLHealth.gov
HEALTH ANNUAL REPORT OF MIDWIFERY PRACTICE

Report data from July 1 through June 30 of each year. Reports are due no later than July 31.

|SECTION I: PRACTICE INFORMATION

Midwife Name: Harmony Miller LM, CPM License # MW195
Practice Name: Rosemary Birthing Home

Address: 800 Central Ave. Sarasota, Florida 34236

Phone Number:__941-330-9966 Email: Harmony@rosemarybirthing.com

Email addresses are public records. If you do not want your email address released pursuant to a public records request do not provide an email
address or send electronic mail to the Department and contact the Department by telephone or in writing.

| SECTION II, CLIENT CARE SERVICES FOR THE MIDWIFE (include data for the report year only)

Section Total(s)
number
2 A Total number of initial OB client visits. Include both clients accepted for care and
those clients initially seen but not accepted into your care: 28
B [Total number of maternity clients you accepted for care in the reporting period: 27
C [Total number of deliveries you performed during reporting period: 23
[Total number of licensed midwife students assigned to you during the reporting
D |period: 1
How many delivered at: Home: 10 Birthing Ctr: 13 Hospital: 0 23
. ) Twins /
F Number of unplanned: Breech: 0  Multiples 0 0
G |Number of planned VBAC:  # of primary VBAC: | v’ngcs.“bse"“"“t ) 0
H |Number of water births: 16
| |Number of mothers requiring sutures: 7
3 A Number of mothers transferred antepartum (for medical reasons): 4
B Number of mothers transferred intrapartum: 2
C Number of mothers transferred postpartum: (medical reasons) 0
D ‘Number of newborn transfers: 0
4 A Number of fetal deaths / stillborn: (midwife delivery only) 0
B ‘Number of fetal deaths / neonatal: (within seven days of birth) 0
C |Number of maternal deaths: (please submit separate report) 0

DH-MQA 5011, 06/2017
Rule 64B24-7.014, FA.C.




9/8/17 Twin gestation Planned 20.6 NSVD Twin A, CS Twin B

1/19/18 Elevated Thyroid level, Gallstaones Planned 26 Unknown
4/30/18 Elevated Thyroid level, Dilated Fetal Bowel Planned 34.2  NSVD4ib150z PTL Fetal Bowel WNL
6/14/18 Desires TAB DT NTD and Clubbed Foot Planned 21 TAB
4
122017 FTP 1st stage NSVD Jaundice, in room bililights  UNK NO, 0 NO
11/24/17 Breech in labor 1st stage multip C/S None UNK NO, 0 No






Harmony Miller LM, CPM

7/16/17















Do
LN

;ICOPA s
FLORIDA DEPARTMENT OF HEALTH (DEPARTMENT) "Hie,

Council of Licensed Midwifery Sk Niy
4052 Bald Cypress Way, Bin #C-06 13 2 9

. Tallahassee, FL 32389-3256 o

£1 % MQA Midwifery@FLHealth.gov : 'ECEH
-y "’”“@% vED
§ am&i § ANNUAL REPORT OF MIDWIFERY PRACTICE

Report data from July 1 through June 30 of each year. Reports are due no later than July 31.

|SECTION I: PRACTICE INFORMATION

Midwife Name:_¥C_c\\ae N Oeshco License #:_20) ‘/
Practice Name:

Address: 2D\ Chex cuy Bto
Noex Cxad\odve L BA4XEO

Phone Number: AH\- 258 -[0525 Email: &:..mme.m%ﬁ.@.bﬂms_r_mr\
Email addresses are public records. If you do not want your email address released pursuant to a public records request do not provide an email

address or send electronic mail to the Department and contact the Department by telephone or in writing.

| SECTION II. CLIENT CARE SERVICES FOR THE MIDWIFE (include data for the report year only) ]

Section Total(s)
number

- A Total number of initial OB client visits. include both clients accepted for care and

those clients initially seen but not accepted into your care: B,

B [Total number of maternity clients you accepted for care in the reporting period: o

C [Total number of deliveries you performed during reporting period: O

Total number of licensed midwife students assigned to you during the reporting
D iperiod: O
E How many delivered at: Home: Birthing Ctr: Hospital: ~
2 ¥ Twins /
F !Number of unplanned: Breech: Multiples o
< ; . # of subsequent

G !Number of planned VBAC:  # of primary VBAC: VBAC: o

H  [Number of water births: G

| gNumber of mothers requiring sutures: ;

3 A iNumber of mothers transferred antepartum (for medical reasons): ®)
B Number of mothers transferred intrapartum: o

c Number of mothers transferred postpartum: (medical reasons) g

D Number of newborn transfers: &)

4 A Number of fetal deaths / stillborn: (midwife delivery only) O
= Number of fetal deaths / neonatal: {within seven days of birth) O
(@)

C qumber of maternal deaths: (please submit separate report)

H-MQA 5011, 06/2017
Rule 64B24-7.014, FAC. ) 3




| SECTION Jil. TRANSFER INFORMATION

sheet as ded

{3-A) ANTEPARTUM TRANSFER (Medical Reasons): List each transfer separately. Do not list names. Attach separate

Date

Reason For Transfer

Planned or
Unplanned
Transfer

GA at
Transfer

Delivery Outcome, if Known
(NSVD, VAC, Forceps, C/S)

Total Number of Antepartum Transfers from

ali sheet (3-A)| (D
{3-B) INTRAPARTUM TRANSFERS: List each transfer separately. Do not list names. If needed, attach separate sheets as needed.
MOTHER INFANT
Detivery BIRTH Admitted to NICU? Neonatai
DAYE REASON FOR TRANSFER Method Compiications? WEIGHT | If yes, reason and # of days | Death?
Total Intrapartum Transfers from all sheets (3-B) O

DH-MQA 5011, 06/2017
Rule 64824-7.014, FA.C.




(3-C) MATERNAL POSTPARTUM TRANSFERS: (List each transfer separately. Do not list names.}

Date Reason For Transfer # :ig::&i" Outcome/Condition on Discharge

Total Number of Postpartum Transfers from all
sheets (3-C) | (O

{3-D) NEWBORN TRANSFERS: (List each transfer separately. Do not list names.)

Birth Admission to
Date Reasen For Transfer & APGARS NiCU? Qutcome
Weight if yes, # of days

/

[

-
/
A

g

P
/

Total Newborn Transfers from all sheets(3-D) I D

[ SECTION IV - DEATHS |

(4-A) STILLBIRTH (midwife delivered only)

Death Was: : .
Date Cause of Death Before | During | During Birth | Gestational

Weight Al
Labor | Labor | Delivery i

Total Number of Fetal Death/Stillborn (4-A) @)

DH-MQA 5011, 06/2017
Rule 64B24-7.014, F.A.C. 5



live infant)

{4-B) FETAL DEATH/ NEONATAL DEATH (Deaths within seven days of birth following midwife delivery of a

Date Cause of Death

Site of Death

Birth Weight

Age at death

Total Number of Fetal/Neonatal Deaths {4-B)

(&

(4-C) MATERNAL DEATH (PLEASE SUBMIT A SEPARATE REPORT FOR EACH INCIDENT)

l Number of Reports Attached

Total Number of Maternal Deaths (4-C}) O

| have participated in giving information for the purpose of gathering statistics of
Licensed Midwives in the state of Florida. The information | have given is accurate

and true.

Printed Name: _X_c\xoe SesNco

Signature: /ﬂ /\ QSL;Q/\Q

Date Signed: K\\a‘w \I\‘&

Mail completed forms to:
Florida Department of Health
Council of Licensed Midwifery
4052 Bald Cypress Way, Bin #C-06
Tallahassee, FL 32399-3256

or

Email to:
MQA . Midwifery@FLHealth.gov

DH-MQA 5011, 06/2017
Rule 64B24-7.014, FA.C.



Jul.31.2018 11:58 1321 PAGE. 1/

FLORIDA DEPARTMENT OF HEALTH (DEPARTMENT)

Councll of Licensed Midwifery
4082 Bsid Cypress Wsy, Bin #C-08

o ‘Talichsssos, FL 32308-3286
floriaa MOA Midwitery@FLHeelth.goy
HEALTH ANNUAL REPORT OF MIDWIFERY PRACTICE

Report data from July 1 through June 30 of each yeet, Reports are due no later thun July 31.

[SECTION I: PRACTICE INFORMATION

Midwife Neme: CZ"’IS"I—“"Q S[M’LOM 7‘4‘7\ License #: ﬂ/{ oy, 2077
Practice Name: C’PIMM(J‘ M(.tfw (-QM e 1%%‘2 /""M\ .Q/C__"/ Zn
Address: __ @0 EarenDr

Ttvsvdle JFC %280 _ ]
Phone Number: 52( S Y7-872%/ __ emelt: Chreitie Simore 1o @ (CLovd < con

Emall addresses ere public recorde. If you do not want your ernell addreas releagsd pursuent o a public racorde raquest do not provide an emall
addreas or aand electranio mall to the Dapartment and contact the Departrant by telaphonae or In writing.

[SECTION Ii. CLIENT CARE SBERVIGES POR THE MIDWIFE (Include defs for the report yesr oniy) |

Sectlon Totai(s)
number A
2 A ‘Total numbsr of Initiel OB cllant visite, include both cliants accepted for care and 9{
those cilente Initislly seen but not accspted Into your care: 3 4
B  [Total number of maternity cllents you accepted for cere In tha reporting perlod: A9
C [Totel number of dellveriss you performed during reporting perlod: / 8
Totel number of licensed midwife students assignsd to you during the reporting
D period: ,
{
E |How meny dellvered et: Home: ' Birthing Ctr: @ Hospital: @ [ R
F ‘Numborofunplonmd: Breeoh: mll':l:al’n ) ' @
[4 /4
G lNumbor of plsnned VBAC: ( # of primery VBAC: V#B"A';:':“b“q"'m / | /
H  [Number of weter birthe: ‘ ]|
i |Numbor of mothers requiring sutures: L
3| A ‘Numbor of mothers treneferred entapertum (for medicel reesone):; Q_
B ‘Numbor of mothers trensferred Intrepsrtum: 05
¢ ‘Numtm of mothers transferred postpsrtum: (medicel reasons) @ ,
D Number of newborn trensfere: (%
o A lNumbor of fetal desths / stillborn: (midwife delivery oniy) @
B ]Numbnr of fetel deathe / neonetai: (within geven deys of birth) @
c INumbor of maternsl deethe: (pleese submit saparate report) %
F-MGA 5017, 08/2017 4

Rule 84B24-7.014, FA.C. 3



Jul.31.2018 11:58

[ SECTION Ili. TRANSFER INFORMATION

1321

PAGE. 2/

(3-A) ANTEPARTUM TRANSFER (Madical Ressons): List exsh transfer ssparataly. Do not list nemes. Attach ssparste

shest us nesdsd
Planned ot [ ot | melivery Outcome, if Known
Date Royson For Tranefer %',".E":a"r‘d Trenetar |(NBVD, VAC, Forceps, C/8)
[ 50 PLH Planred [3,3] NSVD
S M el [3551 05T

Total Number of Antepartum Tranafars from =

wil wheot (3-A)

(3-8) INTRAPARTUM TRANSFERS: List snch tranefer seperatsly. Do not list nemes, if needad, atisch separate sheets as nesdad.

MOTHER iINFANT
Dol BIRTH Admitted to NICU? Neonata)
DATE REASON FOR TRANSFOR bt | Complications? WRIGHT | 1f yan, reason snd # of deys | Death?

DH-MOA 5011, 08/2017
Rule 64824-7.014, F.AC,

Total Intrapartum Transfers from all ahoots (3-B)

<



Jul.31.2018 11:59

1321

PAGE. 3/

(3-C) MATERNAL POSTPARTUM TRANSFERS: (List ench tranator saparataly. Do not list names.)

Dato

Roanon For Trangfer

Wof Oays in
Hn!pm

Outcome/Condition on Discharge

Total Number of Postpertum Transters from afl

i

sheets (3.C)
(3-D) NEWBORN TRANSFERS: (Liat snch transter ssperstaly. Do not list nomes.)
Birth Admisa{on to
Dats Raayoh For Tranufer Woight |\FOARB | NICU? Outcome
<
-
//
f/
~ -
-l =
- -
y /
~“Fotal Newborn Tranafers from sll sheets(3.D) | ;Z
[BECTION IV - DEATHS |

(4-A) STILLBIRTH (midwifa dolivared only)

Pate

Gauge of Dapth

Death Waa:

Blrth

[ Before
Labor

Buring
Labor

During
Dalivary

Waeight

Guatationsl
Age

DH-MQA 8011, 06/2017
Rulw 64B24-7.014, FA.C,

Tota) Numbor of Petal Death/Stiliborn (4-A)

7~




Jul.31.2018 11:59 1321

PAGE.

live Infant)

(4-B) FETAL DEATH/ NEONATAL DEATH (Daatha within sevan days of birth following midwite dellvery of e

™ Date Gayws of Death

Site of Death

Birth Weight

Age at death

VA

Total Number of Fatal/Neanatal Deatha (4-B)

o/

(4-C) MATERNAL DEATH (PLEASE BUBMIT A SEPARATE REPORT FOR EACH INCIDENT)

I Number of Reporta Attached

/‘I
Tatel Numbar of Maternal Dastha (4-C) ; Zb

i have participated in giving informatlon for the purpose of gathering statistics of
Licensed Midwives in the state of Fiorida. The information i have givan is accurate

Bnd truB.

Printed Nama:

oo Y75

(e

Signature:

Date Signed: —7-30/3

Msit completsd forms to:
Florida Dapartmant of Hgalth
Councll of Licsnged Midwifery
4082 Bald Cypross Wsy, Bin #C-06
Tuliahassss, FL. 32399-3286

or

DH-MQA 5011, 08/2017
Rule 84B24:7.014, FAC.

4/















Karin L. Pugh
Loving Arms Birth & Wellness Center
1111 NE 25th Avenue - Ste 201
Ocala, FL 34470
352-612-0657

MW209

,LLC

karinpugh@yahoo.com

46
46



11/20/2107
11/27/2017
12/11/2017
01/08/2018
03/13/2018

03/20/2018

Patient failed GTT
Potential fetal anamoly
Breech presentation
Potential fetal anamoly
Polyhydraminos

oligohydraminos

planned
planned
planned
planned
unplanned

unplanned

34/4
36/0
38
39/3
39/0

40/3

c-section
unknown
unknown
NSVD
NSVD

NSVD



N/A



N/A

Karin L. Pugh, LM

07/20/2018



























Dana P. Gordon Mw215
B.O.R.N.
1255 Normandy Dr., Miami Beach, FL 33141

305 335-1181 Midwiferyborn@gmail.com

33

33
21

10
11



9/9/117

11117

21717

Post dates

Pain management

Pain management

Vacuum/vaginal

NSVD None

NSVD None

Decreased
FHT

8/1

7/4

713

No

No

No

No

No

No






Dana P. Gordon

SN

07/16/2018



Scanned with CamScanner



Scanned with CamScanner



Scanned with CamScanner



Scanned with CamScanner



Amy Olen
NA
16128 271st PI NE
Duvall, WA 98019
305-494-5125

amyolen@gmail.com

MW218



NA

NA



NA

NA

NA



NA

Amy Olen

July 30, 2018































































FLORIDA DEPARTMENT OF HEALTH (DEPARTMENT)
Council of Licensed Midwifery
4052 Bald Cypress Way, Bin #C-06
Tallahassee, FL 32399-3256
MQA.Midwifery@FLHealth.qov

H%ALT‘H ANNUAL REPORT OF MIDWIFERY PRACTICE

Report data from July 1 through June 30 of each year. Reports are due no later than July 31.

[SECTION I: PRACTICE INFORMATION

Midwife Name: A bpftu A Ve arg License #:___ U WZ30D
Practice Name: Suowet led O Mine 1 ng

Address: 245 LiHua Pungcrest Ad
Hoand nn G 25611
Phone Number:__X15- (-55. §40Y Email:

Email addresses are public records. If you do not want your email address released pursuant to a public records request do not provide an email
address or send electronic mail to the Department and contact the Department by telephone or in writing.

| SECTION Il CLIENT CARE SERVICES FOR THE MIDWIFE (include data for the report year only)

Section Total(s)
number
2 A Total number of initial OB client visits. Include both clients accepted for care and -
those clients initially seen but not accepted into your care: "5
B [Total number of maternity clients you accepted for care in the reporting period: i>»
C [Total number of deliveries you performed during reporting period: 97
Total number of licensed midwife students assigned to you during the reporting
D |period: 5
E |How many delivered at: Home: 1 |Birthing Ctr: 20 Hospital: | ¢
1 A Twins /
F [Number of unplanned: Breech: 73) Multiples 7))
A : 1 # of subsequent
G |Number of planned VBAC: # of primary VBAC: 73] VBAC: ¢
H lNumber of water births: 1%
I INumbor of mothers requiring sutures: q
l : .
3 A Number of mothers transferred antepartum (for medical reasonQS 9 &
; . ')
B Number of mothers transferred intrapartum: /?4 s 3
L/
c Number of mothers transferred postpartum: (medical reasons) //// (e 2 i
2 Sl d VI
D lNumber of newborn transfers: A 'yZy‘/:c, o
N7
A |Number of fetal deaths / stillborn: (midwife delivery only) Cé\/P %)
4 A
B INumber of fetal deaths / neonatal: (within seven days of birth) ¢
C lNumber of maternal deaths: (please submit separate report) p

DH-MQA 5011, 06/2017

Rule 64B24-7.014. FAC. ' 3




| SECTION lIl. TRANSFER INFORMATION

(3-A) ANTEPARTUM TRANSFER (Medical Reasons): Ll:t o:ch transfer separately. Do not list names. Attach separate
sheet as ded
Date Reason For Transfer lF?l::mIned:ﬂr GAat |Delivery Outcome, if Known
Trpare¢ | Transfer | (NSVD, VAC, Forceps, C/S)

1/29)i1] Precipdtevs at 1wk, catled dul Unplan | 37 | NSVD
8l mad  induced wnplan | 16 | indiced Moodten
Bsli1] PRovn @ otX  not adumibed unplan | 40 | ¢/s
glis(u] PRomM @ chx  not ddsnuiited unpian | 39 | NsVD
Holz| PROM & cty vt aduimided _winpian | H | NSYD
4/20(17| &EHTN winpian |40 | NSVD
icfi[17] 1UER unplan | 37 | s
olelir] PPROM winplane | 2T | BSVD
o/22 (4 __placenta previa lnplan 27 | WsVd
12mf17]  postdates unplan | 4 ds
27l Breech unplan | A | ds

Total Number of Antepartum Transfers from
all sheet (3-A)

lo

(3-B) INTRAPARTUM TRANSFERS: List each transfer separately. Do not list names. If needed, attach separate sheets as needed.

MOTHER INFANT
DATE REASON FOR TRANSFER Debeary Complications? v | 3 " e:ld'“meﬂ :‘," :fg’days "”n "I“"l? !
27/ " S
/ | FTP  Dussistent op Yy ne 4| no no
Mg v P 2nd stace ds | no 3-€| no ne
74
Total Intrapartum Transfers from all sheets (3-B)| <<

DH-MQA 5011, 06/2017
Rule 84B24-7.014, F.A.C.




| SECTION Jil. TRANSFER INFORMATION

(3-A) ANTEPARTUM TRANSFER (Medical Reasons): List each transfer separately. Do not list names. Attach separate

sheet as needed
Planned or P
GA at | Delivery Outcome, if Known
Date Reason For Transfer Unplanned ;
Transfer | Transfer | (NSVD, VAC, Forceps, C/S)
S 24 T4 -

3'!,4:;3 H( wic po)gdu,é&x el phe andiiction
Sk | pashy laboy MEAE  not admetted waplan | A | ¢fs

6725('3 mudl frr Vakeia, wang o funsd Lulji.v(:uc, i |neges Yo cetue
(;;'274 \ Ve, , ECV ’FCLLL’.LL() readhun Yo slp(dL/c‘_Q uxy'man 9 L‘b

Ldpl @i 4 | Nsvp

Total Number of Antepartum Transfers from /
all sheet (3-A) é:

(3-B) INTRAPARTUM TRANSFERS: List each transfer separately. Do not list names. If needed, attach separate sheets as needed.

MOTHER INFANT
DATE REASON FOR TRANSFER Dolvacy Complications? " 1 ”:,""'m: :;'fg: i "D”"Im” I

Total Intrapartum Transfers from all sheets (3-B)

DH-MQA 5011, 06/2017
Rule 64B24-7.014, F.A.C.




(3-C) MATERNAL POSTPARTUM TRANSFERS: (List each transfer separately. Do not list names.)

-

Date Reason For Transfer # ::;ggﬁli" Outcome/Condition on Discharge
"ylglﬂ retarned P‘C(Jlﬂf'd, 1 WNL , mem baia(,! g<od

Total Number of Postpartum Transfers from all

sheets (3-C) '
(3-D) NEWBORN TRANSFERS: (List each transfer separately. Do not list names.)
Birth Admission to
Date Reasen For Transfer 2 APGARS NICU? Outcome
Weight : If yes, # of days
QIB!” ¥DS 1% 1911 ie veleased stable , NV
sl
/
> .
]
-
=
Total Newborn Transfers from all sheets(3-D) ’ |
| SECTION IV - DEATHS |

(4-A) STILLBIRTH (midwife delivered only)

Date

Cause of Death

Death Was: Birth | Gestational

Before
Labor

During | During | weight
Labor | Delivery . o

DH-MQA 5011, 06/2017

Rule 64B24-7.014. FAC.

Total Number of Fetal Death/Stillborn (4-A) @




(4-B) FETAL DEATH/ NEONATAL DEATH (Deaths within seven days of birth following midwife delivery of a

live infant)

Date Cause of Death Site of Death | Birth Weight | Age at death

Total Number of Fetal/Neonatal Deaths (4-B) @

(4-C) MATERNAL DEATH (PLEASE SUBMIT A SEPARATE REPORT FOR EACH INCIDENT)

I Number of Reports Attached

Total Number of Maternal Deaths (4-C) @

| have participated in giving information for the purpose of gathering statistics of
Licensed Midwives in the state of Florida. The information | have given is accurate
and true.

Printed Name: /mmbaw 4. bawa/n
Signature: %Ma/ L Pm
Date Signed: !14( IR

Mail completed forms to:
Florida Department of Health
Council of Licensed Midwifery
4052 Bald Cypress Way, Bin #C-06
Tallahassee, FL 32399-3256

or

Email to:

MQA . Midwifery@FLHealth.gov

DH-MQA 5011, 06/2017
Rule 64B24-7.014. FA.C. 6
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FLORIDA DEPARTMENT OF HEALTH (DEPARTMENT)
Council of Licensed Midwifery .
4052 Bald Cypress Way, Bin #C-06 USTE

{ ::L o AT
Tallahassee, FL 32399-3256 “TATHIC ypg
MQA.Midwifery@FLHealth.gov ;
JUL 27,

ANNUAL REPORT OF MIDWIFERY PRACTICE

Report data from July 1 through June 30 of each year. Reports are due no later than July 31. 5"1)‘!‘?.'{:, Elvy

[SECTION I: PRACTICE INFORMATION |

Midwife Name: ULRIKE UHNRIG License #_2.35
Practice Name: MA MA 1Y MATL(RE! LiC
Address: 3e0% BAYVIEw RP., MiAM FL 33i33

Phone Number:__ 305 - 4S&-2359 Email: _ ull,. uhrig 4&; icloucd. com
Email addresses are public records. If you do not want your email address released pursuant to a'pablicTecords request do not provide an email
address or send electronic mail to the Department and contact the Department by telephone or in writing.

[ SECTION II, CLIENT CARE SERVICES FOR THE MIDWIFE (include data for the report year only) I

Section Total(s)
number e
2 A Total number of initial OB client visits. Include both clients accepted for care and
those clients initially seen but not accepted into your care: S
B [Total number of maternity clients you accepted for care in the reporting period: K
C [Total number of deliveries you performed during reporting period: g
Total number of licensed midwife students assigned to you during the reporting
D |period: o
E |How many delivered at: Home: /7 | Birthing Ctr: (> |Hospital: |
: s , Twins /
F  |Number of unplanned: Breech:| @ Multiples (& o
G |Number of planned VBAC: (O # of primary VBAC: | ¢ v#Bxfcsfubsequent (@) 8,
H [Number of water births: |
1 lNumber of mothers requiring sutures: G
3 A Number of mothers transferred antepartum (for medical reasons): 0O
B Number of mothers transferred intrapartum: |
c Number of mothers transferred postpartum: (medical reasons) O
D }Number of newborn transfers: (0]
4 A  |Number of fetal deaths / stillborn: (midwife delivery only) (&
= ‘Number of fetal deaths / neonatal: (within seven days of birth) &
Cc ‘Number of maternal deaths: (please submit separate report) ©

DH-MQA 5011, 06/2017
Rule 64B24-7.014, FA.C. 3

























FLORIDA DEPARTMENT OF HEALTH (DEPARTMENT)
Council of Licensed Midwifery i
4052 Bald Cypress Way, Bin #C-06
Tallahassee, FL 32399-3256

;5@3’3 a MQA.Midwifery@FLHealth.qov AUG 02 2018
HEALTH ANNUAL REPORT OF MIDWIFERY PRACTICE

Report data from July 1 through June 30 of each year. Reports are due no later than July 31

|SECTION I: PRACTICE INFORMATION ]

Midwife Name: &M& o /%ZM J Z !cgjﬂg License#: AW 2 3 7

Practice Name: &ﬁci(:&gag Dowul« and A, Z&/ﬁg wej

Address: /6/9 S« N& SIS Tevrace
I%/4/7/ FL  Z3/¥R
Phone Number: 7£¢ ’6J4 =S/ 8T Email: _é// y7r732333 & ﬁﬂf/"?{// . Com

Email addresses are public records. If you do not want your email address released/pursuant to a public records request do not provide an email
address or send electronic mail to the Department and contact the Department by telephone or in writing.

[ SECTION II, CLIENT CARE SERVICES FOR THE MIDWIFE (include data for the report year only) |

Section Total(s)
number
- A Total number of initial OB client visits. Include both clients accepted for care and D
those clients initially seen but not accepted into your care:
B [Total number of maternity clients you accepted for care in the reporting period: V%
C [Total number of deliveries you performed during reporting period: (7
Total number of licensed midwife students assigned to you during the reporting
D od: 0
: ~ Birthing Ctr: :

E |How many delivered at: Home O T::;nlg ) Hospital @) 0
F |Number of unplanned: Breech: O Multiples P, )
G |Number of planned VBAC: # of primary VBAC: SsmeMe 1 & L D
H  Number of water births: )
I Piumber of mothers requiring sutures: 0

3 A lNumtmr of mothers transferred antepartum (for medical reasons): 0
B Number of mothers transferred intrapartum: O
c ‘Number of mothers transferred postpartum: (medical reasons) D
D Pdumber of newborn transfers: D

4 A P!umber of fetal deaths / stillborn: (midwife delivery only) ®)
= Flumber of fetal deaths / neonatal: (within seven days of birth) ®)
C humber of maternal deaths: (please submit separate report) o,

DH-MQA 5011, 06/2017
Rule 64B24-7.014, FAC. 3












Monique M Moya MW238

2214 NW 15th Way Lot 639 Boynton Beach, FL 33436

406/561-9466 midwifemoniquelm@gmail.com



n/a

n/a



n/a

n/a

n/a



n/a

Monique M Moya

07/26/2018



FLORIDA DEPARTMENT OF HEALTH (DEPARTMENT)
Council of Licensed Midwifery

4052 Bald Cypress Way, Bin #C-06
Tallahassee, F L 32399-3256

iy ANNUAL REPORT OF MIDWIFERY PRACTICE

Report data from July 1 through June 30 of each year. Reports are due no later than July 31.

i

[SECTION I: PRACTIGE INFORMATION ol
Midwite Name: < T15TEN M. Phillips Liconse #: V1239
Practice Name: Di/Th & Weliness Center of Gainesville
Address: 007 E, University Ave

Gainesville, FL. 32608
Phone Number: o227 8-6160 Email: Kmpdmidwifery @yahoo.com

Email addresses are public records. If you do not want your email address released pursuant to a public records request do not provide an email
address or send electronic mall to the Depariment and contact the Department by telephone or in writing.

| SECTION I, CLIENT CARE SERVICES FOR THE MIDWIFE (include data for the report year only) |

Section Totalis)
number
9| pa [Total number of initial OB client visits. Include both clients accepted for care and -
those clients initially seen but not accepted into your care: )
B [Total number of maternity clients you accepted for care in the reporting period: O
¢ [Fotal number of de_liveries you perfonmed during reporting period: O
Total number of licensed midwife students assigned to you during the reporting C}
D |periad:
E |How many delivered at: Home: () |BirthingCtr: | ) |Hospital O (0
. A | Twins f .
F  |Number of unplanned: Breech: (_) Muitiples (o >
. . . vy | # of subseguent -
G |Number of planned VBAC:  # of primary VBAC: | BAC: O 10O
H  Number of water births: O
f [Number of mothers requiring sutures: (>
3 A Number of mothers transferred antepartum (for medical reasons): C)
g [Number of mothers transferred intrapartum: O
¢ [Number of mothers transferred postpartum: (medical reasons) &
b ]Number of newborn transfers: : 7
4 A lNumber of fetal deaths / stillborn: (midwife delivery only) @
INumber of fetal deaths / neonatal: (within seven days of birth) 9.
G iNumber of maternal deaths: (please submit separate reporf) C:)

DH-MQA 5011, 06872017
Rule 64B24-7.014, FAC. 3



| SECTION lil. TRANSFER INFORMATION

(3-A) ANTEPARTUM TRANSFER (Medical Reasons): List each transfer separately. Do not list names, Attach separate

sheet as nesded
Planned or . .
. GAat |Delivery Quicoms, if Known
Date Regson For Transfer Unplanned | transter |(NSVD, VAC, Forceps, C/S)
ransfer
/"yl,
|
o -
VN ~
AN E N
\WNJ o\
];J /
Tatal Number of Antepartum Transfers from]
ali sheat {3-A) C/

{(3-B) INTRAPARTURM TRANSEERS: Lat cach transfer separately. Do not list names. If needed, attach separate sheets as needed,

HBOTHER INFANT
Defivary BIRTH Admitted to NICU? Neonatal
DATE REASON FOR TRANSFER Method Compilcations? WEIGHT | If yes, reason and # of days | Death?
——
T

oy

DH-MOA 5011, 06/2017
Rule 84B24-7.014, FA.C.

Total intrapartura Transfers from all sheets (3-B)




{3-C} MATERNAL POSTPARTURM TRANSFERS: (List each transfer separately. Do nof list names.)

Date Reason For Transfer ¥ gifogsglm Cutcome/Conditlon on Discharge

T\
NI AN

Total Rumber of Postpartum Transfers from all C}
sheets (3-C)

{3-D) NEWBORN TRANSFERS: (Liet each transfer separately. Do not list names.)

Birth Admission fo
Date Reason For Transfer : APGARS NICU? Quicome
Weight If yes, # of days
A

N\

X
/

// /

(L

\M
\

Total Newborn Transfers from all sheets(3-D) l C

| SECTION IV - DEATHS |

{4-A) STILLBIRTH (midwife delivered only)

Death Was: .
. Birth | Gestatlonal
Date Gause of Death Before | During | During | weight Age

Labor | Labor | Delivery

N\
N [N
\

e

Total Number of Fetal Death/Stiliborn (4-A) /7

DH-MQA 5011, 06/2017
Rule 64B24-7.014, FA.C.



(4-B) FETAL DEATH/ NEONATAL DEATH (Deaths withln seven days of birth following midwife delivery of a

live |nfanl)
Date Cause of Death e Site of Death | Birth Weight | Age at death

Total Number of FetaliMeonatal Deaths {4-B)

O

(4-C) MATERNAL DEATH (PLEASE SUBMIT A SEPARATE REPORT FOR EACH INCIDENT)

l Number of Reporis Atiached

Total Number of Maternal Deaths (£-C) / j

I have participated in giving information for the purpose of gathering statistics of
Licensed Midwives in the state of Florida. The information | have given is accurate

and true.

Printed Name: \z 4 ‘/\ (’) lm ‘{{?S

Signature: h/ /%/\/\L&/QQY% /l/\/l

Date Signed: 7”/‘4?7)/ |§<

Mail completed forms to:
Florida Department of Health
Councli of Licensed Midwifery
4052 Bald Cypress Way, Bin #C-06
Tallahassee, FL 32399-3256

or

Email to:

DH-MQA 5011, 06/2017
Rule 64824-7.014, FA.C.



FLORIDA DEPARTMENT OF HEALTH (DEPARTMENT)
Council of Licensed Midwifery
4052 Bald Cypress Way, Bin #C-06
Tallahassee FL 32388-3256

ry@FLHealth.oov

ANNUAL REPORT OF MIDWIFERY PRACTICE

Report data from July 1 through June 30 of each year. Reports are due no later than July 31.

|SECTION I: PRACTICE INFORMATION |

Midwife Name: b\\h\ ey SOaakbr LM (M ticenses: 24 0
Practice Name: __IMNF \/\é&’v Y Biin Cenver
Address: __ 19295 Mpx Lé’ﬁé’\(’/\/\’ [ A(\LNMU\ S e Yupoo
Jats onnile, " PL 27214
Phone Number:_(40W) U27- 0378 Emait_ [XSW. SChalfor © 1o, ul. ¢dn

Email addresses are pubhc records. If you do not want your email address released pursuant to a public records reqdest do not provide an email
address or send electronic mail to the Department and contact the Department by telephone or in writing.

| SECTION Ii, CLIENT CARE SERVICES FOR THE MIDWIFE (include data for the report vear only) |

Section Total(s)
number
2 a [Total number of initial OB client visits. Include both clients accepted for care and N
those clients initislly seen but not accepted into your care: 'f 6
B [Total number of maternity clients you accepted for care in the reporting period: q (,{
€ Total number of deliveries you performed during reporting period: A
Total number of licensed midwife students assigned to you during the reporting
0 |period: O
How many delivered at: Home: « | Birthing Ctr: 6 ?) Hospital: | ~— g‘}
. . Twins /
F  |Number of unplanned: Breech: Multiples O
. . . # of subsequent
G Number of planned VBAC:  # of primary VBAC: BAG: @
H Number of water births: i 5
i ENa.nrz'xbenr of mothers requiring sutures: q
3 A Number of mothers transferred antepartum (for medical reasons): 5
Number of mothers transferred intrapartum: 6
¢ Number of mothers transferred postparium: (medical reasons) 2
B Number of newborn transfers: 2
4 A Number of fetal deaths / stillborn: {midwife delivery only) O
8 Number of fetal deaths / neonatal: {(within seven days of birth) O
C  Number of maternal deaths: {please submit separate report) 0
DH-MOQABDIT, 0872017 =

Rule 64B824-7.014, FAC.

()




[ SECTION Jil. TRANSFER INFORMATION

{3-A) ANTEPARTUM TRANSFER {Medical Reasons): List each transfer separately. Do not list names. Attach separate

sheet as needed

Planned or

Date Reason For Transfer ¥gﬂ:?er;ed Tgl;\safter &eslxyl%ry\%técol:n:cer;is(ngg
31201 (edanonal VN ¢ ToL P 31.5]  LTCD

A5l Pedsiskeny brecin P 3.5 LT1D
all Choaic Wt Lweon veciige of vewods)| P 10.0 NSVD
28\ BPW 225\a AL £%5%5 P TOL pef PhnSigad P 715

N Ges fahontl dloneeies v lz8s

Total Number of Antepartum Transfers from

ali sheet (3-A)

{(3-B) INTRAPARTUM TRANSFERS: vist each transfer separately. Do not list names. If needed, attach separate sheets as needed.

MOTHER INFANT
DATE | REASONFORTRANSFER |Goi®d|  Complications? |t | ACEEEC O ave | Destng.
Wiohy E17, Pavn vrlich | (D ¢ (p-d.s — Lo
Wishi PROM S aonve \abood VD! Cartil Tua 1-4.1 - -
s 2 0 co ¢ 113 - -
ENB \ag o descony | WSS o 74 -~ |-
HI8 foml At ada | VD ) Hi-y — -

Total intrapartum Transfers from all sheets (3-B)

DH-MQA 8011, 06/2017
Rule 84B24-7.014, FA.C.




{3-C) MATERNAL POSTPARTUM TRANSFERS: (List each transfer separately. Do not fist names.)

BDate Reason For TFransfer - # ':Qg:%:lm Outcome/Condition on Discharge
H\%hf Regove of eVt Lpcganhion nd| L1 4 N2 ‘
M‘?«%‘% E’l‘()ﬂc\ S ion \/’\I)};\o p.0 PP S oo A

- Lrirnantd T2 cpve oninf) Yo 24 '

ZBL 500t W0 punpeni®

Total Number of Postparium Transfers from all 7’

sheets (3-C)
(3-D) NEWBORN TRANSFERS: {List each transfer separately. Bo not list names.)
Birth Admission io
Date Reason For Transfer : APGARS NICU? Qutcome
Weight ifyes, # of days
AU DS S Yes 1 d 7 \Wealiown
Blalid Percishimy sy 0USEEAL Yoy | Hd - hialvn
U NJ / N N
e
......... e [
L~

- Total Newborn Transfers from all sheets(3-D} t 2

| SECTION IV - DEATHS

{4-A) STILLBIRTH (midwife delivered only)
Death Was: " .
. Birth | Gestational
Date Cause of Death Before | During | During | weight Age
Labor | Labor | Delivery
A
/
Total Number of Fetal DeathiStiliborn (4-A)
DH-MQA 5011, 06/2017
5

Rule 64B24-7.014, FAC.



five infant}

{4-8) FETAL DEATH/ NEONATAL DEATH (Deaths within seven days of birth following midwife delivery of a

Date Cause of Death Site of Death | Birth Waight

Age at death

i

A

v,

{

Total Number of Fetal/iNeonatal Deaths {(4-B)

{4-C) MATERNAL DEATH (PLEASE SUBMIT A SEPARATE REPORT FOR EACH INCIDENT)

! Number of Reports Attached

Total Number of Maternal Deaths {4-C)

| have participated in giving information for the purpose of gathering statistics of
Licensed Midwives in the state of Florida. The information | have given is accurate

and frue.

Printed Name: pﬂ;\f\\ AARBNANN S ASR LN A

Signature: O\W‘/\ %i\r\&/?\jﬁ‘/\ WA (M
Date Signed: /, \7//1 \ \ g

iflail completed forms fo:
Florida Depariment of Health
Council of Licensed Midwifery
4052 Bald Cypress Way, Bin #C-06
Tallahassee, FL 32398-3256

or
Email to:
MOA Midwifery@FLHealth.gov

DH-MQA 5011, 06/2017
Rule 84B24-7 014, FAC.



To: Neilson, Gerry Page 2 of 9 2018-09-14 14:14:41 (GMT) 19042121667 From: Mistiwlf_}“g er

FLORIDA ?EPAF&TMEHT OF HEALTH

ANNUAL REPORT OF MIDWIFERY PRACTICE

Haport deta from July § Birough June 30 o7 esch year. Reparts sre due no leter then July 31,

MWQNEW?{W&EENFGRMM’M& T
Midwife Name: Pﬁ eh Plzer License #; w&% '51. e Yy .
Practice &meag‘é’ifﬂw‘mﬁx o) ces W\tﬁu}t@lf‘ ivf {9;”&}‘ (€ Md @f%&*f«ﬁéﬁﬁ{%
Address: "“373‘3 US”L Ay ‘"er ﬂm@mﬁ}w Q‘:i “”Q@Qh

Phone Number: O{- 402071 emeis_palzeconctute §

[SECTION il CLIENT GARE SERVICES FOR THE WIDWIFE (includs data for the repor year o) ]

“Section
15| a [Total number of initial OB clients seen by you {include those accepted into care and
not accepted into care):

B _[Total number of maternity clients you mmptad for care in the reporting period:

€ [Total number of defiverios you performed during reporting period:

o ;‘ﬁl numbser of licensed midwife students assigned 1o you during the reporting

- od:

E How many delivered at: Home: | | Y |Binthing Ctr: | W | Hospital: 7,

_-flumberainnpianm ama,: {} g‘ﬁg;iea D1

G }mmber of planned VBAC: -~ #of primary VBAC: | ) LA, Deequent D

H o »bmmwm‘ waler mnm« RET ‘
I Number of mothers mquﬁnag sutures: | .

_ }Nmber of mothers trmsfm mmmm {far mﬁmﬁ mmﬁ}

. ?&umiwr of muthm tmnmmﬁ mtmmm.

: humim of mthem transferred pacm, i
 Number of newbom transfers:
F#umharwimi deaths / stillborn: (midwife

pwife dolivery only)
i : humbwmmmeammmm, (within 7 days of ite)
"C Number of materal deaths: (please submit separate report) |




To: Neilson, Gerry Page 3 of 9 2018-09-14 14:14:41 (GMT) 19042121667 From: Mis_ i

Eﬁ%‘é TION i,

THANSFER INFORMATION ‘
(3°A] ANTEPARTUM TRANSFER [WAo0ical eABONE): List ssch Iransfor seperately. D5 1ot st mames. Alisch separsie

ot ey ot Antepanium Transiers from
' wi sheet (34} ! :

{3-8) INTRAPARTUM TRANSFERS: ust ouch transler sepuatoly. 0 ot Hat nasas. I nowdsd, attach soparate eheets as meeded.

"'-m ifl“i?? ] *;:’az:

© Totstintraportum Transfers fom af sheets (38)]




To: Neilson, Gerry Page 4 of 9 2018-09-14 14:14:41 (GMT) 19042121667 From: Misti Balzer

{3-C) MATERNAL POSTRARTUM TRANSFERS: fList sach tronster soparately, Oo ot sl e}

Reasan For Transfer T
i C’&E’gw@ Aacecatinn

Fotal Nt of Postparium Translers fram &5 ] '

{3-D) NEWBORN TRANSFERS: (Listoach ransor sepassiely. Do ot st rnos)

" Total Newbom Transfees from oft shoots{3D) | [

T Total Number of Fetal Death/Btiibor (4-4)




To: Neilso
Ison, G_erry ‘Page 50f9 2018-09-14 14:14:41 (GMT) 19042121667 From: Misti Balzer

&ﬁ% FETAL DEATH NEOMATAL DEATH (Dentns wilhin savan duys of s foliwing it Antivery o & five

N Tmmwmmwmmmfm ﬁ

[ {4-C) MATERNAL DEATH (PLEASE SUBMIT A SEPARATE REPORT FOR EACH INCIDENT)

| ﬁmmm Reports Aftached

ol Member of Materal Desthe (1<) | A0

1 have participated in giving ifnfamaiian for the purpmaf gathering statistics of
~Licensed Midwives in the State of Florida. The information | have given is accurate
Candtue. o ‘ :

 Print Name: ____\

. Signature: _ A




























Sizzly M Auer
Childbirth Options, LLC
27032 Evergreen Chase Drive
Wesley Chapel, FL 33544
8133816430

14

sauer@cbowc.com

MW245

101
67
14



8/5/17  preterm labor
8/5/17  POSITIVE DRUG SCREEN
8/1/17 PRETERM LABOR
7/17/17 HEART CONDITION
9/2/17 POLYHYDRAMNIOS
9/28/17 PREECLAMPSIA
2/12/18 OVER DUE
2/26/18 OVER DUE
3/1/18 PRETERM
6/12/18 BLEEDING WITH NO LABOR

11/29/17 FAILURE TO PROGRESS NSVD NONE

unplanned 35
UNPLANNED 30
UNPLANNED 36
UNPLANNED 34
UNPLANNED 41
UNPLANNED 41

UNPLANNED 41
UNPLANNED 41
UNPLANNED 36

UNPLANNED 36

UNKNOWN

NSVD
NSVD
NSVD

UNKNOWN

C/S

NSVD

NSVD
NSVD

NSVD
C/S

10

N N






Sizzly M Auer

07/15/2018















FLORIDA DEPARTMENT OF HEALTH
Council of Licensed Midwifery

ANNUAL REPORT OF MIDWIFERY PRACTICE

Report data from July 1 through June 30 of each year. Reports are due no later than July 31.

[ SECTION I: PRACTICE INFORMATION

Midwife Name: Lindsay Meyer License #: MW251
Address: 5 Palm Row Saint Augustine Florida 32084

| SECTION Il. CLIENT CARE SERVICES FOR THE MIDWIFE (include data for the report year only) |

Section Total(s)
number

2 A Total number of initial OB clients seen by you (include those accepted into care and
nhot accepted into care):

B [Total number of maternity clients you accepted for care in the reporting period:

C [Total number of deliveries you performed during reporting period:

Total number of licensed midwife students assigned to you during the reporting

D [|period:
E How many delivered at: Home: 0 Birthing Ctr: O Hospital: O
’ . Twins /
F  Number of unplanned:  Breech: O Multiples O
G Number of planned VBAC:  # of primary VBAC: |() V’éﬁ?"bseq”e"t 0
H |Number of water births:

I |Number of mothers requiring sutures:

cllelleol-lleoleoleollellelleoleoleleo N-llclle

3 A Number of mothers transferred antepartum (for medical reasons):
B Number of mothers transferred intrapartum:
c Number of mothers transferred postpartum: (medical reasons)
D Number of newborn transfers:
4 A Number of fetal deaths / stillborn: (midwife delivery only)
B Number of fetal deaths / neonatal: (within 7 days of life)
C |Number of maternal deaths: (please submit separate report)

DH-MQA 5011, 08/2015
Rule 64B24-7.014, F.A.C. 1



| SECTION Ill. TRANSFER INFORMATION

sheet as needed

(3-A) ANTEPARTUM TRANSFER (M edical Reasons): List each transfer separately. Do not list names. Attach separate

Date

Reason For Transfer

Planned or
Unplanned
Transfer

GA at |Delivery Outcome, if Known
Transfer | (NSVD, VAC, Forceps, C/S)

Total Number of Antepartum Transfers from

all sheet (3-A) 0
(3-B) INTRAPARTUM TRANSFERS: List each transfer separately. Do not list names. If needed, attach separate sheets as needed.
MOTHER INFANT
Delivery P — BIRTH Admitted to NICU? Neonatal
DATE s e Method Gemplcatianas WEIGHT | If yes, reason and # of days | Death?
Total Intrapartum Transfers from all sheets (3-B) 0

DH-MQA 5011, 08/2015
Rule 64B24-7.014, F.A.C.




(3-0) MATERNAL POSTPARTUM TRANSFERS: (List each transfer separately. Do not list names.)
Date Reason For Transfer %ot Days In QOutcome/Condition on Discharge
Hospital 9
Total Number of Postpartum Transfers from all
sheets (3-C) O

(3-D) NEWBORN TRANSFERS: (List each transfer separately. Do not list names.)

Birth Admission to
Date Reason For Transfer Weight APGARS NICU? Qutcome
eg If yes, # of days

Total Newborn Transfers from all sheets(3-D) 0

[ SECTION IV - DEATHS |

(4-A) STILLBIRTH (midwife delivered only)

Death Was: Birth | Gestational
Date Gallce ofHeath Before | During | During | weight Age

Labor Labor | Delivery

Total Number of Fetal Death/Stillborn (4-A) 0

DH-MQA 5011, 08/2015
Rule 64B24-7.014, F.A.C. 3



Lindsay Meyer

8/25/18



Christa West MW252

Coastal Midwifery
10200 State Road 84 Suite 207 Davie, FL 33314

954-648-4990 Coastalmidwifery@gmail.com
13 2 0
0 0
1 0

26

25
15



5/20 Dizziness, excessive bleeding
8/29 Low Hemoglobin

10/17 Low platelets
9/25 SROM- Heavy meconium
1/30 Pre-Eclampsia

4/15 Elevated BP NSVD None

Unplanned

37

Unplanned 36
Unplanned 36
Unplanned 41
Unplanned 35

7.8

No

C/S
NSVD

NSVD
C/S

NSVD

No



Received fluids, discharge in stable
2/20 Postpartum Hemorrhage 5hours  condition 5 hours later
Tear sutured in OR, clients discharge after
12/15 3rd degree tear 10 hours  suturing was completed
2
11 Tachypnea 8lbs4oz 10710 24 hours Healthy Baby boy, TTN
5/4 Jaundice 9lbs90z 9/9 2 days Healthy baby boy responded well to UV lights



. Christa West

7/16/18



FLORIDA DEPARTMENT OF HEALTH (DEPARTMENT)
Council of Licensed Midwifery
4052 Bald Cypress Way, Bin #C-06

e Tallahassee, FL 32399-3256
MQA Midwifery@FLHealth.gov
HEAL! i i ANNUAL REPORT OF MIDWIFERY PRACTICE

Report data from July 1 through June 30 of each year. Reports are due no later than July 31.

[SECTION I: PRACTICE INFORMATION

Midwife Name: MW A/\”w QQM License #: MW 9{9/3

Practice Name: ‘\) 6o (o “QA_,O M/‘\A u{ PMM)M

Address:_\ A0 | Nw) £ UA/VQ '
Cvad SOWwsD KL 2357

Phone Number: %’1’( 780 016‘33 3 Email: \V\“GJ (@ Q 5 bfﬂ'ﬂ\ - Conn

Email addresses are public records. If you do not want your email address released pursuant o a public records request do not provide an email
address or send electronic mail to the Department and contact the Department by telephone or in writing.

[ SECTION II. CLIENT CARE SERVICES FOR THE MIDWIFE (include data for the report year only) |

Section Total(s)
number A e—
2 A Total number of initial OB client visits. include both clients accepted for care and 2 . (
those clients initially seen but not accepted into your care:
B [Total number of maternity clients you accepted for care in the reporting period: g L/
C [Total number of deliveries you performed during reporting period: 2/(./

Total number of licensed midwife students assigned to you during the reporting

period: D

D
E |How many delivered at: Home: &b{ Birthing Ctr: Hospital: ‘ O
4 i Twins /
F  |Number of unplanned:  Breech: 0 Multiples )
G |Number of planned VBAC:  # of primary VBAC: | L{ e Svesoont 0O
H lNumber of water births: 9
| ‘Number of mothers requiring sutures: / 0
3 A INumber of mothers transferred antepartum (for medical reasons): ‘7
g [Number of mothers transferred intrapartum: =
3
4
c lNumber of mothers transferred postpartum: (medical reasons) &){(\ @)
%
D lNumber of newborn transfers: < ™ &)
4 A 'Number of fetal deaths / stillborn: (midwife delivery only) ‘/0( i 6,/0 ) @
————————— v / ,‘
B lNumber of fetal deaths / neonatal: (within seven days of birth) /9@01‘\ < ﬂ/;/o V/©
C [Number of maternal deaths: (please submit separate report) Y (7 i O
DH-MQA 5011, 06/2017 ~

Rule 64B24-7.014, FA.C. 3




[ SECTION Ill. TRANSFER INFORMATION

|

{ (3-A) ANTEPARTUM TRANSFER (Medical Reasons): List each transfer separately. Do not list names. Attach separate

sheet as

|

Date Reason For Transter Q:,:::ed oo | ekt Cucome, f Known
Yiq  Postdetfe Plawned 2| Jc
a 7127 P g/oav\ plawn od| 32| ] <
(2 &7 | U £ '(owuuA 3K \/OL%
12t P00 S Ponned 3G | v p O
107 YoM o \abor £8P by 41 [ua s
Vol ]  Ju g @ Pocwned 3(p] Vo —
Y131 Yostdates plon [ cfc8
Total Number of Antepartum Transfers from ]
all sheet (3-A)

(3-B) INTRAPARTUM TRANSFERS: List each transfer separately. Do not list names.

If needed, attach separate sheets as needed.

DATE REASON FOR TRANSFER ey Complications? S " ve:m :‘:fgf?w ml
) Coaluns o8 B (/<] or 22U T Aoy [
T N PaTe  [Vag| NY ¥ o | day [N
Y3l F\ea\/\j WMee (e wWN o A O N

L1

DH-MQA 5011, 06/2017
Rule 64B24-7.014, FA.C.

Total Intrapartum Transfers from all sheets (3-B)










FLORIDA DEPARTMENT OF HEALTH
Council of Licensed Midwifery

ANNUAL REPORT OF MIDWIFERY PRACTICE

Report data from July 1 through June 30 of each year. Reports are due no later than July 31.

[ SECTION I: PRACTICE INFORMATION

Midwite Name:  Mirlande Casseus License#t: MIW 255
Practice Name: Full Of Life Midwifery

Address: 2316 Hollywood Blvd Hollywood, Fl 33020

Phone Number: 305-343-5906 Email: mirlande.casseus@gmail.com

| SECTION Il. CLIENT CARE SERVICES FOR THE MIDWIFE (include data for the report year only) |

Section Total(s)
number

2 A Total number of initial OB clients seen by you (include those accepted into care and 54
nhot accepted into care):

B [Total number of maternity clients you accepted for care in the reporting period: 54
C [Total number of deliveries you performed during reporting period: 34
Total number of licensed midwife students assigned to you during the reporting
D |period: 0
E |How many delivered at: Home: 19 |Birthing Ctr: 8 Hospital: | 4 31
’ . Twins /
F |[Number of unplanned: Breech:| () Multiples 0
. ; ) # of subsequent
G  Number of planned VBAC: # of primary VBAC: 12 VBAC: 10 29
H |Number of water births: 23
I |Number of mothers requiring sutures: 8
3 A Number of mothers transferred antepartum (for medical reasons): 0
B Number of mothers transferred intrapartum: 0
c Number of mothers transferred postpartum: (medical reasons) 1
D Number of newborn transfers: 0
4 A |[Number of fetal deaths / stillborn: (midwife delivery only) 0
B Number of fetal deaths / neonatal: (within 7 days of life) 0
C Number of maternal deaths: (please submit separate report) 0

DH-MQA 5011, 08/2015
Rule 64B24-7.014, F.A.C. 1



| SECTION Ill. TRANSFER INFORMATION

sheet as needed

(3-A) ANTEPARTUM TRANSFER (M edical Reasons): List each transfer separately. Do not list names. Attach separate

Date

Reason For Transfer

Planned or
Unplanned
Transfer

GA at |Delivery Outcome, if Known
Transfer | (NSVD, VAC, Forceps, C/S)

Total Number of Antepartum Transfers from

all sheet (3-A) 0
(3-B) INTRAPARTUM TRANSFERS: List each transfer separately. Do not list names. If needed, attach separate sheets as needed.
MOTHER INFANT
Delivery P — BIRTH Admitted to NICU? Neonatal
DATE s e Method Gemplcatianas WEIGHT | If yes, reason and # of days | Death?
Total Intrapartum Transfers from all sheets (3-B) 0

DH-MQA 5011, 08/2015
Rule 64B24-7.014, F.A.C.




(3-C) MATERNAL POSTPARTUM TRANSFERS: (List each transfer separately. Do not list names.)

Date Reason For Transfer # ﬂfo[s)ﬁﬁzum QOutcome/Condition on Discharge
6/2/18 Postpartum Hemorrhage 2 days Blood transfusion,

Observed then discharged.

Total Number of Postpartum Transfers from all
sheets (3-C) | 1

(3-D) NEWBORN TRANSFERS: (List each transfer separately. Do not list names.)

Birth Admission to
Date Reason For Transfer Weidh APGARS NICU? Qutcome
eight If yes, # of days

Total Newborn Transfers from all sheets(3-D) 0

[ SECTION IV - DEATHS |

(4-A) STILLBIRTH (midwife delivered only)

Death Was: Birth | Gestational
Date Gallce ofHeath Before | During | During | weight Age

Labor Labor | Delivery

Total Number of Fetal Death/Stillborn (4-A) 0

DH-MQA 5011, 08/2015
Rule 64B24-7.014, F.A.C. 3



infant)

(4-B) FETAL DEATH/ NEONATAL DEATH (Deaths within seven days of life following midwife delivery of a live

Date

Cause of Death

Site of Death

Birth Weight

Age at death

Total Number of Fetal/Neonatal Deaths (4-B)

(4-C) MATERNAL DEATH (PLEASE SUBMIT A SEPARATE REPORT FOR EACH INCIDENT)

| Number of Reports Attached

| have participated in giving information for the purpose of gathering statistics of

Total Number of Maternal Deaths (4-C) 0

Licensed Midwives in the State of Florida. The information | have given is accurate

and true.

Print Name:

Mirlande Casseus _

Signature:

LM, CPM

Date: 07/12/18

DH-MQA 5011, 08/2015
Rule 64B24-7.014, F.A.C.
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FLORIDA DEPARTMENT OF HEALTH (DEPARTMENT)
Councll of Licensed Midwifery C) G
4052 Bald Cypreas Way, BIn #C-08 SR OPATLYIA~ .
Tallahasses, FL 32309-3258
MOQA Midwifery@FL Health.gov

ANNUAL REPORT OF MIDWIFERY PRACTICE

Report data from July 1 through June 30 of axch year. Reports are due no Ister than July 31. =/ 1//

SECTION |: PRACTIGE INFORMATION |

Midwlife Name: x//‘;’/"?f/ C‘/d'/d'.ﬁ /(7/&’("/.4 ﬁé’”ﬁ.lconu# /—/L(/ Wil

Practice Name: s )47'/ ee7 /'

Addioos: Z.0C SE€ /S N A8
/Z,(fzﬁ[ lonaf F& 33770 '

Phone Number: 229~ J0¥ LT 50 eman._Jdhees Cariesg/570 ol CortiarC - €0m

Emall addresses are public records. If you do not want your emnil address reisased pursuant to a public racords mquast do not provide an emall
address or send slectronlc mail to the Departmant and contact tha Department by telephone or In writing.

| SECTlON Il« CLIENT CARE SERVICES FOR THE MIDWIFE (Include data for the report year only) i

sectlon ‘ ' - ; i : . [Total(s)| -
numbor - : 1

2" o A Total numbar of Initlal OB: ellant vieits. Include both clients acceptad for cara and ;
[ 2] +* khose clients Initially seen but not accepted Into your care: )
9 Total numbar of matarnity. cllenta you accepted for care In the reporting perlod:’
e Tothl number of deliverias you parformed during reporting petiod:

k ‘atal number of licensed midwife ltudanu ullgnod to you during the reporting
- jporiod: e .

§

“|How many deltversd at: : Home: . B"“""‘ ctr: Huplhl-: |

; Multj:leo

iNumber of planned VBAG: # of prlm.ry VBAC: | V#B:'c.ub“qumt

—

. |Numbar of water births:
hl'umber of mothah requiring sutures:

D
E
F ]Numborofunplanngd- Breech: .| Twine /
G
H
15

ﬁ;;i |Numbqr of molhon tnnmmd llntopartum (for madlcal muons)

]Numbor of mothon transferred lntrapartum

kS

SRo o ok blols]s w;gg

|Numbor of newborn tnnmn.

A
B
P INumbonofmothon transforrad postpartiim: (medical "““"’)
B,
A.

‘[Number of fetal deatha / atlllbom (mldwlfo dellvery only)

g -%umber of fotal daathe I neonatal: (within seven. dayu of birth)
ool . By a o i i ' » aty Ve

e

'|Number of maternal deaths: (please submit eaparate report)

' Rule 648247.014, FAC. : ' .






Vi/dL/24VLd 1ULb (s 2V raa "ARVAVE FAVRVEs]

HATERNAL FOSTPARTUM TRANSFERS: Witboc pastrepima. oot s

| E R O R

T

] o | owmmocorotonen ecans. |

= 1: Totﬂ Ndﬁ\borofPoMm Trahlf!ﬁ h’hull : @ ;
! “mhaets (3:C) |

ot (S-D)NEWBORN TRANSFERS (st esch mmfor? soparsiely. Do mot list namas.)

B I T Ta— LT S B | Rdmianlon ¥
- Date '|“i i Reasqn Fof Tranefar . . ARGARS N . Outcatite; ;.

L YgE ? | ivin ot cam

e

a0

SN T

a

ARRARAY

L LT~ Total Newborn Trenefers from -u'ows‘-p),;l ®)

N (17— S g

" "A)STLBIRTH(IIIIMIHIVINGOHI,) . I e L : E . . et

- = T R by ot Dut. h Was: 10 T 0
' o S lne. - - Ith . | Gestational,
Do | e, SevaetiDegth Befor | During | During “?,w.; e
. ) TR ) L Lebor | Labor | Delivery | /| .

 DH-MQA 8011, DER017. : 5 B SF o B gei
Rule 84824-7.014, FAC. T : ot i



VIl Wl My ey s (e e 4 saaa WIVVI/I VYD

ngédiMldwl. 8 1n=the state of Flonda ‘The mformatlon 1 have glven ls: awura C
rue . SR

¥ mqll' complotod formo tﬁ.
' Florida Dopartmont of Health .
c;:uncll of Llcalissd Hldwlfory :
4032 'Bald - Cypress Way, Bin, '1!0-06' 3
‘I‘alluhmoq, FL 32399-3268




FLORIDA DEPARTMENT OF HEALTH (DEPARTMENT)
Council of Licensed Midwifery

4052 Bald Cypress Way, Bin #C-06 NCTEARATHIC
. . Tallahassee, FL 32399-3256 dodlh S N ek
Forigda MQA Midwifery@FLHealth.qov
, UL 2 6 0
HEAL“" ANNUAL REPORT OF MIDWIFERY PRACTICE
Report data from July 1 through June 30 of each year. Reports are due no later than July 31. E , f‘i IVED
|SECTION I: PRACTICE INFORMATION g

Midwife Name: % i J(’ [ Qn ML License #: /\/( W 3‘5‘9

I P il e D Dk
LC 32665 A

Phone Number: Email: _ 277/ / /74( Vi //// e \yg /, 00 + (or>

Email addresses are public records. If you do not want your email address released pursuant to a public records request do not provide an email
address or send electronic mail to the Department and contact the Department by telephone or in writing.

[ SECTION I, CLIENT CARE SERVICES FOR THE MIDWIFE (include data for the report year only) |

Section Total(s)
number
B A |Total number of initial OB client visits. Include both clients accepted for care and O
those clients initially seen but not accepted into your care:
B [Total number of maternity clients you accepted for care in the reporting period: &
C [Total number of deliveries you performed during reporting period: O
Total number of licensed midwife students assigned to you during the reporting
D |period: o
E |How many delivered at: Home: Birthing Ctr: Hospital: &)
; . Twins /
F 'Number of unplanned: Breech: Multiples 0
G |Number of planned VBAC:  # of primary VBAC: v’;:fcf“"“““e“* O
H {Number of water births: O
1 hlumbor of mothers requiring sutures: &,
3 A !Number of mothers transferred antepartum (for medical reasons): ()
B lNumber of mothers transferred intrapartum: O
c INumber of mothers transferred postpartum: (medical reasons) o
D ]Number of newborn transfers: o
4 A Flumber of fetal deaths / stillborn: (midwife delivery only) O
B humber of fetal deaths / neonatal: (within seven days of birth) O
C humber of maternal deaths: (please submit separate report) &
DH-MQA 5011, 06/2017

Rule 64B24-7.014, FA.C. 3



[ SECTION lil. TRANSFER INFORMATION

sheet as needed

(3-A) ANTEPARTUM TRANSFER (Medical Reasons): List each transfer separately. Do not list names. Attach separate

Date Reason For Transfer

Planned or
Unplanned
Transfer

GA at
Transfer

Delivery Qutcome, if Known
(NSVD, VAC, Forceps, C/S)

Total Number of Antepartum Transfers from

all sheet (3-A)

O

(3-B) INTRAPARTUM TRANSFERS: List each transfer separately. Do not list names. If needed, attach separate sheets as needed.

DH-MQA 5011, 06/2017
Rule 64B24-7.014, F.AC.

MOTHER INFANT
Delivery BIRTH Admitted to NICU? Neonatal
naye REARON FOR TRANEFER Method FURBRSROner WEIGHT | If yes, reason and # of days | Death?
Total Intrapartum Transfers from all sheets (3-B), Lj




(3-C) MATERNAL POSTPARTUM TRANSFERS: (List each transfer separately. Do not list names.)

Date Reason For Transfer # ;’3;{;,‘" Outcome/Condition on Discharge

Total Number of Postpartum Transfers from all O
sheets (3-C)

(3-D) NEWBORN TRANSFERS: (List each transfer separately. Do not list names.)

Birth Admission to
Date Reasen For Transfer 2 APGARS NICU? Outcome
Weight Ly A

/
e

-~

= =

L~ |
/

= =
/

—~Total Newborn Transfers from all sheets(3-D) | )

[ SECTION IV - DEATHS |

(4-A) STILLBIRTH (midwife delivered only)

Death Was:

Birth | Gestational
Date Causge of Death Before | During | During | weight Age
Labor | Labor | Delivery

Total Number of Fetal Death/Stillborn (4-A) O

DH-MQA 5011, 06/2017
Rule 64B24-7.014, F.A.C. 5



live infant)

(4-B) FETAL DEATH/ NEONATAL DEATH (Deaths within seven days of birth following midwife delivery of a

Date Cause of Death Site of Death | Birth Weight

Age at death

Total Number of Fetal/Neonatal Deaths (4-B)

(4-C) MATERNAL DEATH (PLEASE SUBMIT A SEPARATE REPORT FOR EACH INCIDENT)

] Number of Reports Attached

Total Number of Maternal Deaths (4-C) | ()

| have participated in giving information for the purpose of gathering statistics of
Licensed Midwives in the state of Florida. The information | have given is accurate

and true.

Printed Name: >777/ﬂ//;/1? [ c{/)n ///7 (7 £
A

Signature:

Lk
Date Signed: ?//Z 0// 20 / (0)

Mail completed forms to:
Florida Department of Health
Council of Licensed Midwifery
4052 Bald Cypress Way, Bin #C-06
Tallahassee, FL 32399-3256

or

Email to:
MQA.Midwifery@FLHeaith.gov

DH-MQA 5011, 06/2017
Rule 64B24-7.014, FA.C.















STATE OF FLORIDA DEPARTMENT OF HEALTH
Council of Licensed Midwifery

LICENSED MIDWIFE ANNUAL REPORT

Report data from July 1 through June 30 of each year. Reports are due no later than July 31..

[ SECTION 1: PRACTICE INFORMATION ]
Midwife Name: MQWCL))«A&’ | \6 ML V“r‘h\{ Licenset: MWZl|
Practice Name: Ot \n Awaveness tomebifdd, and Mibflﬂi&’!’k{ Services , Ine_

Address: [@3?/ Black. prere Te.
Wnker Spangs fr 32108

Phone Number: 401~ 234%- T4 82 Email: Y\t@—ﬂ,ﬁszidu—’ {{@123@5!’“6ui e

| SECTION Il. CLIENT CARE SERVICES (include data for the report year only) |

Section number Total(s)
4 " Total number of initial OB clients seen by you (include those accepted into care and
not accepted into care): "U-{
Total number of maternity clients accepted for care in the reporting period: q_q*'
C [Total number of deliveries you performed during reporting period: 17
'Total number of licensed midwife student assigned to the practice during the
P lreporting period 2=
E |How many delivered at: Home: |7} |Birthing Ctr: 4 |Hospital: | &
F  [Number of Planned:  Breech: | -& ;\rllwullzglies &
G |Number of Planned VBAC:  # of Primary VBAC: {2. | #of Subseq. VBAC: | 3
H  |Number of VBAC Successfully Delivered by you: # of Primary| 3 # of Subseq: | 3
H1 Number of water births: ! d
. INumber of mothers requiring sutures: i
3 A |Number of mothers transferred antepartum (for medical reasons): Z
8 |Number of mothers transferred intrapartum: 5
¢ |Number of mothers Transferred postpartum: (medical reasons) i
D [Number of Newborn Transfers &
4 A INumber of Fetal Deaths / Stillborn (midwife delivery only) £
B |Number of Fetal Deaths / Neonatal (within 7 days of life) 9—
¢ |Number of Maternal Deaths (please submit separate report) &

# 28- 4 dansferced ouk of CaXe e non-medical reasens
24 PlQ,O\_WEé Nospite! births —b al primav vBACS

CLM FORM 070203-May-2004 !



| SECTION Ill. TRANSFER INFORMATION

(3-A) ANTEPARTUM TRANSFER (Medical Reasons): List each transfer separately. Do not list names. Attach separate

sheet as needed
Date Reason For Transfer T?aﬁsaf:ar gfs"v"gy\%’éc‘;? mé;'s("g‘/’g;
Izl | persistent beeech  (06R . 284 | ds
2)4l8| Commplete previa 385 | ¢fs
Ll Corvtple)ce/ predia 30> | wnknown

Total Number of Antepartum Transfers from all
sheet (3-A)

(3-B) INTRAPARTUM TRANSFERS: List each transfer separately. Do not list names. If needed, attach separate sheets as needed.

MOTHER INFANT
DATE REASON FOR TRANSFER —_—— Complications? ksiat " yeﬁ?ai;’:: ;‘:‘;‘fgf? i N;::t:t?al
el Placentad Abmpi;m NSUD NO -l ND No
il n M+. s NO 13 NO N
dslis]  Pun imat USUD ND a-S ND N®
shlig] fun YVL&\; Nk NO a-13 NO ND
dold  PBreech efs ND 1.8 NO ND

CLM FORM 070203-May-2004

Total Intrapartum Transfers from all sheets (3-B)

(=]




(3-C) MATERNAL POSTPARTUM TRANSFERS: (List each transfer separately. Do not list names.)

Date Reason For Transfer # :lfo‘:;iy(:lin Outcome/Condition on Discharge
olealnl  Retdined Placerda & Dx afev wanual remova]

Total Number of Postpartum Transfers from all

sheets (3-C)
(3-D) NEWBORN TRANSFERS: (List each transfer separately. Do not list names.)
Birth Admission to
Date Reason For Transfer Wei APGARS NICU? Outcome
eight If yes, # of days

/

Total Newborn Transfers from all sheets(3-D) | <Q’

SECTION IV - DEATHS |

(4-A) STILLBIRTH (midwife delivered only)

Death Was: . ¥
Birth | Gestational

Date Cause of Death Before | During | During | weight Age

Labor | Labor | Delivery

Total Number of Fetal Death/Stillborn (4-A) ] ,@f

CLM FORM 070203-May-2004 3



(4-B) FETAL DEATH/ NEONATAL DEATH (Deaths within seven days of life following midwife delivery of a live

infant)

Date

Cause of Death

Site of Death | Birth Weight | Age at death

Total Number of Fetal/Neonatal Deaths (4-8) | )

(4-C) MATERNAL DEATH (PLEASE SUBMIT A SEPARATE REPORT FOR EACH INCIDENT)

I Number of Reports Attached

Total Number of Maternal Deaths (4-C) | 47—

| have participated in giving information for the purpose of gathering statistics of
Licensed Midwives in the State of Florida. The information | have given is accurate

and true.

Print Name: W(-G(L(({ V t }C n (,[a I ‘H’\Y

Signature: LM(/{%&JLU\MW i C/]£7I7/)

Date:

CLM FORM 070203-May-2004

Please mail your completed Annual Report to:

Department of Health

Council of Licensed Midwifery

4052 Bald Cypress Way

Bin C-06

Tallahassee, FL 32399-3255

Or Fax to: (850) 921-6184




FLORIDA DEPARTMENT OF HEALTH (DEPARTMENT)
Council of Licensed Midwifery
4052 Bald Cypress Way, Bin #C-06
Tallahassee, FL 32399-3256
MOA Midwifery@FLHealth.gov

ANNUAL REPORT OF MIDWIFERY PRACTICE

Report data from July 1 through June 30 of each year. Reports are due no later than July 31.

[SECTION I: PRACTICE INFORMATION |

Midwife Name: K( 1A SO(\\) MO, License #_{\11) dlod
Practice Name: UifeSana MidwrEeas nc.
Address: _2515 N .- TJ(\LQ dp_ 51 &i : Blud ¥A
Nocw Ooy £l 3uadBq
Phone Number: AU - 42 3. UdUD ___Emait:_LEcsonamiduwife £ ma (.com
Email addresses are public records. If you do not want your email address released pursuant to a public records st do not provide an email

address or send electronic mail to the Department and contact the Department by telephone or in writing.

[ SECTION ll, CLIENT CARE SERVICES FOR THE MIDWIFE (include data for the report year only) ]
Section Totai(s)
number

2 A Total number of initiai OB client visits. inciude both clients accepted for care and
those cllents Initlally seen but not accepted into your care: L} 8
B [Totai number of maternity clients you accepted for care in the reporting period: - 9,
C [Totai number of deliveries you performed during reporting period: 31
Totai number of licensed midwife students assigned to you during the reporting
period: ' |
How many delivered at: Home: 337 Birthing Ctr: 0O Hospital:| O 3‘\
. . Twins /
F  |INumberof unplanned:  Breech:| O Multiples ® @)
G ﬁNumber of pianned VBAC: |, # of primary VBAC: | Q #B‘;'cs_“bseq“e“t 2 Lo
H ‘Number of water births: | 3
I Number of mothers requiring sutures: %
3 A ‘Number of mothers transferred antepartum (for medical reasons): 3
B Number of mothers transferred intrapartum: o)
c Number of mothers transferred postpartum: (medical reasons) |
D ]Number of newborn transfers: i
4 A ‘Number of fetal deaths / stiliborn: (midwife delivery only) 0
B lNumber of fetai deaths / neonatai: (within seven days of birth) A
c lNumber of maternai deaths: (please submit separate report) )

DH-MOA 5011, 06/2017
Rule 64B24-7.014, FAC. : 3




['SECTION 1ll. TRANSFER INFORMATION

(3-A) ANTEPARTUM TRANSFER (Medical Reasons): List each transfer separately. Do not iist names. Attach separate
sheet as needed
et Regson For Transter Unamed |SAE Do e
016 17| HSV genital suwtb reaje at’ +erm . unplanned | yow c/s
12-21-17 Breech presentation arterm. unplanned |diwtd c/s
2-16-1g Pre-terrn rupture of membranes unplanned | 34,44 NSVD

Total Number of Antepartum Transfers from 3
all sheet {3-A)

(3-B) INTRAPARTUM TRANSFERS: List each transfer separately. Do not list names. If needed, attach separate sheets as needed,

MOTHER INFANT

e | sesouronruneren | otiey|  comtostonst | B | yeneeson nd ot | Dot
i-1-17| Non-reassuring FHT cls f\::t‘%:‘:'%sﬁszg Lq' Lla; no f\:-rb::s‘—
3.15.18 Non-reussuring FHT  |[NVD|  no Bler "o no

Total Intrapartum Transfers from all sheets (3-B) 2

DH-MQA 5011, 06/2017
Rule 64B24-7.014, FAC.




(3-C) MATERNAL POSTPARTUM TRANSFERS: (List each transfer separately. Do not list names.)

Date Reason For Trangfer # ﬁfoggﬁi" Cutcome/Condition on Discharge
2-17-18 | mother wnable tsvoid <] stable, alsle v void
Total Number of Postpartum Transfers from all
sheets (3-C) | |

(3-D) NEWBORN TRANSFERS: (List each transfer separately. Do not list names.)

Birth Admission to
Date Reasan For Transfer ; APGARS Nicu? Qutcome
Weight if yes, # of days
2-17-1§ unresponsive T neonatal resus. /ol no neonatal death
/
/

Total Newborn Transfers from all sheets(3-D) i .

[ SECTION IV - DEATHS |

{(4-A) STILLBIRTH (midwife delivered only)

Death Was: .

Birth | Gestational
Date Cause of Death Before | During | Dunng | Weight Age
Labor | Labor | Delivery

Total Number of Fetal Death/Stlliborn (4-A} (0]

DH-MQA 5011, 06/2017
Rule 64B24-7.014, FAC.




(4-B) FETAL DEATH/ NEONATAL DEATH (Deaths within seven days of birth following midwife delivery of a
tive infant)

Date Cause of Death Site of Death | Birth Weight | Age at death

2-11-1% | undetermined, ne axtopsy Per{lormed 2-17-18 | 8]bs leoz| < 1 hr

Total Number of Fetal/Neonatal Deaths (4-B) {

(4-C) MATERNAL DEATH (PLEASE SUBMIT A SEPARATE REPORT FOR EACH INCIDENT)

[Number of Reports Attached

Total Number of Maternal Deaths {4-C) ()

| have participated in giving information for the purpose of gathering statistics of
Licensed Midwives in the state of Florida. The information | have given is accurate
and true.

Printed Name: _Kristin Schuech mann

Signature: Q_f@?&/}%—\}(/? @h/b{/(‘/h FYIOLLAAL

Date Signed: _07-2%-2018

Mai! completed forms to:
Florida Department of Health
Council of Licensed Midwifery
4052 Bald Cypress Way, Bin #C-06
Tallahassee, FL. 32399-3256

or

Email fo:

-MgA.Midwﬁeg@FLHeal’th.gov

DH-MQA 5011, 06/2017
Rule 64B24-7.014, FAC. 6
















FLORIDA DEPARTMENT OF HEALTH
Council of Licensed Midwifery

ANNUAL REPORT OF MIDWIFERY PRACTICE

Report data from July 1 through June 30 of each year. Reports are due no later than July 31.

| SECTION I: PRACTICE INFORMATION

Midwife Name: MQW RQ" e License #: ﬂz [‘42 DY

Practice Name: (K\r\{\-\r\ E\O cEmILS

Address:

lQD2 gur\r‘c&fe %(Ud

Phone Number:m Lf T %Sé;[ 3 Email:

Toer Piecee o ?LFQSQ

| SECTION II. CLIENT CARE SERVICES FOR THE MIDWIFE (include data for the report year only)

|

Section Total(s)
number
2 A Total number of initial OB clients seen by you (include those accepted into care and 39
not accepted into care):
B [Total number of maternity clients you accepted for care in the reporting period: %7
C [Total number of deliveries you performed during reporting period: [ C+
Total number of licensed midwife students assigned to you during the reporting (
D |period: ,
How many delivered at: Home: lt—l Birthing Ctr: O Hospital: ‘ ) l &)
: : Twins / - s
F 'Number of unplanned: Breech: (‘—-) Multiples C ) \
G bumber of planned VBAC:B # of primary VBAC: ‘ I vfgxfcs.ubsequent ;L 3
H humber of water births: ; /A
| lNumber of mothers requiring sutures: q
3 A Pumber of mothers transferred antepartum (for medical reasons): 24
B bumber of mothers transferred intrapartum: y 2
c INumber of mothers transferred postpartum: (medical reasons) ; ‘Z
D [Number of newborn transfers: O
4 A |Number of fetal deaths / stillborn: (midwife delivery only) O
Number of fetal deaths / neonatal: (within 7 days of life : O
g Number aths (wi ys of life) Q'Q‘TEOPAT‘W' g
C iNumber of maternal deaths: (please submit separate report) CUNIT O
JUL 238 2018
R TP
DH-MQA 5011, 08/2015 RECEIVED

Rule 64B24-7.014, F.A.C. 1




| SECTION Iil. TRANSFER INFORMATION

(3-A) ANTEPARTUM TRANSFER (Medical RGGSOHS)Z List each transfer separately. Do not list names. Attach separate

sheet as needed
Planned or & 3
GA at |Delivery Outcome, if Known
Date Reason For Transfer U_pgi:g:rd Transfer |(NSVD, VAC, Forceps, C/S)

J IIQIIg ﬂ\)r\o;\m&glge‘\o& Qm&unc« A\

ﬁp(qmed

3

S0y

Wiz Nsub_

Total Number of Antepartum Transfers from

all sheet (3-A)

(3-B) INTRAPARTUM TRANSFERS: List each transfer separately. Do not list names. If needed, attach separate sheets as needed.

MOTHER

INFANT
DATE REASON FOR TRANSFER Pt Complications? W | i 3 e:,dr':aigoe: :::':g: o NS::;‘;'
. S« VL
5197/ 4 fmsgupac,?rﬁ 'G/S d@ ja bl No no
3l n1on ceo oo ay 1 ( s e Qrakx cls e No NG

DH-MQA 5011, 08/2015
Rule 64B24-7.014, F.A.C.

Total Intrapartum Transfers from all sheets (3-B)




(3-C) MATERNAL POSTPARTUM TRANSFERS: (List each transfer separately. Do not list names.)

Date Reason For Transfer ) * :'fogsg'i" Outcome/CEondnion on Discharge
o, Al . b - RS ed '\—CCL y
7,////7 f\ej«;.gou( o@ore >/p /ﬂﬁx:e‘@«( S B Y 1 B
k | B N — )
R) } 2% < c& ( ; ) ) e et Sttt
Jul17]3 " pesineed Aoy (Rerional) OOt ey, Ren e

Total Number of Postpartum Transfers from all ;Z/
sheets (3-C)

1 =

(3-D) NEWBORN TRANSFERS: (List each transfer separately. Do not list names.)

Date Reason For Transfer Birth APGARS Adnilscstilo':‘ b Qutcome
al 5 ?
\ We[ght If yes, # of days
-~
\
T~y
-—

\

\
\
o

Total Newborn Transfers from all sheets(3-D) ‘ -

[ SECTION IV - DEATHS |

(4-A) STILLBIRTH (midwife delivered only)

T e

e Death Was: Birth | Gestational
e of Death Before | During During Weight Age
Labor | Labor | Delivery

S

—

\\\

\¥

Total Number of Fetal Death/Stillborn (4-4) |

DH-MQA 5011, 08/2015
Rule 64B24-7.014, FA.C. 3



(4-B) FETAL DEATH/ NEONATAL DEATH (Deaths within seven days of life following midwife delivery of a live

infant)

Cause of Death : Site of Death | Birth Weight | Age at death

\

\
I
e

Total Number of Fetal/Neonatal Deaths (4-B) |

(4-C) MATERNAL DEATH (PLEASE SUBMIT A SEPARATE REPORT FOR EACH INCIDENT)

E———
[ Number of Reports Attached \\

Total Number of Maternal Deaths (4-C) \

| have participated in giving information for the purpose of gathering statistics of
Licensed Midwives in the State of Florida. The information | have given is accurate
and true.

Print Name: (M‘V RC& Ne

Signature: /////////1/\
Date: 7/ 9/ 1L

€maon M&A W\tdwt QU@FLH@\,\*\A \’SO‘/

r H COOY\CL\ Og' \/‘ C/‘engeé N\de ‘(&f
%\_b\ck)ogl Wold Qy pressik Rin C %Q
Talastee 324977 325

DH-MQA 5011, 08/2015
Rule 64B24-7.014, F A.C. 4



Terri Williams
Beautiful Birthings

1206 Chelsea Place Orlando FL 32803

321-604-6503

11

terri@bbirth.com

MW265

27

27
11

O O o o p w N+



4/25/18  Anemia Planned 39 NSVD
4/5/18  Breech Presentation Planned 38 C/S

12/26/17 Post Dates (42 weeks) Planned 42 C/S

2/25/18 Breech C/S None 7/0 no

Failure to progress

Failure to progress NSVD

Failure to progress

no

no

no

no



3/28 PPH and 3rd degree laceration 2 Healthy, normal
12/9 Cord avulsion, retained placenta 2 healthy, normal



Terri Williams, LM

Uikt

4/26/18















KAITLAN CLOWER-MONEY MW267
NOT IN PRACTICE

6560 KREEGER FARM RD. TOBACCOVILLE NC 27050

336-480-4112 KAITLANCMONEY@GMAIL.COM









KAITLAN CLOWER- MONEY

07/18/2018


















FLORIDA DEPARTMENT OF HEALTH
Council of Licensed Midwifery

ANNUAL REPORT OF MIDWIFERY PRACTICE

Report data from July 1 through June 30 of each year. Reports are due no later than July 31.

[ SECTION I: PRACTICE INFORMATION

Midwife Name: Helen Laura Sinnott Fort License #: MW 270

Practice Name:
Address: 4822 Fenton Street

Phone Number: 392-219-7895 Email: hisin@yahoo.com

| SECTION Il. CLIENT CARE SERVICES FOR THE MIDWIFE (include data for the report year only) |

Section Total(s)
number
2 A Total number of initial OB clients seen by you (include those accepted into care and 0
nhot accepted into care):
B [Total number of maternity clients you accepted for care in the reporting period: 0
C [Total number of deliveries you performed during reporting period: 0
Total number of licensed midwife students assigned to you during the reporting 0
D [|period:
E How many delivered at: Home: 0 Birthing Ctr: | Hospital: | 0
’ . Twins /
F  |Number of unplanned:  Breech: () Multiples 0 0
. ; ) # of subsequent
G Number of planned VBAC:  #of primary VBAC: | | pac: 0 0
H |Number of water births: 0
I |Number of mothers requiring sutures: 0
3 A Number of mothers transferred antepartum (for medical reasons): 0
B Number of mothers transferred intrapartum: 0
c Number of mothers transferred postpartum: (medical reasons) O
D Number of newborn transfers: 0
4 A |[Number of fetal deaths / stillborn: (midwife delivery only) 0
B Number of fetal deaths / neonatal: (within 7 days of life) 0
C Number of maternal deaths: (please submit separate report) 0

DH-MQA 5011, 08/2015
Rule 64B24-7.014, F.A.C. 1



| SECTION Ill. TRANSFER INFORMATION

sheet as needed

(3-A) ANTEPARTUM TRANSFER (M edical Reasons): List each transfer separately. Do not list names. Attach separate

Date

Reason For Transfer

Planned or
Unplanned
Transfer

GA at |Delivery Outcome, if Known
Transfer | (NSVD, VAC, Forceps, C/S)

Total Number of Antepartum Transfers from

all sheet (3-A) 0
(3-B) INTRAPARTUM TRANSFERS: List each transfer separately. Do not list names. If needed, attach separate sheets as needed.
MOTHER INFANT
Delivery P — BIRTH Admitted to NICU? Neonatal
DATE s e Method Gemplcatianas WEIGHT | If yes, reason and # of days | Death?
Total Intrapartum Transfers from all sheets (3-B) 0

DH-MQA 5011, 08/2015
Rule 64B24-7.014, F.A.C.




(3-0) MATERNAL POSTPARTUM TRANSFERS: (List each transfer separately. Do not list names.)
Date Reason For Transfer %ot Days In QOutcome/Condition on Discharge
Hospital 9
Total Number of Postpartum Transfers from all O
sheets (3-C)

(3-D) NEWBORN TRANSFERS: (List each transfer separately. Do not list names.)

Birth Admission to
Date Reason For Transfer Weight APGARS NICU? Qutcome
eg If yes, # of days

Total Newborn Transfers from all sheets(3-D) 0

[ SECTION IV - DEATHS |

(4-A) STILLBIRTH (midwife delivered only)

Death Was: Birth | Gestational
Date Gallce ofHeath Before | During | During | weight Age

Labor Labor | Delivery

Total Number of Fetal Death/Stillborn (4-A) 0

DH-MQA 5011, 08/2015
Rule 64B24-7.014, F.A.C. 3



Helen Laura Sinnott Fort

July 31, 2018















FLORIDA DEPARTMENT OF HEALTH (DEPARTMENT) -, 5

Council of Licensed Midwifery é);o

4052 Bald Cypress Way, Bin #C-06 * O,o
A W Tallahassee, FL 32399-3256 4)\ ’3‘
Sleidlal MQA Midwifery@FLHeaith.qov 4 /C‘('/

] ‘O U7
n l % 6 P
HEAL ANNUAL REPORT OF MIDWIFERY PRACTICE ‘“r’é\ 0 %/ &
{4\/,,

Report data from July 1 through June 30 of each year. Reports are due no later than July 31. "/ /- @
d

|SECTION I: PRACTICE INFORMATION

Midwife Name:___/(r iS%1 N qu, Harg Ccemss . 2. 2 q'

Practice Name:
Address: QSOQ QCCQ’\/'I_C(W LQV\Q 2
_Loke Winth FLISHE

1 L p « - < s
Phone Number:g‘“ 85 - 040 4 Email: K\’ igﬂ n é ﬁ tho *55(5 wairz.Com
Email addresses are public records. If you do not want your email address released pursuant ublic records request do not provide an email

address or send electronic mail to the Department and contact the Department by telephone or in writing.

| SECTION Il. CLIENT CARE SERVICES FOR THE MIDWIFE (include data for the report year only)

Section
number o
2 A Total number of initial OB client visits. Include both clients accepted for care and
those clients initially seen but not accepted into your care:

B [Total number of maternity clients you accepted for care in the reporting period:

C [Total number of deliveries you performed during reporting period:

Total number of licensed midwife students assigned to you during the reporting
D |period:

How many delivered at: Home: /@/ Birthing Ctr: Q/ —Hospitalz ,9/

F  |[Number of unplanned:  Breech: ,@, L:::f)lles
G Number of planned VBAG:  # of primary VBAC: V’;:fcs:“b“““e“‘
H ]Number of water births:
I INumber of mothers requiring sutures:
3 h A TNumber of mothers transferred antepartum (for medical reasons):
B Number of mothers transferred intrapartum:
c lNumber of mothers transferred postpartum: (medical reasons)
D }Number of newborn transfers:
4 A [Number of fetal deaths / stiliborn: (midwife delivery only)
B Pdumber of fetal deaths / neonatal: (within seven days of birth)

A)

QURATVXRRYORER AN £ |

C }Number of maternal deaths: (please submit separate report)

DH-MQA 5011, 06/2017
Rule 64B24-7.014, FA.C. 3




| SECTION lil. TRANSFER INFORMATION

sheet as needed

(3-A) ANTEPARTUM TRANSFER (Medical Reasons): List each transfer separately. Do not list names. Attach separate

Date Reason For Transfer

Planned or
Unplanned
Transfer

GA at | Delivery Outcome, if Known
Transfer | (NSVD, VAC, Forceps, C/S)

Total Number of Antepartum Transfers from

all sheet (3-A)

Al

(3-B) INTRAPARTUM TRANSFERS: List each transfer separately. Do not list names. If needed, attach separate sheets as needed.

MOTHER INFANT
Delivery BIRTH Admitted to NICU? Neonatal
DATE REASON FOR TRANSFER Sethad Complications? WEIGHT | If yes, reason and # of days | Death?

DH-MQA 5011, 06/2017
Rule 64B24-7.014, FA.C.

Total Intrapartum Transfers from all sheets (3-B)




(3-C) MATERNAL POSTPARTUM TRANSFERS: (List each transfer separately. Do not list names.)

Date

Reason For Transfer

# of Days in
Hospital

Outcome/Condition on Discharge

Total Number of Postpartum Transfers from all ‘@/

sheets (3-C)

(3-D) NEWBORN TRANSFERS: (List each transfer separately. Do not list names.)

Date Reason For Transfer ve:m APGARS Mm‘? » Outcome
ight it yes, # of days

//
//
//

)
//
//

P

Total Newborn Transfers from all sheets(3-D) l gZ

| SECTION IV - DEATHS

(4-A) STILLBIRTH (midwife delivered only)

Death Was:
Birth | Gestational
Date Cause of Death Before | During | During | weight Age
Labor | Labor | Delivery

DH-MQA 5011, 06/2017

Rule 64B24-7.014, FA.C.

Total Number of Fetal Death/Stillborn (4-A) y































Scanned with CamScanner



Scanned with CamScanner



Scanned with CamScanner



Scanned with CamScanner



Scanned with CamScanner



























Shannon Evans 281
Beautiful Beginnings Midwifery and Birth Center

3150 N. Wickham Rd. #1

Melbourne, FL 32934

954-668-9946 midwifeshannonevans@gmail.com
7 6
0 0
0

23
23
13

13



1/27/18 PPROM

10/1/17 FTP 2nd stage

2/20/18 FTP 1st stage, prolonged ROM

VAVD

NSVD

3rd degree laceration

None

unplanned

6lb130z

6lb3oz

36

No

No

C/s

No

No



N/A

N/A

N/A



N/A

Shannon Evans

7/26/18



FLORIDA DEPARTMENT OF HEALTH
Council of Licensed Midwifery

ANNUAL REPORT OF MIDWIFERY PRACTICE

Report data from July 1 through June 30 of each year. Reports are due no later than July 31.

[ SECTION I: PRACTICE INFORMATION

Midwife Name: Bree Moses License #: MW282
Practice Name: UF HEALTH BIRTH CENTER
Address: JACKSONVILLE, FL 32205
JACKSONVILLE, FL 32205
Phone Number: (904)535-1803 Email: breemoses@gmail.com

| SECTION Il. CLIENT CARE SERVICES FOR THE MIDWIFE (include data for the report year only) |

Section Total(s)
number
2 A Total number of initial OB clients seen by you (include those accepted into care and 18
nhot accepted into care):
B [Total number of maternity clients you accepted for care in the reporting period: 18
C [Total number of deliveries you performed during reporting period: 12
Total number of licensed midwife students assigned to you during the reporting 0
D [|period:
E How many delivered at: Home: 0 Birthing Ctr: |12 Hospital: |
’ . Twins /
F  Number of unplanned:  Breech: |() Multiples 0
. ; ) # of subsequent
G Number of planned VBAC:  # of primary VBAC: |() VBAC: 0
H |Number of water births:

I |Number of mothers requiring sutures:

O|Q|I O QI OO WO O ©

3 A Number of mothers transferred antepartum (for medical reasons):
B Number of mothers transferred intrapartum:
c Number of mothers transferred postpartum: (medical reasons)
D Number of newborn transfers:
4 A Number of fetal deaths / stillborn: (midwife delivery only)
B Number of fetal deaths / neonatal: (within 7 days of life)
C |Number of maternal deaths: (please submit separate report)

DH-MQA 5011, 08/2015
Rule 64B24-7.014, F.A.C. 1



| SECTION Ill. TRANSFER INFORMATION

sheet as needed

(3-A) ANTEPARTUM TRANSFER (M edical Reasons): List each transfer separately. Do not list names. Attach separate

Date

Reason For Transfer

Planned or
Unplanned
Transfer

GA at |Delivery Outcome, if Known
Transfer | (NSVD, VAC, Forceps, C/S)

Total Number of Antepartum Transfers from

all sheet (3-A)

(3-B) INTRAPARTUM TRANSFERS: List each transfer separately. Do not list names. If needed, attach separate sheets as needed.

MOTHER

INFANT

DATE

REASON FOR TRANSFER

Delivery
Method

Complications?

BIRTH
WEIGHT

Admitted to NICU?
If yes, reason and # of days

Neonatal
Death?

DH-MQA 5011, 08/2015
Rule 64B24-7.014, F.A.C.

Total Intrapartum Transfers from all sheets (3-B)




(3-0) MATERNAL POSTPARTUM TRANSFERS: (List each transfer separately. Do not list names.)

Date

Reason For Transfer

# of Days in
Hospital

QOutcome/Condition on Discharge

Total Number of Postpartum Transfers from all

sheets (3-C)

(3-D) NEWBORN TRANSFERS: (List each transfer separately. Do not list names.)

Date

Reason For Transfer

Birth
Weight

APGARS

Admission to
NICU?
If yes, # of days

Qutcome

Total Newborn Transfers from all sheets(3-D)

| SECTION IV - DEATHS

(4-A) STILLBIRTH (midwife delivered only)

Date

Cause of Death

Death Was:

Before | During
Labor Labor

_ Birth | Gestational
During | weight Age
Delivery

DH-MQA 5011, 08/2015

Rule 64B24-7.014, F.A.C.

Total Number of Fetal Death/Stillborn (4-A)




Bree Moses

8/30/18



Elizabeth Charron

Maiden To Mother Midwifery

11236 SW 56 Circle, Cooper City, FL 33330

954-404-3502

14

Lizziecharron@gmail.com

17

Mw283

74

74

31

31

11

13



10/27/17
12/16/17

1/12/18
1/26/18.
10/3/17

3/28/18
3/9/18

2/15/18

5/8/18
6/28/18

11/11/17

Planned hospital birth

Pain Relief

Post Dates
Non-Payment
Changed provider
PIH
Non-Compliant
Changed provider

Changed provider

Miscarriage

Pain relief

2/22/18 Surprise Breech

6/6/18. Pain management

10/29/18 FTP

11/7/18 FTP

C/S.

NSVD

C/S

C/S

No.

No

No

No

Planned 40
Unplanned 41

Planned 42

Unplanned 36

Planned 26
Unplanned 40
Unplanned 39
Planned 21
Planned 13

Unplanned 10

Unplanned 40

7lbs 100z. No.

8lbs 90z. No

7lbs 150z. No

7lbs 40z. No

NSVD
C/s

NSVD
C/s

Unknown
NSVD
NSVD
Unknown
Unknown

D&C
NSVD

13

No

No

No

No



11/21/17

12/5/17

Low lying placenta

Changed provider

Planned

Planned

40
37

C/S

NSVD

13






Elizabeth Charron

7/19/18
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Mary Surprenant
Inspiration Family Birth Center
434 Grove Avenue Winter Park, FL 32789

4076445567

27

Mw287

mary@inspirationmidwifery.com

57

57
100

73 0 100

71
14



9/10/2017
12/26/2017
1/1/2018
4/2/2018
6/28/2018

7/20/17

8/13/17

8/26/17

11/20/17

5/30/18

6/19/18

6/19/18

Pre-Eclampsia

Pre term labor

Low Hbg

Placental Abruption

Fetal Demise

Pain relief

Non Reassuring FHR

Failure to Progress 2nd Stage
FTP, Pain Management /
PROM no CTX/
FTP

FTP

C/S

C/s

CiIS/

C/S

C/s

Meconium

UnPlanned
UnPlanned
UnPlanned
UnPlanned

UnPlanned

unk

6/6

35
30
40
22
24

NO

NO

NO

NO

NO

NO

NO

vaginal

vaginal

No

No

No

No

No

No

No



7/10/2017 Retained Placenta 0 D&C of Placenta/Stable

No Events

No Events



No events

N/A

Mary Surprenant

7/31/2018















Jessica Willoughby MW289
The Birth Center of St. Pete

1405 Dr. Martin Luther King Jr. St. N, Saint. Petersburg, FL 33704

727895-2300 office@bcofstpete.com
21 24
0 0
0 VBA2C

96
96
45

45

26
15



7-17-17 Non Vertex

8-16-17  Low Fluid Postdates
8-24-17 Low Fluid

7-21
8-16
8-30
2-11
3-26
4-22
5-9
5-18

Failure to desend

MSAF

Non-reasurring FHT
Maternal Req Pain Med
PROM

FTP
PPROM

FTP

Maternal Req Pain Med

C/IS
VBAC
NSVD

NSVD
NSVD

NSVD

NSvD TTN/Jaundice

C/S
NSVD

None

None

None

None

None

None

None

None

Planned
Unplanned

Unplanned

35309
3373g

45709
3450g

42709

38409
2470g
4210g

41 C/s

41 C/S
41 Forceps

Yes TTN
NO
NO

No
NO

NO

Yes Pretern/hyperbiliruminemia

NO

3316g Yes TTN r/o RDS

NO
NO
NO
NO
NO
NO
NO
NO
NO



2-11 4th degree tear 1 Repaired in OR



Jessica Willoughby

< J-

07/30/2018



FLORIDA DEPARTMENT OF HEALTH (DEPARTMENT) uiC UNY

~nTH
“D B

Council of Licensed Midwifery ~cTEOP!
4052 Bald Cypress Way, Bin #C-06 el o
Tallahassee, FL 32399-3256 Wy 3N

MQA.Midwifery@FLHealth.gov
ANNUAL REPORT OF MIDWIFERY PRACTICE ~FCEWV El

Report data from July 1 through June 30 of each year. Reports are due no later than July 31.

[SECTION I: PRACTICE INFORMATION |

Midwife Name:‘m/” é\ M 0//) a/éél ( License #: M w 9 90
Practice Name: u m(_Moteniru Contec
Address: _ | 40 A/é Hq 6J( ﬂ\aWﬂ ; Fla. 2216

Phone Number:ﬁ@) B4 2229 Emai: Lania _mondesic @ \ah- o
Email addresses are public records. If you do not want your email address released pursuant to a public records request do not provide an emait
address or send electronic mail to the Department and contact the Department by telephone or in writing.

[ SECTION Ii. CLIENT CARE SERVICES FOR THE MIDWIFE (include data for the report year only) ]

Section Total(s)

number

2 A Total number of initial OB client visits. Include both clients accepted for care and g\
those clients initially seen but not accepted into your care: ; 5

B [Total number of maternity clients you accepted for care in the reporting period:
C [Total number of deliveries you performed during reporting period:
Total number of licensed midwife students assigned to you during the reporting

2R

D jperiod:

E |How many delivered at: Home: | Birthing Ctr: zq Hespital: 5 D
: " Twins /

F umber of unplanned: ~ Breech:| ¢ Multiples O

G Number of planned VBAC:  # of primary VBAC: | () vfégfcs.uosequent O

H

umber of water births:

o "

OloD PP M P &RE0P

umber of mothers requiring sutures:

umber of mothers transferred antepartum (for medical reasons):

Tz =

A
B humber of mothers transferred intrapartum:
c Fiumb'er of mothers transferred postpartum: (medical reasons)
D hlumber of newborn transfers:

4 A hlumber of fetal deaths / stillborn: (midwife delivery only)
B blumber of fetal deaths / neonatal: (within seven days of birth)
C humber of maternal deaths: (please submit separate report)

DH-MQA 5011, 06/2017 ;

Rule 64B24-7.014, FA.C.




[ SECTION Iil. TRANSFER INFORMATION A |

(3-A) ANTEPARTUM TRANSFER (Medical Reasons): List each transfer separately. Do not list names. Attach separate

sheet as needed

Planned or
Date Reason For Transfer Unplanned TgAn:ffer (%cs"\vl.;y\?ﬁ\ml(.nglms)

Transfer
NONE

Totat Number of Antepartum Transfers from
all sheet (3-A)

(3-B) INTRAPARTUM TRANSFERS: List each transfer separately. Do not list names. If needed, attach separate sheets as needed.

MOTHER INFANT :

DATE REASON FOR TRANSFER Beeay Complications? S Nyeém O st ders | Do
‘ujn “Hin lem%wwvc? svD o s no g
Yelg| F TP r-see| N 2! 2@&6?%0\*& %) TN O
%eld Fain kkmﬂu%em& (500 ND 6 Ao V)
Uy Elevated Tomp t-se| Ao G | 4 vass Jaak biokies| &

J 5

%y  FTF e N g No o

Total Intrapartum Transfers from all sheets (3-8)| 5

DH-MQA 5011, 06/2017
Rule 64B24-7.014, FAC. 4



(4-B) FETAL DEATH/ NEONATAL DEATH (Deaths within seven days of birth following midwife delivery of a
live infant)

Date Cause of Death Site of Death | Birth Weight | Age at death

Total Number of Fetal/Neonatal Deaths (4-B) D

(4-C) MATERNAL DEATH (PLEASE SUBMIT A SEPARATE REPORT FOR EACH INCIDENT)

l Number of Reports Attached

O

Tota! Number of Maternal Deaths (4-C)

I have participated in giving information for the purpose of gathering statistics of
Licensed Midwives in the state of Florida. The information | have given is accurate

and true.

Printed Name: //ZV) ) @‘ L’{Q ndféi (.

s :
Signature: %Mﬂ» %W QI

Date Signed: 07 35 - | 5/

Mail completed forms to:
Florida Department of Health
Council of Licensed Midwifery
4052 Bald Cypress Way, Bin #C-06
Tallahassee, FL 32399-3256

or

Email to:

MQA.Midwifery@FLHealth.qov

DH-MOQA 5011, 06/2017
Rule 64B24-7.014, FAC. 6
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FLORIDA DEPARTMENT OF HEALTH
Council of Licensed Midwifery

ANNUAL REPORT OF MIDWIFERY PRACTICE

Report data from July 1 through June 30 of each year. Reports are due no later than July 31.

| SECTION I: PRACTICE INFORMATION

Midwife Name: K&Yla HD H’ License #: N\\N LCLB
Practice Name: Lo~ ot Love RirH~ Center—

Address:

ok Muctle 2idae 2

Lz L 33544

—_—

Phone Number: (21%) A4A 118 emait: _|aboretlovelearlae amai)-com

[ SECTION II. CLIENT CARE SERVICES FOR THE MIDWIFE (include data for the report year only)

Section Total(s)
number
2 A Total number of initial OB clients seen by you (include those accepted into care and
not accepted into care): lo'L
B [Total number of maternity clients you accepted for care in the reporting period: o
C [Total number of deliveries you performed during reporting period: Vs)
Total number of licensed midwife students assigned to you during the reporting 3
D |period:
How many delivered at: Home: 3 Birthing Ctr: 58 Hospital: (%)
. . Twins /
F  |Number of unplanned:  Breech: ﬁ Multiples @’
: . O # of subsequent .
G [Number of planned VBAC: # of primary VBAC: @ BAC: l ’
H [Number of water births: 2
I INumber of mothers requiring sutures: {Z.
3 A qumber of mothers transferred antepartum (for medical reasons): @ q
B Number of mothers transferred intrapartum: @% 6
c Number of mothers transferred postpartum: (medical reasons) L\
D [Number of newborn transfers: 5
4 A INumber of fetal deaths / stillborn: (midwife delivery only) @
B Number of fetal deaths / neonatal: (within 7 days of life) ¢
C ‘Number of maternal deaths: (please submit separate report) @

DH-MQA 5011, 08/2015

Rule 64B24-7.014, F.A.C. 1




[ SECTION lil. TRANSFER INFORMATION

(3-A) ANTEPARTUM TRANSFER (Medlcal Reasons): List each transfer separately. Do not list names. Attach separate
sheet as needed
Planned or " .
Date Reason For Transfer U_;_lrpalz;leerd T?alr:safter g‘esh:/%w&uéw’;gfc:pzngrs")

W] teansverse @sdeom punned [334| /S
el (oL foc NN-rrassuring NST /D0l wagienved] Qi3] 100 /Vaginal birgh
4] % Oligo hydyaming¢ [1oL- wnplanned | 43| (oL /Vocuum assided bith
VEIC: LoL for £DIL wnplanned |3etH JOL/vagunel byt
wlai Lawr binsn CACOWIA planred [3et3| ¢ /s’

2a]®| P4 prejevence 40 mecli cedted. Brdin o\anno_d 3t W

alag[i® fekodArchvthns, owmmd | NSVYD

3[3je fover | Delwydranion/ intechon Sx wnplaned [39r4 | ANSVD

4hal@® oL for Poiy \(\u A hngs ponned |39 cis

ot iet AR

Total Number of Antepartum Transfers from

all sheet (3-A)

2

(3-3) INTRAPARTUM TRANSFERS: List each transfer separately. Do not list names. If needed, attach separate sheets as needed.

MOTHER INFANT
RATE REASONFORTRANSFER | OeieY | Complications? |y | ¢ SGmEaT 0 WS ovs | Dosths.
Al U | Fre | fain did S Re-ecianpsio. |0 —
ﬁs\go\\ (UQJ/W P st NQND e e
wla|  P2on | FTP NSVD — 7lolot S sy
wla|  Peem | FIP NSUD P g 302 e e
3BT ponsong) Modetinel faid SO — ik —
ol 7P (Edpuskion [ SR14. | IS SNSRI " e

Total Intrapartum Transfers from all sheets (3-B)

DH-MQA 5011, 08/2015
Rule 64B24-7.014, F.A.C.

(\‘\f
I




(3-C) MATERNAL POSTPARTUM TRANSFERS: (List each transfer separately. Do not list names.)

Date Reason For Transfer ¢ ﬂfolz;{:li" Outcome/Condition on Discharge
ol 1r 200 Doaree. Locerahnion epaiv & NOYTal (e cogerty”

o] 2 Dogmge Lecerodion Qepoir | £ |
izl Precegdoud Bridh [ealiod fom Ambuigne
2[1g]  20d Deguor Lacealiin _(opayr i

ol I
U!V"l!"l N‘XHL"\LU VY &

Novwnal rw/o\rw"/»—
N2ymael 2¢ c,o\re/wl
Arormed (Lacm-c/wr

] { NDYWed (QCC\F\"W‘”—
Total Number of Postpartum Transfers from all =
O umber 0! m iransiers irom a
sheets (3-C) &H »

(3-D) NEWBORN TRANSFERS: (List each transfer separately. Do not list names.)

Date Reason For Transfer V\?:i;hht APGARS "3:;‘«:?%::; QOutcome
gel  Low piaih \\eiqhd 5" ot No | Dischanged <24Yvs
ool Cranod Edovne [lomatima [l 24| vos Wl Uomatima. posvived
\{Zq[g ?@UO\W Bt /Calb?o\‘e'vm Qﬂ\b\ém\f:& ND Disc WA <24 hyg

2\ M\OJ\CAC/ NELS PN l‘blbw fo JNO, 2
2lal8] Nesaatal Sram/Claide V- 2o [E02 |21 NO

IN ycivadapm : D{Sdm%d’: Z&HS
beatthy [intact claviden

Total Newborn Transfers from all sheets(3-D) I g

[ SECTION IV - DEATHS

(4-A) STILLBIRTH (midwife delivered only)

Death Was:

Before | During During
Labor Labor | Delivery

Date Cause of Death

Birth | Gestational
Weight Age

Total Number of Fetal Death/Stillborn (4-A) Qf

DH-MQA 5011, 08/2015
Rule 64B24-7.014, F.A.C.






FLORIDA DEPARTMENT OF HEALTH (DEPARTMENT) o
Council of Licensed Midwifery O
4052 Bald Cypress Way, Bin #C-06 Op
T Tallahassee, FL 32399-3256

‘%,
MQA.Midwifery@FL Health.qov Ay y €
OTl PO
HEALTH ANNUAL REPORT OF MIDWIFERY PRACTICE 4. </

&N
Report data from July 1 through June 30 of each year. Reports are due no later than July 31. é/ v

[SECTION I: PRACTICE INFORMATION |

Midwife Name: /J('Vlé [lCL :J— F—é nnel ‘ License #:_ /U W/ 2 L‘}
Practice Name: L AV (° My Botle, wie
Address: 5|3 5t iwff,é
OArien EC A7)
Phone Number: (58(, )58 -( 198 Emait: Ot e = lake cityhowmeh v+ conn
s;ndall addresses are public records. If you do not want your email address %ﬁ%ﬁ%@%m an email

ress or send electronic mail to the Department and contact the Department by telephone or in writing.

| SECTION Ii. CLIENT CARE SERVICES FOR THE MIDWIFE (include data for the report year only) E
Section Total(s)
number e

2 A Total number of initial OB client visits. Include both clients accepted for care and '

those clients initially seen but not accepted into your care: % I

B ([Total number of maternity clients you accepted for care in the reporting period: 53 f

C [Total number of deliveries you performed during reporting period: ,Q/ '
Total number of licensed midwife students assigned to you during the reporting

D |period:

E |How many delivered at: Home: ﬂ [, |Birthing Ctr: (/) |Hospital:| (1 2

g ; Twins / i >

F  Number of unplanned:  Breech: @ Multiples Z Z ef

G ,Number Ofplasned VBAG: #of primary VBAC: | “] | ¥ of subseqomat '] =

H lNumber of water births: - / '7

umber of mothers requiring sutures:

w
Z | 2 |

umber of mothers transferred antepartum (for medical reasons):

umber of mothers transferred intrapartum:

umber of newborn transfers:

> oo w [»
'® | & 1

umber of fetal deaths / stillborn: (midwife delivery only)

A
Zz Z|

>,
l
umber of mothers transferred postpartum: (medical reasons) J
/%)
v4)

B P\!umber of fetal deaths / neonatal: (within seven days of birth)

C humber of maternal deaths: (please submit separate report) Z/

DH-MQA 5011, 0672017
Rule 64B24-7.014, FAC. 3




[ SECTION Iil. TRANSFER INFORMATION

, (3-A) ANTEPARTUM TRANSFER (Medicai Reasons): List each transter s

sheet as needed

emmly.bonotlhtmmnmmupanm

Date Reason For TFransfer

Z::I::dne? GAat |Delivery Outcome, if Known
Transfer [(NSVD, VAC, Forceps, C/S)

2gnl Ml o GesFas <

Trans
UP 25 Nsvp p ALol@ ST

¥

Total Number of Antepartum Transfers from

all sheet (3-A) {

(3-B) INTRAPARTUM TRANSFERS: List each transfer separately. Do not list names. If needed, attach separate sheets as needed.

MOTHER INFANT
: Delivery BIRTH Admitted to NICU? Neonatal
DATE REASON FOR TRANSFER Cessnind Complications? WEIGHT | If yes, reason and # of days | Death?

DH-MQA 5011, 06/2017
Rule 84B24-7.014, F.A.C.

Total Intrapartum Transfers from ail sheets (3-B)




{73-(2) MATERNAL POSTPARTUM TRANSFERS: (List each transfer separately. Do not list names.)

Date Reason For Transfer # m'" Outcome/Condition on Discharge

Total Number of Postpartum Transfers from all \
sheets (3-C)

(3-D) NEWBORN TRANSFERS: (List each transfer separately. Do not list names.)

Admission to
Nicu?
If yos, # of

Date Reasaon For Transfer M;'ei!:ht APGARS Outcome

\

\\\ \\\ \\\ \

b

otal Newborn Transfers from all sheets(3-D) , QZ

{ SECTION IV - DEATHS ]

(4-A) STILLBIRTH (midwife delivered only)

Death Was:

Birth | Gestational
Date Cause of Death Before | During | During Weight Age
Labor | Labor | Delivery

Total Number of Fetal DeathvStiliborn (4-4) | (/)

DH-MQA 5011, 06/2017
Rule 64B24-7.014, FA.C. 5







Laura Nathan
Inspiration Family Birth Center
434 Grove Avenue Winter Park, FL 32789

4076445567

MW295

info@lovemybirth.com

53
52



9/19/17

9/21/17
11114117
12/16/17
12/18/17
3/12/18
3/29/18
5/23/18

6/25/18
6/27/18

6/29/18

Twins
Pre-Eclampsia
Low Hemoglobin
Preterm Labor
Preterm Labor
Placenta Previa
Pre-Eclampsia
Pre-Eclampsia

Fetal Demise
Pre-Eclampsia

Abnormal Pain NSVD Vacuum needed

UnPlanned
UnPlanned
UnPlanned
UnPlanned
UnPlanned
UnPlanned
UnPlanned
UnPlanned

UnPlanned
UnPlanned

18
26
30
36
36
34
37
30

33
34

Induction 09/22/2017
Vaginal
Vaginal
C- Section
10
No

NO



7/6/2017 Maternal bleeding 1 No transfusion, dischaged Stable

No Events

No Events



No events

Laura Nathan

07/31/2018






[ SECTION lil. TRANSFER INFORMATION

(3-A) ANTEPARTUM TRANSFER (Medical Reasons): L'rsteach:‘::‘s:r separately. Do not list ttach sep:
Planned or > L g
Date Reason For Transfer U?g:;?;d T?aﬁsaf;r &es"vv%w\?:éﬁnogps%
ol | breecn pidihned [40% | CIS
wieir] PPROM paned |31Y | NSYD
Wi/q] reecin panned |28% | CIS
W2/l PP ROM panned (23R | NSYD
| oreecn pnned (31 | CIS
\IS/1e | placenta pPrevia Plamed (33 | €[S
Ho)\g| Pre -ecdimpsia pianned |13 | NSV D
Shalw | VACE of FuT [fetal demise planned | Z0* |INSVD
w18 PV piaoned | 243 | NSYD
Total Number of Antepartum Tra'nmgo.x;
al

(3-B) INTRAPARTUM TRANSFERS: List each transfer separately. Do not list ¥ needed, attach separate sheets as needed.

DATE REASON FOR TRANSFER ey :oo::j:caﬁons? sl & sAd:a;mgn: E::Nfgf?days ml
%l PROM | FTP NOVD NO s NO N©

Yol PRo [FTP  NSD. ND Foer NO NG

“_’12.'1( 2/® BYP- 1oL (CIS [punciured Yiadder [B*Toz N O NO

“hoid PROM | FTP cls | No WL NT N

DH-MQA 5011. 08/2015
Rule 64B24-7.014, F AC.

Total intrapartum Transfers from all sheets (3-B)










FLORIDA DEPARTMENT OF HEALTH (DEPARTMENT)
Council of Licensed Midwifery
4052 Bald Cypress Way, Bin #C-06
Tallahassee, FL 32399-3256

MQA.Midwifery@FLHealth.gov
HEALTH ANNUAL REPORT OF MIDWIFERY PRACTICE

Report data from July 1 through June 30 of each year. Reports are due no later than July 31.

|SECTION I: PRACTICE INFORMATION

Midwife Name:__Rachel Powers License #:_ MW297
Practice Name:  Beautiful Beginnings Midwifery & Birth Center
Address: _ 3150 North Wickham Rd Suite1
Melbourne, FL 32935
Phone Number:_321-775-3334 Email: beautifulbeginningsmidwifery@gmail.com

Email addresses are public records. If you do not want your email address released pursuant to a public records request do not provide an email
address or send electronic mail to the Department and contact the Department by telephone or in writing.

| SECTION II, CLIENT CARE SERVICES FOR THE MIDWIFE (include data for the report year only)

Section Total(s)
number
2 A Total number of initial OB client visits. Include both clients accepted for care and
those clients initially seen but not accepted into your care: 36
B [Total number of maternity clients you accepted for care in the reporting period: 36
C [Total number of deliveries you performed during reporting period: 16
[Total number of licensed midwife students assigned to you during the reporting
D |period: 2
E |How many delivered at: Home: 414 Birthing Ctr: 2 Hospital: 0 16
. ; Twins /
F Number of unplanned: Breech: 0 |Multiples 0 0
G |Number of planned VBAC: # of primary VBAC: 0 V#BoAfcs?ubsequent 2 2
H |Number of water births: 5
| |Number of mothers requiring sutures: 5
3 A Number of mothers transferred antepartum (for medical reasons): 3
B Number of mothers transferred intrapartum: 1
C Number of mothers transferred postpartum: (medical reasons) 2
D |Number of newborn transfers: 0
4 A |Number of fetal deaths / stillborn: (midwife delivery only) 0
B ‘Number of fetal deaths / neonatal: (within seven days of birth) 0
C |Number of maternal deaths: (please submit separate report) 0

DH-MQA 5011, 06/2017
Rule 64B24-7.014, F.A.C.




[ SECTION Iil. TRANSFER INFORMATION

(3-A) ANTEPARTUM TRANSFER (Medical Reasons): List each transfer separately. Do not list names. Attach separate

sheet as

Aded

Planned or . .
Date Reason For Transfer .lrJrr;[.:‘I:fILr;ed T?aﬁsaf:ar R‘eé'&%r'y&'éﬁg;emng;g
11/10/17| Hypertension Planned| 38.5 NSVD
1/27/18 Preterm Labor- Pt was out of town during occurrence Unplanned| 36.5 Cesarean (breech)
2/10/18 Postdates Unplanned| 42.2 Cesarean

Total Number of Antepartum Transfers from

all sheet (3-A) 3

(3-B) INTRAPARTUM TRANSFERS: List each transfer separately. Do not list names. If needed, attach separate sheets as needed.

MOTHER INFANT ]
. Delivery . BIRTH Admitted to NICU? Neonatal
DATE REASON FOR TRANSFER Method Complications? WEIGHT | If yes, reason and # of days | Death?
4/13/18 Hypertonic Uterine Ctx Vag Vaccuum 7-0 No No
Total Intrapartum Transfers from all sheets (3-B) 1

DH-MQA 5011, 06/2017
Rule 64B24-7.014, FA.C.




(3-C) MATERNAL POSTPARTUM TRANSFERS: (List each transfer separately. Do not list names.)

Date Reason For Transfer # :ifolsJ:i)t’Zlin Outcome/Condition on Discharge
91117 3rd degree laceration <1 repaired & discharged to home
9/8/17 posterior cervical laceration <1 repaired & discharged to home

Total Number of Postpartum Transfers from all

sheets (3-C) 2
(3-D) NEWBORN TRANSFERS: (List each transfer separately. Do not list names.)
Birth Admission to
Date Reasan For Transfer : APGARS NICU? Outcome
Weight If ves, # of days
/
-
]
/ A
—~
~Total Newborn Transfers from all sheets(3-D) | 0
| SECTION IV - DEATHS
(4-A) STILLBIRTH (midwife delivered only)
Death Was: " .
Birth | Gestational
Date Cause of Death Before | During | During Wcleight esAgleona
Labor | Labor | Delivery

DH-MQA 5011, 06/2017
Rule 64B24-7.014, F.A.C.

Total Number of Fetal Death/Stillborn (4-A)




live infant)

(4-B) FETAL DEATH/ NEONATAL DEATH (Deaths within seven days of birth following midwife delivery of a

Date Cause of Death

Site of Death

Birth Weight

Age at death

Total Number of Fetal/Neonatal Deaths (4-B)

(4-C) MATERNAL DEATH (PLEASE SUBMIT A SEPARATE REPORT FOR EACH INCIDENT)

I Number of Reports Attached

Total Number of Maternal Deaths (4-C) 0

| have participated in giving information for the purpose of gathering statistics of
Licensed Midwives in the state of Florida. The information | have given is accurate

and true.

Printed Name: Rachel Powers, LM, CPM

Signature:

Date Signed: __7/29/2018

Mail completed forms to:
Florida Department of Health
Council of Licensed Midwifery
4052 Bald Cypress Way, Bin #C-06
Tallahassee, FL 32399-3256

or
Email to:
MQA.Midwifery@FL Health.gov

DH-MQA 5011, 06/2017
Rule 64B24-7.014, F.A.C.















BRENDA FRANCIS, LM,CPM MW299
NU LIFE MIDWIFERY SERVICES
1670 Pleasant Hill Rd. Kissimmee Fl, 34746

1

(352)598-4703 nulifemidwife@yahoo.com
1 0 5
0 0
1 0

26
26
11



7/10/17  Post Dates

7/20/17 Planned Hospital Delivery

8/25/17 Pre Eclampsia
9/8/17 Planned Hospital Delivery

5/18/18 Decided to Deliver in Hospital

6/10/18 Failure to progress

C/S

Fetal distress

Unplanned 42 C/S
Planned 40 C/S
Unplanned 34 C/S
Planned 40 C/s
Planned 38 NSVD

6lbs80oz 3 days

No






Brenda Francis, LM, CPM

W‘M‘W

7/28/2018



FLORIDA DEPARTMENT OF HEALTH (DEPARTMENT)
Council of Licensed Midwifery
4052 Bald Cypress Way, Bin #C-06
-y W= Tallahassee, FL 32399-3256
MQA Midwifery@FLHealth.gov

* 1
I"IEALT}'I ANNUAL REPORT OF MIDWIFERY PRACTICE

Report data from July 1 through June 30 of each year. Reports are due no later than July 31.

[SECTION I: PRACTICE INFORMATION

Midwife Name: \/()ﬁze, A’O {CG’!/) License #: M\}'&.}O
PracticeName: [ 05 Aldiiey) Hed [Fl SIES
Address: = 124 Dinvest St Ponid £/

- Stvnes’ ialicg) Cenre/ Iipnl lanzl £,
Phone Number: "}86 4‘)—608'9(‘) Email: VOﬁfM’ﬂf(ﬁ/) @‘JGM}COM

Email addresses are public records. If you do not want your emal address reledsed pursuant fo a public tecofds request do not provide an email
address or send electronic mail to the Department and contact the Department by telephone or in writing.

| SECTION 1l, CLIENT CARE SERVICES FOR THE MIDWIFE (Include data for the report year only) |

Sectlon Total(s)
number

2 A Total number of initial OB client visits. Include both clients accepted for care and
those clients Initlally seen but not accepted into your care:

B  [Total number of maternity clients you accepted for care in the reporting period:
C  [Total number of deliveries you performed during reporting period:

Total number of licensed midwife students assigned to you during the reporting

D |period:

E |How many delivered at: Home: (f) Birthing Ctr: O Hospital: 5
- . [Twins/

F  |Number of unplanned: Breech: D Mutiples O

G Number of planned VBAC:  # of primary VBAC: O v&;:fcr:ubsequent O

H —LNumbar of water births:

| JNumhar of mothers requiring sutures:

]Number of mothers transferred antepartum (for medical reasons):

‘Numher of mothers transferred intrapartum:

bumb&r of mothers transferred postpartum: (medical reasons)

tNumbar of newborn transfers:

A
B
c
D
A

Fmbor of fetal deaths / stillborn: (midwife delivery only)

B |Number of fetal deaths / neonatal: (within seven days of birth)

ool b PP Ol L’%‘_f&

c ]Number of maternal deaths: (please submit separate report)

DH-MOA 5011, D&/2017
Rule 64B24-7.014, FAC. 3















Care360®

| SECTION lIl. TRANSFER INFORMATION

(3-A) ANTEPARTUM TRANSFER (Medical Reasons):

sheet as needed

Date

Reason For Transfer

Planned or
Unplanned

N/A

Transfer

GA at
Transfer

List each transfer separately. Do not list names. Attach separate

e ——— ..

MOTHER

(3-B) INTRAPARTUM TRANSFERS: List each transfer separately. Do not list names. If needed, attach separate sheets as needeo.

DATE

REASON FOR TRANSFER

Delivery
Method

Complications?

N/A

Adm

itted to NICU?

—— e

DH-MQA 5011, 08/2015 04/2017
Rule 64B24-7.014, FAC.

Total Intrapartum Transfers from all sheets (3-8)

Delivery Outcome. if Known }
(NSVD, VAC, Forceps, C/S) ]|

\

|

Total Number of Antepartum Transfers from| ~~ |
all sheet (3-A)| |

__INFANT T T

If yes, reason and # of days

;le-ona_tal .‘
[ Death?
c— =]

B
o
- ..
.

I



Care360®

(3-C) MATERNAL POSTPARTUM TRANSFERS: (List each transfer separately. Do not list names.)

Date

Reason For Transfer

# of Days in
Hospital

Outcome/Condition on Discharye

N/A

Total Number of Postpartum Transfers from all [ -

(3-D) NEWBORN TRANSFERS: {List each transfer separately. Do not list names.)

sheets (3-C)

Date

Reason For Transfer

Birth
Weight

APGARS

NICU?
If yes, # of days

N/A

NN

Total Newborn Transfers from all sheets(3-D) L

SECTION IV - DEATHS — ]
(4-A) STILLBIRTH (midwife delivered only) T
[ e . ui
Death Was: Birth | Gestational
Date Cause of Death Before | During Weight Age
Labor Labor ]
N/A ‘ ‘>
— e e e - - o TJ
Total Number of Fetal Death/Stillborn (4-4) | |

DH-MOA 5011, 08/2015 04/2017

Rule 64B24-7.014, F A.C.



Care360®

(4-B) FETAL DEATH/ NEONATAL DEATH (Deaths within seven days of life followmg midwife dellvery of a live

infant)

Date

Cause of Death

_Site of Death

“Birth v W&gﬁt A

Age at deat

N/A

Total Number of FetallNeonatal Dealhs {4- B)

‘ (4-C) MATERNAL DEATH (PLEASE SUBMIT A SEPARATE REPORT FOR EACH INCIDENT)

[ Number of Reports Attached

Total Number of Maternal Deaths (4-C)

| have participated in giving information for the purpose of gathering statistics of
Licensed Midwives in the State of Florida. The information | have given is accurate

and true.

Printed Name: MIGUEL ANASTASIO MARTIN

]
)
|
-
-
.
|
|

[ E—

_— /o
Signature: L'Lﬂ/l/#/?.%}%

Date Signed: 07/19/2018

Mail completed forms to.
Florida Department of Health
Council of Licensed Midwifery
4052 Bald Cypress Way, Bin #C-06
Tallahassee, FL. 32399-3256

or

Email to.
MQA . Midwifery@FIHealth.gov

DH-MQA 5011, 08/2015 04/2017
Rule 64B24-7.014, FAC.



























FLORIDA DEPARTMENT OF HEALTH (DEPARTMENT)
Council of Licensed Midwifery
4052 Bald Cypress Way, Bin #C-06
Tallahassee, FL 32398-3256

MAA Midwiferv@FLHealth.nov
ANNUAL REPORT OF MIDWIFERY PRACTICE

Raport data from July 1 through June 30 of each year. Reports are due no later than July 31.

[SECTION I: PRACTICE INFORMATION ]

Midwife Name: JQL\Q\Q, %Or N aS)) License # YW O“\
Practice Name: _Teum \\\n %\(W\ \)CQ/\\‘(S\ C‘% NephoS
Address: 2450 \\MN\ x\/(c\\ﬁ 0 (5 e 2 )
NegeS, S 3910
Phone Number: 95‘\ 5‘5‘4 oY OO Email; %CN&@\QSL‘Q\M«'\ CON\

Email addrasses are public records. {f you do not want your email address ralaased pursuant fo a public recordh request do not provide an email
address or send electronic mail to the Department and contact the Department by telephona or in writing.

| SECTION II, CLIENT CARE SERVICES FOR THE MIDWIFE (Include data for the report year only) |

Sectlon Total(s)
number R B
2 A Total number of Initlal OB client visits. Include both clients accepted for care and 3
those clients Inltlally seen but not accepted into your care: 3
B8 [Total number of maternity clients you accepted for care In the reporting perlod: 33
C [Total number of deliveries you performed during reporting period: \8
Total number of licensed midwife students assigned fo you durlng the reporting O
D |period:
E |How many delivered at: Home: \ Birthing Ctr: \\"] Hospital: | ()
. . Twlins /
F  iNumber of unplanned:  Breech: O Multiples O
. . ) S # of subsequent
G |Number of planned VBAC:  # of primary VBAC: | (O VBAC: Ol O
H lNumber of water births: w
I INumber of mothers requiring sutures: l
3 A ‘Num ber of mothers transferred antepartum (for medical reasons): D)
8 Number of mothers transferred intrapartum: !
c Number of mothers transferred postpartum: (medical reasons) O
D Number of newborn transfers: o
4 A |Number of fetal deaths / stiltbom: (midwife delivery only) A
B Number of fetal deaths / neonatal: (within seven days of birth) o
C |[Number of maternal deaths: {please submit separate report) O

DH-MQA 5011, 06/2017
Rule 64B24-7.014, FAC. 3




{ SECTION JIl. TRANSFER INFORMATION

sheet as needed

(3-A) ANTEPARTUM TRANSFER (Medical Reasons): List each transfer separately. Do not list names, Attach separate

Date

Reason For Transfer

Planned or
Unplanned
Transfer

GA at
Transfer

Delivery Outcome, if Known
(NSVD, VAC, Forceps, C/S)

N

\

CH
/
/
/

/

e

Total Number of

Antepartum Transfers from
ali sheet (3-A)

(3-B) INTRAPARTUM TRANSFERS: List each transfer separately, Do not {ist names. If needed, attach separate sheets as needed.

MOTHER INFANT
DATE REASON FOR TRANSFER Nethod Compllcations? WEIGHT | 1fyes, reason and # of days | Coatir.
\%\ Ty | NV D Un s~ NO
Y0 e Tat ] el U0 kwnn NO
O% X FE?‘NE“%\K “fi\,s ?M VAUAG~SWN — T
0% F1°e Cyed o —
oAl oD 1t shang Nl VAK Ao~ — Ny

Crovean \g./ NToA

DH-MQA 8011, 06/2017

Rule

64B24-7.014, FAC.

Total intrapartum Transfers from ali sheets (3-B)




{3-C) MATERNAL POSTPARTUM TRANSFERS: (List each transfer separately. Do not fist names.)

# of Days in

Date Reason For Transfer Hospital

SN )
[ LS
[ [ L
[/
N

/

Outcome/Condition on Discharge

Total Number of Postpartum Transfers from al

sheets (3-C)
{3-D) NEWBORN TRANSFERS: (LIst each transfer separately. Do not iist names.)
Birth Admlsslon to
Date Reason For Transfer X APGARS Nicu? Outcome
Weight it yos, # of days

e >~\
/ Vi

L

Total Newborn Transfers from all sheets(3-D) !

[ SECTION IV - DEATHS |

{4-A) STILLBIRTH (midwife deilvered only)

Death Was: Bith | Gestatlonal

e SN [ | v |
/7 )
[ 7

\

Total Numbar of Fetal Death/Stiliborn (4-A)

DH-MQA 8011, 06/2017
Rule 64B24-7.014, FAC. 5



(4-B) FETAL DEATH/ NEONATAL DEATH (Deaths within seven days of birth following midwife delivery of a
{ive infant}

Date Cause of Death Site of Death | Birth Weight | Age at death
N TN

.
[/ /
—

Total Number of Fetal/Neonatal Deaths {4-B)

(4-C) MATERNAL DEATH (PLEASE SUBMIT A SEPARATE REPORT FOR EACH INCIDENT)

[
’ Number of Reports Attached / / /

Totat Number of Maternai Deaths (4-C)

I have participated in giving information for the purpose of gathering statistics of
Licensed Midwives in the state of Florida. The information | have given is accurate

and true.

Printed Name: “So_,‘ C @ \a o\ 2 (Q (\l\ A ) WA
» < 3 e 1%—2—
Signature: ( \ ,aﬁc\ém be\c\ [p—
. ‘\‘ o)
Date Signed: ;\’) -\ X

Mail completed forms to:
Florlda Department of Health
Councll of Licensed Midwifery
4052 Bald Cypress Way, BIn #C-06
Tallahassee, FL 32399-3256

or

Email to:

MQA Midwifery@FLHealth.gov

DH-MQA 5011, 06/2017
Rule 64B24-7.014, FAC. 6



FLORIDA DEPARTMENT OF HEALTH (DEPARTMENT)
Council of Licensed Midwifery
4052 Bald Cypress Way, Bin #C-06
Tallahassee, FL 32399-3256

MQA.Midwifery@FLHealth.gov
ANNUAL REPORT OF MIDWIFERY PRACTICE

Report data from July 1 through June 30 of each year. Reports are due no later than July 31.

[SECTION I: PRACTICE INFORMATION

Midwife Name:  AGATA NELSON

License #:_ M) 305

Practice Name:

Address:

1770 Vietormo. (lrate

Orange _7ork FL 32003

C P27

Phone Number:__ 9% - 748 - S/¥¢  Emait: 279) / -
Email addresses are public records. If you do not want your email address releaged pursuant to a public records requést do not provide an email

address or send electronic mail to the Department and contact the Department by telephone or in writing.

| SECTION II. CLIENT CARE SERVICES FOR THE MIDWIFE (include data for the report year only)

Rule 64B24-7.014, FAC.

Section Total(s)
number
2 A Total number of initial OB client visits. Include both clients accepted for care and
those clients initially seen but not accepted into your care: Z
B  [Total number of maternity clients you accepted for care in the reporting period: D
C [Total number of deliveries you performed during reporting period: o
Total number of licensed midwife students assigned to you during the reporting b
D |period:
E |How many delivered at: Home: /© |Birthing Ctr: o |Hospital: O )
s ] Twins /
F  |Number of unplanned: Breech:| () Multiples O e
2 ? 5 # of subsequent

G |Number of planned VBAC: # of primary VBAC: g VBAC: £ O
H ‘Number of water births: 9,
I INumbar of mothers requiring sutures: 0

3 A Number of mothers transferred antepartum (for medical reasons): Q
B Number of mothers transferred intrapartum: <
c Number of mothers transferred postpartum: (medical reasons) O
D |Number of newborn transfers: ~o7, &EA 0

A~y S
4 A Number of fetal deaths / stillborn: (midwife delivery only) 4 ?@,
e~/
B Number of fetal deaths / neonatal: (within seven days of birth) ‘/(/Z 7 7
C INumber of maternal deaths: (please submit separate report) R I 8 4
DH-MQA 5011, 06/2017 =

Iy



| SECTION lill. TRANSFER INFORMATION

sheet as needed

(3-A) ANTEPARTUM TRANSFER (Medical Reasons): List each transfer separately. Do not list names. Attach separate

Date

Reason For Transfer

Planned or
Unplanned
Transfer

GA at
Transfer

Delivery Outcome, if Known
(NSVD, VAC, Forceps, C/S)

Total Number of Antepartum Transfers from

all sheet (3-A)| ()

(3-B) INTRAPARTUM TRANSFERS: List each transfer separately. Do not list names. If needed, attach separate sheets as needed.

MOTHER INFANT
Delivery BIRTH Admitted to NICU? Neonatal
DATE REASON FOR TRANSFER Method Complications? WEIGHT | If yes, reason and # of days | Death?

DH-MQA 5011, 06/2017
Rule 64B24-7.014, F.A.C.

Total Intrapartum Transfers from all sheets (3-B) 0




(3-C) MATERNAL POSTPARTUM TRANSFERS: (List each transfer separately. Do not list names.)

Date Reason For Transfer ¥ :Lg:%:li" Outcome/Condition on Discharge

Total Number of Postpartum Transfers from all
sheets (3-C) 0

(3-D) NEWBORN TRANSFERS: (List each transfer separately. Do not list names.)

- Admission to
Birth APGARS NICU? Outcome

Date Reasan Far Transfer e
‘ Weight if yes, # of days

NN

NN N

Total Newborn Transfers from all sheets(3-D) l { )

| SECTION IV - DEATHS

(4-A) STILLBIRTH (midwife delivered only)

' Death Was:
o Birth Gestational

Date Cause of Death Before | During | During Weight Age
Labor | Labor | Delivery

Total Number of Fetal Death/Stillborn (4-A) O

DH-MQA 5011, 06/2017
Rule 64B24-7.014, F.A.C. H



live infant)

{4-B) FETAL DEATH/ NEONATAL DEATH (Deaths within seven days of birth following midwife delivery of a

Date Cause of Death

Site of Death

Birth Weight

Age at death

Total Number of Fetal/Neonatal Deaths (4-B)

(4-C) MATERNAL DEATH (PLEASE SUBMIT A SEPARATE REPORT FOR EACH INCIDENT)

[ Number of Reports Attached

Total Number of Maternal Deaths (4-C) O

| have participated in giving information for the purpose of gathering statistics of

Licensed Midwives in the state of Florida. The information | have given is accurate

and true.

Printed Name: ‘IL)G’ﬁI/A N ELS0N

Signature: (}dm I\) ()/{Aﬂw

Date Signed: 7/6‘2 ’nZOW

Mail completed forms to:
Florida Department of Health
Council of Licensed Midwifery
4052 Bald Cypress Way, Bin #C-06
Tallahassee, FL 32399-3256

or

Email to:

MQA.Midwifery@FLHealth.gov

DH-MQA 5011, 06/2017
Rule 64B24-7.014, FA.C.















FLORIDA DEPARTMENT OF HEALTH (DEPARTMENT)
Council of Licensed Midwifery
4052 Bald Cypress Way, Bin #C-06

T—T«» Tallahassee, FL 32399-3256 'Y : “(
i_ O” a MQA.Midwife FLHealth.gov S <

HEALTH ANNUAL REPORT OF MIDWIFERY PRACTICE 4 7S

Report data from July 1 through June 30 of each year. Reports are due no later than July 31.

[SECTION I: PRACTICE INFORMATION

W ‘ g " A ; GO
Midwife Name:_SNc, o0 Jeen l’_l(lf c- (risth License#:_ M i) 308

Practice Name: _N\J7, mnc ste. Muduosifery Cave PLLC

Address:

25473 T urKey Ol Beﬁ&

Orlandoe (I::L 32 %1

SRR . : . - Y
Phone Number:(321) 439 Z451\ Email: b s miduate @ gmail.Com
Email addresses are public records. If you do not want your email address released pursuant to a public record§ request do not provide an email
address or send electronic mail to the Department and contact the Department by telephone or in writing.

| SECTION II. CLIENT CARE SERVICES FOR THE MIDWIFE (include data for the report year only)

|

Section Total(s)
number
2 A Total number of initial OB client visits. Include both clients accepted for care and O
those clients initially seen but not accepted into your care:
B [Total number of maternity clients you accepted for care in the reporting period: O
C [Total number of deliveries you performed during reporting period: C)
Total number of licensed midwife students assigned to you during the reporting .
D |period: O
E |How many delivered at: Home: O Birthing Ctr: | Hospital: | (O
: . Twins /
F  |Number of unplanned: Breech: © | Multiples O
G |Number of planned VBAC:  # of primary VBAC: | O V#Bxfcs.ubsequent (&)
H lNumber of water births: O
| ]Number of mothers requiring sutures: )
3 A ]Number of mothers transferred antepartum (for medical reasons): C)
B Number of mothers transferred intrapartum: O
c Number of mothers transferred postpartum: (medical reasons) 3
D lNumber of newborn transfers: ®)
4 A  |[Number of fetal deaths / stillborn: (midwife delivery only) O
2 INumber of fetal deaths / neonatal: (within seven days of birth) O
C |Number of maternal deaths: (please submit separate report) C

DH-MQA 5011, 06/2017

Rule 64B24-7.014, FA.C. 3












Kendra Ippel MW 310
Previously with Commonsense Childbirth/The Birth Place
Current: 1421 Bemis St SE Grand Rapids, Ml 49506

773-578-2728 stelps@gmail.com

o O

O O O O O oo o o o o

o O









Kendra L Ippel

el

September 10 2018



4052 Bald Cypress Way, Bin #C-06 'STEOPAT}
TR Tallahassee, FL 32399-3256
10 : MQA.Midwife FLHealth.gov UL 97
HEAI-].H ANNUAL REPORT OF MIDWIFERY PRACTICE

FLORIDA DEPARTMENT OF HEALTH (DEPARTMENT)
Council of Licensed Midwifery

Report data from July 1 through June 30 of each year. Reports are due no later than July 31.

|SECTION I: PRACTICE INFORMATION

Midwife Name: rv\lC[/L?, LQ %Y\V\O&h License #:__ 2!

Practice Name: ( o ‘/ Hm.J( AL e

Address:

\S25 Eaami-er ReaCin Qv

Phone Number:_ X073 (.OYD 22249

Lalkelakd, T 323pS

Email:_(€ | Ao reddo e (D live . cpmq

Email addresses are public records. If you do not want your email address released pursuant to a public records request do not provide an email
address or send electronic mail to the Department and contact the Department by telephone or in writing.

[SECTION Ii. CLIENT CARE SERVICES FOR THE MIDWIFE (include data for the report year only)

l

Rule 64B24-7.014, FAC. 3

Section Total(s)
number
2 A otal number of initial OB client visits. Include both clients accepted for care and
those clients initially seen but not accepted into your care: Sga
B [Total number of maternity clients you accepted for care in the reporting period: [5%
C [Total number of deliveries you performed during reporting period:
Total number of licensed midwife students assigned to you during the reporting
D |period: 30
E |How many delivered at: Home: 5 Birthing Ctr:  |)) 5 |Hospital: ¢ 20
_ g Twins / 3

F INumber of unplanned:  Breech: QS Multiples ¢ ¢
G |Number of planned VBAC: # of primary VBAC: o X :fcs.“"seq“e“‘ g, 1 4
H lNumber of water births: o
! lNumber of mothers requiring sutures: q

3 A INumher of mothers transferred antepartum (for medical reasons): S/
B Number of mothers transferred intrapartum: \.{
c Number of mothers transferred postpartum: (medical reasons) Cﬁ
D }Number of newborn transfers: ¢

4 A lNumber of fetal deaths / stillborn: (midwife delivery only) d
B INumber of fetal deaths / neonatal: (within seven days of birth) (;5
C blumber of maternal deaths: (please submit separate report) 6

DH-MQA 5011, 06/2017 d




| SECTION lil. TRANSFER INFORMATION

(3-A) ANTEPARTUM TRANSFER (Medical Reasons): Ll:t :tacn men:f:r separately. Do not list names. Attach separate
Date Reason For Transfer ?ﬁﬁg T?alr::fter &e&w&uﬁ:&ﬁ&m&

i | P+ Vdanned (4D | AEVD

a9 PlLH Unplonwd] 4| NS VD
(20|  Gomw Aanred | M0 NS WD

1212 VoetDates | VBAC Unpanred | Y| S VD

g | Breecno Unplanned | 301 | C{S

2\ Rostdades Unplannad | U | NMSVD

A2 Vostdales [ LA Unplannd | Y |{s

wis| Vostdeles Unplanad |2 | ASUD

Total Number of Antepartum Transfers from

all sheet (3-A)

(3-B) INTRAPARTUM TRANSFERS: List each transfer separately. Do not list names. If needed, attach separate sheets as needed.

(Zs )

DATE REASON FOR TRANSFER ‘.’,"m ':::uﬂons? VJ'E'::;T:T ,,,,,‘,“,'.?‘ﬁ;g’:g‘fgfms m'
ol | PP w8 e | . M =
23| FTP| A MW 3 D (A -
J| ere M| ¢ *S | {5 pepaledoowed —

DH-MQA 5011, 06/2017
Rule 64B24-7.014, F.A.C.

Total Intrapartum Transfers from all sheets (3-B)




(3-C) MATERNAL POSTPARTUM TRANSFERS: (List each transfer separately. Do not list names.)

Date

Reason For Transfer

# of Days in
Hospital

Outcome/Condition on Discharge

A X

Wl
2

g

Total Number of Postpartum Transfers from all ¢

sheets (3-C)

(3-D) NEWBORN TRANSFERS: (List each transfer separately. Do not list names.)

Date Reason For Transfer V\;.;';g‘h: APGARS "Mﬂ'ﬁ’vm Outcome
yes, m
" W
o B /
\\Y\/ e
N
2 2
7
Total Newborn Transfers from all sheets(3-D) I gz )
[ SECTION IV - DEATHS |

(4-A) STILLBIRTH (midwife delivered only)

Death Was:
Birth | Gestational
Date Cause of Death Before | During | During | weight | Age
Labor | Labor | Delivery
\\?(/

DH-MQA 5011, 06/2017

Rule 64B24-7.014, F.A.C.

Total Number of Fetal Death/Stillborn (4-A) US




(4-B) FETAL DEATH/ NEONATAL DEATH (Deaths within seven days of birth following midwife delivery of a

live infant)
Date Cause of Death Site of Death | Birth Weight e at death
; \\/
e
I Total Number of Fetal/Neonatal Deaths (4-B) | (%
{
(4-C) MATERNAL DEATH (PLEASE SUBMIT A SEPARATE REPORT FOR EACH INCIDENT)
| Number of Reports Attached
Total Number of Maternal Deaths (4-C) b

| have participated in giving information for the purpose of gathering statistics of

Licensed Midwives in the state of Florida. The information | have given is accurate

and true.

Printed Name: W\i(/(/\QuSL MY\(\@J/\

Signature: VVQOLQQQC@@

Date Signed: % (%hg

Mail completed forms to:
Florida Department of Health
Council of Licensed Midwifery
4052 Bald Cypress Way, Bin #C-06
Tallahassee, FL 32399-3256

or

Email to:

MQA.Midwifery@FLHealth.qov

DH-MQA 5011, 06/2017
Rule 64B24-7.014, F.A.C.



















FLORIDA DEPARTMENT OF HEALTH (DEPARTMENT)

;“E'{Df?u!- :&z

HEALTH

Council of Licensed Midwifery 7S Ob
4052 Bald Cypress Way, Bin #C-06 Al
Tallahassee, FL 32399-3256 B Cup,
MQA Midwifery@FL Health.gov / A, /
] <O1g
ANNUAL REPORT OF MIDWIFERY PRACTICE i’gf\é\
Report data from July 1 through June 30 of each year. Reports are due no later than July 31. /;/‘E\/

|SECTION I: PRACTICE INFORMATION

Midwife Name: Michelle Cerami LM CPM

License#: MW314

Practice Name: _East Coast Midwifery LLC

Address:

408 E Ocean Ave Boynton Beach FL 33435

Phone Number: ©61-213-3765

Email: Michelle@eastcoastmidwifery.com

Email addresses are public records. if you do not want your email address released pursuant to a public records request do not provide an email
address or send electronic mail to the Department and contact the Depariment by telephone or in writing.

[ SECTION ii. CLIENT CARE SERVICES FOR THE MIDWIFE (include data for the report year only)

Section Total(s)
number
2 A otal number of initial OB client visits. Include both clients accepted for care and
those clients initially seen but not accepted into your care: 33
B [Total number of maternity clients you accepted for care in the reporting period: 31
C [Total number of deliveries you performed during reporting period: 26
Total number of licensed midwife students assigned to you during the reporting
D |period: 0
E |[How many delivered at: Home: 17 Birthing Ctr: 9 Hospital: 0 26
s < Twins /
F Plumber of unplanned: Breech: 0 Multiples 0 0
G lNumber of planned VBAC:  # of primary VBAC: |, v‘;:'cf""““"e“t ; j
H  |Number of water births: =
i klumber of mothers requiring sutures: 14
3 A INumber of mothers transferred antepartum (for medical reasons): 1
5 I;Jumber of mothers transferred intrapartum: 3
c INumber of mothers transferred postpartum: (medical reasons) 1
D humber of newborn transfers: 0
4 A Puumber of fetal deaths / stillborn: (midwife delivery only) 0
2 Pumber of fetal deaths / neonatal: (within seven days of birth) 0
C humber of maternal deaths: (please submit separate report) 0
DH-MQA 5011, 06/2017

Rule 64B24-7.014, FAC.













FLORIDA DEPARTMENT OF HEALTH
Council of Licensed Midwifery

ANNUAL REPORT OF MIDWIFERY PRACTICE

Report data from July 1 through June 30 of each year. Reports are due no later than July 31.

[ SECTION I: PRACTICE INFORMATION

Midwife Name: Jacinda Golden License #: MW 315
Practice Name: River City Homebirth LLC

Address: 1319 Murray Drive
Jacksonville, FL 32205
Phone Number: (904) 505-4848 Email: __jaxhomebirth@gmail.com

| SECTION Il. CLIENT CARE SERVICES FOR THE MIDWIFE (include data for the report year only)

Section Total(s)
number
2 A Total number of initial OB clients seen by you (include those accepted into care and 25
not accepted into care):
B [Total number of maternity clients you accepted for care in the reporting period: 25
C [Total number of deliveries you performed during reporting period: 17
Total number of licensed midwife students assigned to you during the reporting 0
D [|period:
E |How many delivered at: Home: 1T Birthing Ctr: 0 Hospital: 0 17
. ) Twins / 0

F  |[Number of unplanned: Breech: Multiples
G  Number of planned VBAC: # of primary VBAC: 1 V#Bgfcsfubsequent 0 1
H |Number of water births: 7
I |Number of mothers requiring sutures: 3

3 A Number of mothers transferred antepartum (for medical reasons): 0
B Number of mothers transferred intrapartum: 1
c Number of mothers transferred postpartum: (medical reasons) 1
D |Number of newborn transfers: 1

4 A Number of fetal deaths / stillborn: (midwife delivery only) 0
B Number of fetal deaths / neonatal: (within 7 days of life) 0
C Number of maternal deaths: (please submit separate report) 0

DH-MQA 5011, 08/2015
Rule 64B24-7.014, F.A.C. 1




| SECTION Ill. TRANSFER INFORMATION

(3-A) ANTEPARTUM TRANSFER (Medical Reasons): List each transfer separately. Do not list names. Attach separate
sheet as needed

Planned or : :
GA at |Delivery Outcome, if Known
Dt Feeson Fatlistsier Unplanted | Transfer | (NSVD, VAC, Forceps, C/S)

Total Number of Antepartum Transfers from 0
all sheet (3-A)
(3-B) INTRAPARTUM TRANSFERS: List each transfer separately. Do not list names. If needed, attach separate sheets as needed.
MOTHER INFANT

Delivery atiane? BIRTH Admitted to NICU? Neonatal
DATE REASON FOR TRANSFER Method Complications? WEIGHT | If yes, reason and # of days Death?

03/01/18 Malpresn.amation complicated by cis Poor response to epidural anesthesia| 8lb120z No No

failure to progress. general anesthesia used for delivery
1

Total Intrapartum Transfers from all sheets (3-B)

DH-MQA 5011, 08/2015
Rule 64B24-7.014, F.A.C. 2




(3-C) MATERNAL POSTPARTUM TRANSFERS: (List each transfer separately. Do not list names.)
# of Days in s =
Date Reason For Transfer Hospital QOutcome/Condition on Discharge
Transf ith te. Placenta deli t the hospital o
12/24/18 séigigréggrﬁé r::;irn Z:ne. oenta dellvered at fhe hospital and 3 No complications. Normal postpartum
Total Number of Postpartum Transfers from all 1

sheets (3-C)

(3-D) NEWBORN TRANSFERS: (List each transfer separately. Do not list names.)

Birth Admission to
Date Reason For Transfer Weiah APGARS NICU? Qutcome
eight If yes, # of days

12/24/18 | Low APGARs, Poor transition, suspected meconium aspiration 7lb4oz 3 6 No No treatment necessary. Healthy

Total Newborn Transfers from all sheets(3-D) 1

| SECTION IV - DEATHS |

(4-A) STILLBIRTH (midwife delivered only)

Death Was: Birth | Gestational
Date Cause of Death Before | During | During | weight Age

Labor Labor | Delivery

Total Number of Fetal Death/Stillborn (4-A) 0

DH-MQA 5011, 08/2015
Rule 64B24-7.014, F.A.C. 3



Jacinda Golden

for

07/20/2018



FLORIDA DEPARTMENT OF HEALTH (DEPARTMENT)
Council of Licensed Midwifery

4052 Bald Cypress Way, Bin #C-06 USTEOPATHIC UNJT
Tallahassee, FL 32399-3256
Florla & MQA .Midwifery@FLHealth.gov IUL 86 72018
HEALTH ANNUAL REPORT OF MIDWIFERY PRACTICE
Report data from July 1 through June 30 of each year. Reports are due no later than July 31 vE( VE | '\: D

[SECTION I: PRACTICE INFORMATION

Midwife Name: Maya __ Duarte License #: MW316
Practice Name: Abundant Life Birth Center, LLC

Address: 611 SW Federal Hwy., STE M, Stuart Florida 34994

Phone Number: 772-200-4277 Email: Maya@thealbc.com

Email addresses are public records. If you do not want your email address released pursuant to a public records request do not provide an email
address or send electronic mall to the Department and contact the Department by telephone or in writing.

[ SECTION Il. CLIENT CARE SERVICES FOR THE MIDWIFE (Include data for the report year only) |

Section Total(s)
number
2 A Total number of initial OB client visits. Include both clients accepted for care and
hose clients Initlally seen but not accepted into your care: 54
B (Total number of maternity clients you accepted for care In the reporting period: 54
C |Total number of deliveries you performed during reporting period: 37
Total number of licensed midwife students assigned to you during the reporting
D |period: 0
E |[How many delivered at: Home: 19 Birthing Ctr: 18 Hospital: 0 37
z ; Twins /
F |Number of unplanned: Breech: 0 |Multiples 0 0
. 2 . # of subsequent

G }Number of planned VBAC:  # of primary VBAC: | , BAC: 1 4
H |Number of water births: 10
| INumber of mothers requiring sutures: 16

3 A Number of mothers transferred antepartum (for medical reasons): 1
5 Number of mothers transferred intrapartum: 5
c Number of mothers transferred postpartum: (medical reasons) 0
D |Number of newborn transfers: 1

4 A |INumber of fetal deaths / stillborn: (midwife delivery only) 0
B Number of fetal deaths / neonatal: (within seven days of birth) 0
C INumber of maternal deaths: (please submit separate report)

DH-MQA 5011, 06/2017

Rule 64824-7.014, FA.C. 3



[ SECTION Ill. TRANSFER INFORMATION

(3-A) ANTEPARTUM TRANSFER (Medlcal Reasons): List each transfor separately. Do not list names. Attach separate

sheet a8 neoded
Pianned or
GA at |Delivery Outcoms, if Known
6/24/1§ Clinical findings of Eclampsia Unplanned | 38WGA C/S

Total Numbser of Antepartum Transfers from

all sheeat (3-4)

(3-B) INTRAPARTUM TRANSFERS: List sach transfer separately. Do not list names. If needad, attach separate sheets es neaded.

MOTHER INFANT
DATE REASON FOR TRANSFER Daboary Compicationa? . "mﬁ‘m :‘d"'f“,‘,"'m g
12/11/47| Arrest of Labor cIs NONE 3810 NO NO
3/10/17] Armest of labor CcIs NONE 3692 NO NO
8/10/17 Edema of the cervix FTP NSVD NONE 3674 NO NO
/29117 Dysfunctional labor NSVD NONE 3447 NO NO
10/8/18 PROM NSVD NONE 3084 NO NO

DH-MQA 5011, 068/2017
Rule 84B24-7.014, FA.C.

Total Intrapartum Transfers from all shests (3-B)










FLORIDA DEPARTMENT OF HEALTH
Council of Licensed Midwifery

ANNUAL REPORT OF MIDWIFERY PRACTICE

Report data from July 1 through June 30 of each year. Reports are due no later than July 31.

| SECTION I: PRACTICE INFORMATION

Midwife Name: Ha,l {M C QLA el License #: 3[ _7
Practice Name: R U/\ R' 0SSN
Address: Sl ] Runrrse  hivel

Bl BPevce FY *%%‘1579 ,
Phone Number: _777 Y75 R9}o Email:

[ SECTION II. CLIENT CARE SERVICES FOR THE MIDWIFE (include data for the report year only) ]

Section Total(s)
number
2 A Total number of initial OB clients seen by you (include those accepted into care and | -
not accepted into care): m L—‘
B [Total number of maternity clients you accepted for care in the reporting period: 3‘7
C (Total number of deliveries you performed during reporting period: :2 3
=&
Total number of licensed midwife students assigned to you during the reporting
period:
How many delivered at: Home: 93 Birthing Ctr: (D |Hospital: 6 Q\%
4 . Twins /
F umber of unplanned:  Breech: @ Multiples 6 ‘@,
- . 3 # of subsequent
G INumber of planned VBAC:  # of primary VBAC: ‘ VBAC: ' Q
H  [Number of water births: |4
| hlumber of mothers requiring sutures: 8
3 A lNumber of mothers transferred antepartum (for medical reasons): Q\
3 iNumber of mothers transferred intrapartum: ?D
c \Number of mothers transferred postpartum: (medical reasons) O
D {Number of newborn transfers: O
4 A |Number of fetal deaths / stillborn: (midwife delivery only) (‘ j
B Number of fetal deaths / neonatal: (within 7 days of life) ( ; )
c umber of maternal deaths: (please submit separate feporf) PATHIC UNIT ﬁ

JuL 23 2018

DH-MQA 5011, 08/2015 Sy s
Rule 64B24-7.014, F.A.C. RECEIVED



[ SECTION lil. TRANSFER INFORMATION

sheet as needed

(3-A) ANTEPARTUM TRANSFER (Medical Reasons): List each transfer separately. Do not list names. Attach separate

Planned or

i GA at |Deli Out L if K
Date Reas:n For Transfer | U;lgiz%erd | n:;e : (NS%%?VAC?OFrgfceps,ng;vsn)
4] Daskora__ & (epead e Pemd I R S
' = fad) A bacrmalities. ) ; 2
Total Number of Antepartum Transfers from

all sheet (3-A)

Al

(3-B) INTRAPARTUM TRANSFERS: List each transfer separately. Do not list names. If needed, attach separate sheets as needed.

DATE REASON FOR TRANSFER oy Complications? s o iy e:,dr:';::: ;%g':gz i Ng:a"t:';'
ladh T BolieChhgl AL ol /1) g
Al Lodoor Stall IRl e syl NO %
Woslt oo Vel lfS| e [#e| N J

Total Intrapartum Transfers from all sheets (3-B) 5

DH-MQA 5011, 08/2015
Rule 64B24-7.014, F.A.C.







(4-B) FETAL DEATH/ NEONATAL DEATH (Deaths within seven days of life following midwife delivery of a live
infant)

Date Cause of Death —— | SiteofDeath | Birth Weight [ Age at death

/

/

//

/ Total Number of Fetal/Neonatal Deaths (4-B) )

(4-C) MATERNAL DEATH (PLEASE SUBMIT A SEPARATE REPORT FOR EACH INCIDENT)

l Number of Reports Attached s ST

- i ST T Total Number of Maternal Deaths (4-C) O

| have participated in giving information for the purpose of gathering statistics of
Licensed Midwives in the State of Florida. The information | have given is accurate
and true.

Print Name: : l’b,l l@u{ C/A S{Aég
Signature: =8 AﬂL z (\ )ﬁr\d@/p
Date: ___| { ig ln&/ \U

DH-MQA 5011, 08/2015
Rule 64B24-7.014, F.AC. 4






























Anna Belen Larson MW322
N/A
PO Box Evinston, FL 32633

352.591.3105 annabelen13@gmail.com

0
0
0
0

0 0 0

0 0

0 0 0 0

0
0

o o © o o o



N/A

N/A



N/A

N/A

N/A



N/A

Anna Belen Larson

]hgi%w
July 30, 2018

*Not currently in practice



FLORIDA DEPARTMENT OF HEALTH
Council of Licensed Midwifery

ANNUAL REPORT OF MIDWIFERY PRACTICE

Report data from July 1 through June 30 of each year. Reports are due no later than July 31.

| SECTION |: PRACTICE INFORMATION

Midwife Name: l:i(’/\/\ﬁ\ ﬁ.\)cLe/M License #: M 3 2—%

Practice Name:

3920 nw 1002 D

Address:
Gamesville TL 32000 _
Phone Number: 352-27§- 01 Z| Email: _Xev avcteﬂf,@g/mw L o~

| SECTION II. CLIENT CARE SERVICES FOR THE MIDWIFE (include data for the report year only)

Section Total(s)
number
2 A Total number of initial OB clients seen by you (include those accepted into care and
not accepted into care): @/
B [Total number of maternity clients you accepted for care in the reporting period: { ] %
C [Total number of deliveries you performed during reporting period: |
Total number of licensed midwife students assigned to you during the reporting ]
D |period:
How many delivered at: Home: ﬂ Birthing Ctr: { Hospital: Q’
. ) Twins /
F  |Number of unplanned:  Breech:| @ Multiples %)
. . . # of subsequent )
G |Number of planned VBAC:  # of primary VBAC: J NBAC: ,@’
H |Number of water births: |
I Number of mothers requiring sutures: Q/
3 A Number of mothers transferred antepartum (for medical reasons): ﬁ
B Number of mothers transferred intrapartum: \
c Number of mothers transferred postpartum: (medical reasons) @
D  |Number of newborn transfers: (7
4 A |Number of fetal deaths / stillborn: (midwife delivery only) g
B Number of fetal deaths / neonatal: (within 7 days of life) Q(
C |Number of maternal deaths: (please submit separate report) @

DH-MQA 5011, 08/2015
Rule 64B24-7.014, F.A.C. 1



| SECTION Ill. TRANSFER INFORMATION

sheet as needed

(3-A) ANTEPARTUM TRANSFER (Medical Reasons): List each transfer separately. Do not list names. Attach separate

Planned or . .
GA at |Delivery Outcome, if Known
Date Reason For Transfer Unplanned Transfer |(NSVD, VAC, Forceps, C/S)
Transfer
,-v///ﬁm

Total Number of Antepartum Transfers from

all sheet (3-A)

¥

(3-B) INTRAPARTUM TRANSFERS: List each transfer separately. Do not list names. If needed, attach separate sheets as needed.

MOTHER INFANT
Dellvery BIRTH Admitted to NICU? Neonatal
DATE REASON FOR TRANSFER Method Complicatlons? WEIGHT | If yes, reason and # of days Death?
¢l Parn ety NSYD| rvesyie 1| no

A

DH-MQA 5011, 08/2015
Rule 64B24-7.014, F.A.C.

Total Intrapartum Transfers from all sheets (3-B)




(3-C) MATERNAL POSTPARTUM TRANSFERS: (List each transfer separately. Do not list names.)
# of Days in " .
Date Reason For Transfer Hospital Outcome/Condition on Discharge
e /
el
—
P
o =t
T
e
/
/
Total Number of Postpartum Transfers from all @/
sheets (3-C)
(3-D) NEWBORN TRANSFERS: {LIst each transfer separately. Do not list names.)
Birth Admission to
Date Reason For. Transfer Weiah APGARS NICU? Outcome
eight If yes, # of days
. - [ =
I _/,../WM
NIl
S
T
/
Total Newborn Transfers from all sheets(3-D) I SZ
| SECTION IV - DEATHS |
(4-A) STILLBIRTH (midwife delivered only)
Death Was: .
Birth | Gestational
Date Cause of Death Before | During | Dunng ; LA
! | Weight— ge
Labor | Labor_ .| Delivery™|
—
,/M/
——
i / KN
NT __—
/
Total Number of Fetal Death/Stiilborn (4-A) Q’

DH-MQA 5011, 08/2015
Rule 64B24-7.014, F.A.C.




(4-B) FETAL DEATH/ NEONATAL DEATH (Deaths within seven days of life following midwlfe delivery of a live
Infant)

Date Cause of Death Site of Death | Birth Weight | Age at death

Total Number of Fetal/Neonatal Deaths (4-B) ﬁ

(4-C) MATERNAL DEATH (PLEASE SUBMIT A SEPARATE REPORT FOR EACH INCIDENT)

| Number of Reports Attached

Total Number of Maternal Deaths {4-C) @’

| have participated in giving information for the purpose of gathering statistics of
Licensed Midwives in the State of Florida. The information | have given is accurate
and true.

Print Name: ¥evvi Avdad
Signature: Kaxw\ O(M
Date: -1 1¢

DH-MQA 5011, 08/2015
Rule 64B24-7.014, F.A.C. 4



























FLORIDA DEPARTMENT OF HEALTH
Council of Licensed Midwifery

ANNUAL REPORT OF MIDWIFERY PRACTICE

Report data from July 1 through June 30 of each year. Reports are due no later than July 31.

[ SECTION I: PRACTICE INFORMATION

Midwife Name: Monica Theresa Pagliarulo-Wallace License #: MW326
Practice Name: Monica Pagliarulo-Wallace LM
Address: 102 Via De Casas Norte. Boynton Beach, Fl 33426

(This my home address, | do not have a practice address)

Phone Number: 0061-444-5242 Email: Midwifemonical111@gmail.com

| SECTION Il. CLIENT CARE SERVICES FOR THE MIDWIFE (include data for the report year only)

Section Total(s)
number
2 A Total number of initial OB clients seen by you (include those accepted into care and
not accepted into care): 4
B [Total number of maternity clients you accepted for care in the reporting period: 4
C [Total number of deliveries you performed during reporting period: 3
Total number of licensed midwife students assigned to you during the reporting
D |period: 0
E |How many delivered at: Home: 3 Birthing Ctr: 0 Hospital: | 1 a
. . Twins /
F  |[Number of unplanned: Breech: 0 Multiples 0 0
. ; . # of subsequent
G  Number of planned VBAC: # of primary VBAC: | VBAC: 0 0
H  Number of water births: 2
I |Number of mothers requiring sutures: 0
3 A Number of mothers transferred antepartum (for medical reasons): 1
B Number of mothers transferred intrapartum: 0
c Number of mothers transferred postpartum: (medical reasons) 0
D [Number of newborn transfers: 0
4 A Number of fetal deaths / stillborn: (midwife delivery only) 0
B Number of fetal deaths / neonatal: (within 7 days of life) 0
C Number of maternal deaths: (please submit separate report) 0

DH-MQA 5011, 08/2015
Rule 64B24-7.014, F.A.C. 1




| SECTION Ill. TRANSFER INFORMATION

sheet as needed

(3-A) ANTEPARTUM TRANSFER (Medical Reasons): List each transfer separately. Do not list names. Attach separate

Planned or

GA at |Delivery Outcome, if Known
Date Reason For Transfer Unplanned
Transfer Transfer | (NSVD, VAC, Forceps, C/S)
12/7/17| Preeclampsia Unplanned| 32 | C/S

Total Number of Antepartum Transfers from

all sheet (3-4)| 1
(3-B) INTRAPARTUM TRANSFERS: List each transfer separately. Do not list names. If needed, attach separate sheets as needed.
MOTHER INFANT
Delivery atiane? BIRTH Admitted to NICU? Neonatal
DATE REASON FOR TRANSFER Method Complications? WEIGHT | If yes, reason and # of days Death?
Total Intrapartum Transfers from all sheets (3-B) 0

DH-MQA 5011, 08/2015
Rule 64B24-7.014, F.A.C.




(3-C) MATERNAL POSTPARTUM TRANSFERS: (List each transfer separately. Do not list names.)

# of Days in

Date Reason For Transfer Hospital

QOutcome/Condition on Discharge

Total Number of Postpartum Transfers from all
sheets (3-C) 0

(3-D) NEWBORN TRANSFERS: (List each transfer separately. Do not list names.)

Birth Admission to
Date Reason For Transfer Weidh APGARS NICU? Qutcome
eight If yes, # of days

Total Newborn Transfers from all sheets(3-D) | O

[SECTION IV - DEATHS |

(4-A) STILLBIRTH (midwife delivered only)

Death Was: Birth | Gestational
Date Gallce ofHeath Before | During | During | weight Age

Labor Labor | Delivery

Total Number of Fetal Death/Stillborn (4-A) 0

DH-MQA 5011, 08/2015
Rule 64B24-7.014, F.A.C. 3



Monica Theresa Pagliarulo-Wallace LM, CPM

7/30/18



FLORIDA DEPARTMENT OF HEALTH
Council of Licensed Midwifery

ANNUAL REPORT OF MIDWIFERY PRACTICE

Report data from July 1 through June 30 of each year. Reports are due no later than July 31.

[ SECTION I: PRACTICE INFORMATION

Midwife Name: Melissa Casey License #: MW 327
Practice Name: L€gacy Midwifery, LLC
Address: Miami, FL 33157
Miami, FL 33157
Phone Number: 305-484-0581 Email: legacymidwife@gmail.com

| SECTION Il. CLIENT CARE SERVICES FOR THE MIDWIFE (include data for the report year only) |

Section Total(s)
number

2 A Total number of initial OB clients seen by you (include those accepted into care and

nhot accepted into care): 5
B [Total number of maternity clients you accepted for care in the reporting period: 8
C [Total number of deliveries you performed during reporting period: 2

Total number of licensed midwife students assigned to you during the reporting 0
D [|period:
E How many delivered at: Home: 2 Birthing Ctr: |0 Hospital: |

’ . Twins /
F  Number of unplanned:  Breech: |() Multiples 0
. ; ) # of subsequent

G Number of planned VBAC:  # of primary VBAC: |() VBAC: 1
H |Number of water births:

I |Number of mothers requiring sutures:

2

0

3 A Number of mothers transferred antepartum (for medical reasons): 1
B Number of mothers transferred intrapartum: O

c Number of mothers transferred postpartum: (medical reasons) O

D Number of newborn transfers: 0

4 A |[Number of fetal deaths / stillborn: (midwife delivery only) 0
B Number of fetal deaths / neonatal: (within 7 days of life) O

C Number of maternal deaths: (please submit separate report) 0

DH-MQA 5011, 08/2015
Rule 64B24-7.014, F.A.C. 1



| SECTION Ill. TRANSFER INFORMATION

sheet as needed

(3-A) ANTEPARTUM TRANSFER (M edical Reasons): List each transfer separately. Do not list names. Attach separate

Planned or : :
GA at |Delivery Outcome, if Known
Cele edaon Borilisrses Unplanied | Transfer |(NSVD, VAC, Forceps, G/S)
ransfer
1-18-18 |Post Dates unplanned (42  |C/S

Total Number of Antepartum Transfers from

all sheet (3-A) 1
(3-B) INTRAPARTUM TRANSFERS: List each transfer separately. Do not list names. If needed, attach separate sheets as needed.
MOTHER INFANT
Delivery AP — BIRTH Admitted to NICU? Neonatal
DATE REASON FOR TRANSFER Method Complications? WEIGHT | If yes, reason and # of days | Death?
Total Intrapartum Transfers from all sheets (3-B) 0

DH-MQA 5011, 08/2015
Rule 64B24-7.014, F.A.C.




(3-0) MATERNAL POSTPARTUM TRANSFERS: (List each transfer separately. Do not list names.)
Date Reason For Transfer %ot Days In Outcome/Condition on Discharge
Hospital 9
Total Number of Postpartum Transfers from all 0
sheets (3-C)

(3-D) NEWBORN TRANSFERS: (List each transfer separately. Do not list names.)

Birth Admission to
Date Reason For Transfer Weight APGARS NICU? Qutcome
elg If yes, # of days

Total Newborn Transfers from all sheets(3-D) 00

[ SECTION IV - DEATHS |

(4-A) STILLBIRTH (midwife delivered only)

Death Was: Birth | Gestational
Date Galise ofeath Before | During | During | weight Age

Labor Labor | Delivery

Total Number of Fetal Death/Stillborn (4-A) 0

DH-MQA 5011, 08/2015
Rule 64B24-7.014, F.A.C. 3



Melissa Casey

7-31-18



FLORIDA DEPARTMENT OF HEALTH (DEPARTMENT)
Council of Licensed Midwifery
4052 Bald Cypress Way, Bin #C-06
Tallahassee, FL 32399-3256
MQA Midwifery@FLHealth.gov

vy

FIOTIGA EP 242018
HEALTH ANNUAL REPORT OF MIDWIFERY PRACTICE

o
el
Report data from July 1 through June 30 of each year. Reports are due no later than July 31. ) CE‘ VED

[SECTION I: PRACTICE INFORMATION |

Midwite Name:_Delora N Fug ntes License #_ MW 32 &
Practice Name: LI-FQSDM MasloiFerny
Address: 2575 N 7'37Jedc) Blade \&3
Novth Povt FL 34289
Phone Number:__( 9/| Y- LOBY  Emai:_Dfuentrs(@® midw fernyschool. dlﬁ

Email addresses are public records. If you do not want your email address released pursuant to a public records request do net provide an email
address or send electronic mail to the Department and contact the Department by telephone or in writing.

[SECTION Ii. CLIENT CARE SERVICES FOR THE MIDWIFE (include data for the report year only) |

Section Total(s)
number
2 A Total number of initial OB client visits. Include both clients accepted for care and
those clients initially seen but not accepted into your care: 0
B [Total number of maternity clients you accepted for care in the reporting period: 0
C [Total number of deliveries you performed during reporting period:
Total number of licensed midwife students assigned to you during the reporting
D |period: C)
E |[How many delivered at: Home: 9,, Birthing Ctr: O Hospital: O
1 : Twins /
F  [Number of unplanned:  Breech:| () Multiples &)
. i Y # of subsequent
G |Number of planned VBAC:  # of primary VBAC: O BAC:
H |Number of water births: 0
1 Number of mothers requiring sutures: O
3 A Number of mothers transferred antepartum (for medical reasons): O
B Number of mothers transferred intrapartum: 0
c Number of mothers transferred postpartum: (medical reasons) O
D [Number of newborn transfers: O
4 A INumber of fetal deaths / stillborn: (midwife delivery only) 0
B Number of fetal deaths / neonatal: (within seven days of birth) O
C |Number of maternal deaths: (please submit separate report) O

DH-MQA 5011, 06/2017
Rule 64B24-7.014, F.A.C. 3



[ SECTION JIl. TRANSFER INFORMATION

sheet as

(3-A) ANTEPARTUM TRANSFER (Medical Reasons): List each transfer separately. Do not list names. Attach separate

dard

Date

Reason For Transfer

Planned or
Unplanned
Transfer

GA at
Transfer

Delivery Outcome, if Known
(NSVD, VAC, Forceps, C/S)

None.

Total Number of Antepartum Transfers from

all sheet (3-A)

(3-B) INTRAPARTUM TRANSFERS: List each transfer separately. Do not list names. If needed, attach separate sheets as needed.

MOTHER INFANT
u?
DATE REASON FOR TRANSFER rehipe Complications? i I OO sy O iy
None.

DH-MQA 5011, 06/2017
Rule 64B24-7.014, FA.C.

Total Intrapartum Transfers from all sheets (3-B)




(3-C) MATERNAL POSTPARTUM TRANSFERS: (List each transfer separately. Do not list names.)

Date Reason For Transfer # :‘foggg"" Outcome/Condition on Discharge

Aone.

Total Number of Postpartum Transfers from all

sheets (3-C)
(3-D) NEWBORN TRANSFERS: (List each transfer separately. Do not list names.)
Birth Admission to
Date Reason For Transfer Weight APGARS NiCU? Outcome
eig If yes, # of days
None
' /
1
L e
el
o]
Total Newborn Transfers from all sheets(3-D) |
[ SECTION IV - DEATHS |

(4-A) STILLBIRTH (midwife delivered only)

Death Was: :
Birth | Gestational
Date Cause of Death Before | During | During | weight Age

Labor Labor | Delivery
None

Total Number of Fetal Death/Stillborn (4-A)

DH-MQA 5011, 06/2017
Rule 64B24-7.014, FA.C. 5



(4-B) FETAL DEATH/ NEONATAL DEATH (Deaths within seven days of birth following midwife delivery of a
live infant)

Date Cause of Death Site of Death | Birth Weight | Age at death

Noné.

Total Number of Fetal/Neonatal Deaths (4-B)

(4-C) MATERNAL DEATH (PLEASE SUBMIT A SEPARATE REPORT FOR EACH INCIDENT)

l Number of Reports Attached O

Total Number of Maternal Deaths (4-C)

| have participated in giving information for the purpose of gathering statistics of
Licensed Midwives in the state of Florida. The information | have given is accurate
and true.

Printed Name: D@bﬂ}’ﬂh Fur;m‘c;

Signature: W

Date Signed: q// /o?l/ I8

Mail completed forms to:
Florida Department of Health
Council of Licensed Midwifery
4052 Bald Cypress Way, Bin #C-06
Tallahassee, FL 32399-3256

or

Email to:

MQA.Midwifery@FLHealth.gov

DH-MQA 5011, 06/2017
Rule 64B24-7.014, FA.C. 6



FLORIDA DEPARTMENT OF HEALTH
Council of Licensed Midwifery

ANNUAL REPORT OF MIDWIFERY PRACTICE

Report data from July 1 through June 30 of each year. Reports are due no later than July 31.

[ SECTION I: PRACTICE INFORMATION

Midwife Name: Seérena Burr License #: MW329
Practice Name:

Address:

Phone Number: 914 299 7171 Email: Midwifeserena@gmail.com

| SECTION Il. CLIENT CARE SERVICES FOR THE MIDWIFE (include data for the report year only) |

Section Total(s)
number
2 A Total number of initial OB clients seen by you (include those accepted into care and 67
nhot accepted into care):
B [Total number of maternity clients you accepted for care in the reporting period: 53
C [Total number of deliveries you performed during reporting period: 32
Total number of licensed midwife students assigned to you during the reporting 0
D [|period:
E How many delivered at: Home: 17 Birthing Ctr: |15 Hospital: |
’ . Twins /
F  Number of unplanned:  Breech: |() Multiples 0
. ; ) # of subsequent
G Number of planned VBAC:  # of primary VBAC: |() VBAC: 0
H [Number of water births: 9
I Number of mothers requiring sutures: 11
3 A Number of mothers transferred antepartum (for medical reasons): 5
g Number of mothers transferred intrapartum: 11
c Number of mothers transferred postpartum: (medical reasons) 5
D Number of newborn transfers: 2
4 A |[Number of fetal deaths / stillborn: (midwife delivery only) 0
B Number of fetal deaths / neonatal: (within 7 days of life) O
C Number of maternal deaths: (please submit separate report) 0

DH-MQA 5011, 08/2015
Rule 64B24-7.014, F.A.C. 1



| SECTION Ill. TRANSFER INFORMATION

sheet as needed

(3-A) ANTEPARTUM TRANSFER (M edical Reasons): List each transfer separately. Do not list names. Attach separate

Planned or : :
Unplamea( CAZL |Celveny Oucane oo
omz82017 | placental deficency unplanned [30wga |c/s
0842017 |6/8 BPP unplanned |41wga |vag
10042017 |Advanced maternal age unplanned |42wga |vag
117202017 |Lots of fear surrounding out of hospital delivery planned 37wga |vag
12292017 |PIH/Preeclampsia unplanned  |40wga |vag

Total Number of Antepartum Transfers from

all sheet (3-A)

(3-B) INTRAPARTUM TRANSFERS: List each transfer separately. Do not list names. If needed, attach separate sheets as needed.

MOTHER INFANT
DATE REASON FOR TRANSFER %ﬂ;‘,"zg Complications? v?éfg:.r if yes‘t 1?;22: :::1 : I;::,Jf?d e NS:;;?’
== \cervical swelling/FTP |vag [none no 0o
w1 |decels second stage |vag |vacuum/episiotomy |7"7 |no no
= precipitous labor vag |none 6 |no no
o |[FTP vag |none 7"8 |no ne
wom  [FTP vag |vasovasslresponse wit induciion 9lb no no
==7pain management vag |none no ne
== prolonged pushing/inadequate ctx [vag |none 9"8 |no no
w7 |PPROM/Advanced matemal age  |vag |nhone 11"3 |no no
w=Footling Breech vag [none 8"8 |no no
= |FTP/PPROM vag [none 10"3 |no no
= |FTP/PPROM Ces |none 8 no no

DH-MQA 5011, 08/2015
Rule 64B24-7.014, F.A.C.

Total Intrapartum Transfers from all sheets (3-B)




(3-0) MATERNAL POSTPARTUM TRANSFERS: (List each transfer separately. Do not list names.)

Date Reason For Transfer # ﬁlfo[s)sgzlin QOutcome/Condition on Discharge
01/16/2018|Low BP 24 hours pt stable/IV fluids/monitored
09/05/2017|4th degree laceration 24hrs OR repair
10/24/2017| 3rd degree laceration 6hrs ER repair
5/28/2018 | PPH 48hrs Blood Transfusion/Stable
5/29/2018 |\Vasovagal response to cytotec 24hrs WNL

Total Number of Postpartum Transfers from all
sheets (3-C)

(3-D) NEWBORN TRANSFERS: (List each transfer separately. Do not list names.)

Admission to

Birth
Date Reason For Transfer : APGARS NICU? QOutcome
Weight If yes, # of days
7130117 |Shoulder Dystocia 9lb 80z |6 7lyes Infant Torticollis/brain scans normal

Total Newborn Transfers from all sheets(3-D)

| SECTION IV - DEATHS

(4-A) STILLBIRTH (midwife delivered only)

Death Was: Birth | Gestational
Date Cause of Death Before | During | During | weight Age
Labor Labor | Delivery

DH-MQA 5011, 08/2015
Rule 64B24-7.014, F.A.C.

Total Number of Fetal Death/Stillborn (4-A)




Serena Burr

Do Gyoon—

07/30/2018



FLORIDA DEPARTMENT OF HEALTH
Council of Licensed Midwifery

ANNUAL REPORT OF MIDWIFERY PRACTICE

Report data from July 1 through June 30 of each year. Reports are due no later than July 31.

[ SECTION I: PRACTICE INFORMATION

Midwife Name: Brooke Schmoe License #: MW330
Practice Name: | Nhe Midwife Bus
Address: 9700 E Irlo Bronson Memorial Hwy

Phone Number: 913-683-3874 Email: Prookeschmoe@gmail.com

| SECTION Il. CLIENT CARE SERVICES FOR THE MIDWIFE (include data for the report year only) |

Section Total(s)
number
2 A Total number of initial OB clients seen by you (include those accepted into care and 0
nhot accepted into care):
B [Total number of maternity clients you accepted for care in the reporting period: 0
C [Total number of deliveries you performed during reporting period: 0
Total number of licensed midwife students assigned to you during the reporting 0
D [|period:
E How many delivered at: Home: 0 Birthing Ctr: | Hospital: | 0
’ . Twins /
F  |Number of unplanned:  Breech: () Multiples 0 0
. ; ) # of subsequent
G Number of planned VBAC:  #of primary VBAC: | | pac: 0 0
H |Number of water births: 0
I |Number of mothers requiring sutures: 0
3 A Number of mothers transferred antepartum (for medical reasons): 0
B Number of mothers transferred intrapartum: 0
c Number of mothers transferred postpartum: (medical reasons) O
D Number of newborn transfers: 0
4 A |[Number of fetal deaths / stillborn: (midwife delivery only) 0
B Number of fetal deaths / neonatal: (within 7 days of life) 0
C Number of maternal deaths: (please submit separate report) 0

DH-MQA 5011, 08/2015
Rule 64B24-7.014, F.A.C. 1



| SECTION Ill. TRANSFER INFORMATION

sheet as needed

(3-A) ANTEPARTUM TRANSFER (M edical Reasons): List each transfer separately. Do not list names. Attach separate

Date

Reason For Transfer

Planned or
Unplanned
Transfer

GA at |Delivery Outcome, if Known
Transfer | (NSVD, VAC, Forceps, C/S)

NA

Total Number of Antepartum Transfers from

all sheet (3-A) 0
(3-B) INTRAPARTUM TRANSFERS: List each transfer separately. Do not list names. If needed, attach separate sheets as needed.
MOTHER INFANT
Delivery P — BIRTH Admitted to NICU? Neonatal
DATE REASON FOR TRANSFER Method Complications? WEIGHT | If yes, reason and # of days | Death?
Total Intrapartum Transfers from all sheets (3-B) 0

DH-MQA 5011, 08/2015
Rule 64B24-7.014, F.A.C.




(3-C) MATERNAL POSTPARTUM TRANSFERS: (List each transfer separately. Do not list names.)
Date Reason For Transfer %ot Days In QOutcome/Condition on Discharge
Hospital 9
NA
Total Number of Postpartum Transfers from all 0
sheets (3-C)

(3-D) NEWBORN TRANSFERS: (List each transfer separately. Do not list names.)

Birth Admission to
Date Reason For Transfer Weidh APGARS NICU? Qutcome
eight If yes, # of days
NA

Total Newborn Transfers from all sheets(3-D) 0

[ SECTION IV - DEATHS |

(4-A) STILLBIRTH (midwife delivered only)

Death Was: Birth | Gestational
Date Gallce ofHeath Before | During | During | weight Age

Labor Labor | Delivery

NA

Total Number of Fetal Death/Stillborn (4-A) 0

DH-MQA 5011, 08/2015
Rule 64B24-7.014, F.A.C. 3



NA

Brooke Schmoe

@27/ 18



Erica Barclay
Barefoot Birth
12527 Killian St
Spring Hill, FL 34609
352.584.5113

27

MW331

erica@barefootbirth.com

45
45
31

31

© b © N o

—

o[



8/24/117

9/28/17
11/10/17
11/19/17
12127117
1/16/18
2/08/18
5/18/18
6/15/18

71517 FTP, maternal exhaustion C/S

1/06/18 NRFHT during 2nd stage
5/22/18 FTP, maternal exhaustion

6/13/18 VBA2C, FTP with excellent

SCHo/unresolved placental abruption & previa
GDM, secondary [IUGR & HTN at term

Postdates, failed induction after previous cesarean
PROM, no onset of labor

Postdates, induction for failed BPP/NST

Cardiac "episodes", tachycardia, murmur

Multiple gestation

Postdates, client elected induction

AMA with routine monitoring, failed BPP/NST

None

Manaagement
C/S True CPD

RLIC

planned
unplanned
unplanned
unplanned
unplanned
planned
planned
planned
unplanned

7.4#

Vaginal vacuum/Kiwi assisted ~ 8#

NsvD Retained placenta/ OB ¢ 8#

T#

No
No
No

No

unknown
NSVD
repeat c/s
NSVD
NSVD
unknown
unknown
NSVD

NSVD

o o o o



12/05/17  Respiratory Distress 9.1# 8/9 yes, 2 ErI]CIUn;oSr observ. X-Rays, some fluid
u



Erica Barclay LM, LMT

Lo

07/16/18































































FLORIDA DEPARTMENT OF HEALTH

Council of Licensed Midwifery UIG 07 2018

ANNUAL REPORT OF MIDWIFERY PRACTICE

T ol |

-~

U Y et ) g A
Report data from July 1 through June 30 of each year. Reports are due no later than July 31.

[ SECTION I: PRACTICE INFORMATION ]
Midwife Name: U\Yf\v\ /[’(-‘u_bgé« ) License#_ ¥\ 3371
Practice Name: sk e %2( Y.
Address: A3 [525 Ea!ag_wa, /6“ %
L/a,\u_,\a-p Y ; QL, 233059
Phone Number: 3L -,%0- 2229 Email: Celoraxre i @ Lo . om
| SECTION Ii. CLIENT CARE SERVICES FOR THE MIDWIFE (include data for the report year only) |
Section Total(s)
number
2 & Total number of initial OB clients seen by you (include those accepted into care and
not accepted into care): 30
B [Total number of maternity clients you accepted for care in the reporting period: (3
C [Total number of deliveries you performed during reporting period: 5
Total number of licensed midwife students assigned to you during the reporting
D |period: O
How many delivered at: Home: \ Birthing Ctr: 4 Hospital:
1 i Twins /
F r!umber of unplanned:  Breech: O Multiples i O
G umber of planned VBAC: # of primary VBAC: e stubsequent | [
VBAC:
H |Number of water births: )
1 iNumber of mothers requiring sutures: i IS
3 A |Number of mothers transferred antepartum (for medical reasons): (
B !Number of mothers transferred intrapartum: g IR
c Number of mothers transferred postpartum: (medical reasons) (
D ‘Number of newborn transfers: O
4 A ]Number of fetal deaths / stillborn: (midwife delivery only) 8)
= Number of fetal deaths / neonatal: (within 7 days of life) O
C INumber of maternal deaths: (please submit separate report) D

DH-MQA 5011, 08/2015
Rule 64B24-7.014, F.A.C. 1

























FLORIDA DEPARTMENT OF HEALTH (DEPARTMENT)
Council of Licensed Midwifery
4052 Bald Cypress Way, Bin #C-06
Tallahassee, FL. 32399.3256

MOA Midwifery@FLHealth.qov
ANNUAL REPORT OF MIDWIFERY PRACTICE

Report data from July 1 through June 3D of each year. Reports are due no later than Juty 31.

[SECTION I: PRACTICE INFORMATION

Midwife Name:
Practice Name:

' | license #:HU) BBCI
§ ) %rmmm Lrviles

Address: ‘%\Q % ?\ WO‘O \?ﬂ, 234N

Phone Number 1 S - 323 - 416

Email: YYAN rrncuove MGy @Can-an |, C97~

Emall addresses are public records. If you do not want your email address released/pursuant to a public records request do' not proyide an ernalt
address or send electronic mail lo the Department and centact the Department by telephone or in writing.

[ SECTION Ii. CLIENT CARE SERVICES FOR THE MIDWIFE (Include data for the report year only)

Rule 64824-7.014, FAC. 3

|d

Section Total{s)
number
2 A Total number of initial OB client visits. Include both clients accepted for care and |2
those clients Initially seen but not accepted into your care:
B [Total number of maternity clients you accepted for care in the reporting period: C‘]
C [Total number of deliveries you performed during reporting period: ”]
[Total number of licensed midwife students assigned to you during the reporting
D |period: O
E |How many delivered at: Home: "] Birthing Ctr: (O |Hospital:| )
. . Twins /
F  |Number of unplanned:  Breech: D Multiples O
. . . # of subsequent
G |Number of planned VBAC:  # of primary VBAC: | () oo, &
H lNumber of water births: 7)
{ [Number of mothers requiring sutures: 3
3 A Number of mothers transferred antepartum {for medical reasons): D
g [Number of mothers transferred intrapartum: O
c [Number of mothers transferred postpartum: {(medical reasons) O
D  |Number of newborn transfers: O
4 A li\luml::er of fetal deaths / stillborn: (midwife delivery only) O
B ﬁumber of fetal deaths / heonatal: (within seven days of birth) D
(] |Number of matemal deaths: {please submit separate report) O
BH-MQA 5011, 06/2017

dzz:c0'gl L0 deg




|_ SECTION HI. TRANSFER INFORMATION

(3-A) ANTEPARTUM TRANSFER (Medical Reasons): List each transfer separately. Do not list names. Attach sgpdrate

sheet as needed

Planned or .
Da Re T at | Delivery Qutcome, if Known
b ason For Transfer %g';::g;id// ransfer | {NSVD, VAC, Forceps, C/S)

—

NN\ /

NV T
N
\l/\/
N

—

—

~

e

Total Number of Antepartum Transfers from
all sheet {3-8)

{(3-B) INTRAPARTUM TRANSFERS: List each tranafar saparataly. Do not {Ist namas. If naeded, attach separate sheets as needed.

MOTHER INFANT
Detivery 8IRTH Admifted to NICU? Neonatal
DATE REASONFOR TRANSFER Method Compiications? WEIGHT | If yes, reason and # of days | Death?
121 Pre ~derom lowr V. | nene. oD

Total intraparturn Transfers from all sheets {3-B)

DH-MQA 5011, 0672017
Rule 64B24-7.014, F.A.GC. 4

zd dzz.eo'gl L0deg



(3-C) MATERNAL POSTPARTUM TRANSFERS: (List each transfer separately. Do notlist names.}

Date Reason For Transfer L ﬁfomlm OutcomeiCondition on Discharge
) / /
NSRE

! _—
/
/

——

Total Number of Postpartum Transfers from all
sheets (3-C)

(3-D) NEWBORN TRANSFERS: (List each transfer separately. Do not list nemes.)

Date R For T . Bivth s Admissicn to Oub
e A For franster . APGAR: NiCu? come >
S0l I Weight If yos, # of days //

L -

///
\ =
YA
\!\// //

—~Total Newborn Transfers from all sheets(3-D) I

[ SECTION IV - DEATHS

-
{4-A) STILLBIRTH (midwife delivered only) /
/g /
ath Was: i
Date Gause of Death Shsfors T Duting | DUg | voaont | - Age
/ Labor | Labor | Delivery

N AV _—
Ny Y T
N
\
/ Total Number of Fetal Death/Stillborn (4-A)

DH-MQA §011, 06/2017
Rule 64B24-7.014, F.A.C. 5

¢d dez.eo'gl L0deg



(4-B) FETAL DEATH! NEONATAL DEATH (Deatts within seven days of W ofa
ve infant}

/_
Date Cause of Death el Site of Death | Birth Waight | Age at death
A \(‘/\ p
/\ /

o Total Number of Fetal/Neonatal Deaths (4-B}

(4-C) MATERNAL DEATH (PLEASE SUBMIT A SEPARATE REPORT FOR EACH INCIDENT)

1 Number of Reports Attached

Total Number of Maternal Dealhs (4-C) ( )

I have participated in giving information for the purpose of gathering statistics of
Licensed Midwives in the state of Florida. The information | have given is accurate
and true.

Printed Name:maml/\# @/C\J\ @)5 L Y

4

Signaturem 0/}\"\ Uﬂ/\ I\L@\ e —
Date Signed: q /} e, ’} ’l @

Mail completed forms to:
Florida Department of Health
Council of Licensed Midwifery
4052 Bald Cypress Way, Bin #C-06
Tallahassee, FL 32399-3256

or

Email to:

MQA.Midwifery@FL Health.qov

DH-MQA 5011, 08/2017
Rule 64B24-7.014, FA.C. ¢

yd dez.eo'gl L0deg






















































[ SECTION Ill. TRANSFER INFORMATION

shaet as needed

(3-A) ANTEPARTUM TRANSFER (Medical Reasons): List aach transfer aeparately. Do not llst names. Attach separate

Plannsd or

. GA at |Dellvery Outcome, if Known
Dete Reason For Transfer ynplanned | fransfer | (NSVD, VAG, Forceps, C/S)
(13 | piy , «m?mm tom| IS
(2013 Pnm PNEUN0Og VY nlowoed [ \m%ay\o\

Total Number of

Antepartum Transfers from

all sheet {3-A)

(3-B) INTRAPARTUM TRANSFERS: List each transfer separately. Do not list names. If needed, attach aeparate sheets as needed.

MDTHER INFANT
TRAN Dallve BIRTH Admitted to NICU? Neonatal
DATE REASDN FOR TRANSFER oS Complications? WEIGHT | 1f yes, reason ond # cf dys | ontas
(2SI — — NO
elefig| o ND
3)19! RZARA ND Noqjmmj A —_— — o

DH-MQA 5011, 06/2017
Rule 64B24-7.014, F.A.C.

Total Intrapertum Transfers from all sheets (3-B)




(3-C) MATERNAL POSTPARTUM TRANSFERS: (List each transfer separately. Do not list names.}

Dete Reason For Trangfer # 2;22:;’{:.'" Outcome/Conditlon on Discharge
2223 | Kelalnod Platoia oA ocpilod |ARocatio JMMJ_S‘&}AL

Total Number of Postpartum Transfers from all

sheets (3-C)
(3-D) NEWBORN TRANSFERS: (List each transfer separately. Do not list names.)
Birth Admlssion to
Date Reasen For Transfer Weiaht | APGARS NiCU? Outcome
eight If yes, # of days
/

\
T~ -
\

et
\ ]
e

r/\

Total Newborn Transfers from all sheets(3-D) [

[ SECTION IV - DEATHS |

{4-A) STILLBIRTH (midwife delivered only)

Death Was:
- Birth | Gestatlonal
Date Gause of Death Before | During | During | weight Age

Labor | Labor | Delivery
\

Wd Fetal Death/Stillborn (4-A)

DH-MQA 5011, 06/2017
Rule 64824-7.014, FA.C. 5






FLORIDA DEPARTMENT OF HEALTH
Council of Licensed Midwifery

ANNUAL REPORT OF MIDWIFERY PRACTICE

Report data from July 1 through June 30 of each year. Reports are due no later than July 31.

[ SECTION I: PRACTICE INFORMATION

Midwife Name: Margo Danielle Keane License #: MW 345
Practice Name: Midwife Love

Address: 703 W Weatherbee Rd. Fort Pierce FL 34982

Phone Number: (772) 216-6900 Email: margokeane14@gmail.com

| SECTION Il. CLIENT CARE SERVICES FOR THE MIDWIFE (include data for the report year only) |

Section Total(s)
number

2 A Total number of initial OB clients seen by you (include those accepted into care and 50
nhot accepted into care):

B [Total number of maternity clients you accepted for care in the reporting period: 50
C [Total number of deliveries you performed during reporting period: 15
Total number of licensed midwife students assigned to you during the reporting 0
D [|period:
E How many delivered at: Home: 15 Birthing Ctr: | Hospital: | () 15
’ . Twins /
F  [Number of unplanned:  Breech: |() Multiples 0 0
. ; ) # of subsequent
G Number of planned VBAC:  # of primary VBAC: |1 VBAC: 0 1
H [Number of water births: 7
I |Number of mothers requiring sutures: 9
3 A Number of mothers transferred antepartum (for medical reasons): 4
B Number of mothers transferred intrapartum: 4
c Number of mothers transferred postpartum: (medical reasons) 0
D |Number of newborn transfers: 0
4 A |[Number of fetal deaths / stillborn: (midwife delivery only) 0
B Number of fetal deaths / neonatal: (within 7 days of life) 0
C Number of maternal deaths: (please submit separate report) 0

DH-MQA 5011, 08/2015
Rule 64B24-7.014, F.A.C. 1



| SECTION Ill. TRANSFER INFORMATION

sheet as needed

(3-A) ANTEPARTUM TRANSFER (M edical Reasons): List each transfer separately. Do not list names. Attach separate

Planned or ; ;
Date Reason For Transfer U?gigpe?d Tgﬁ;;r Pr\?sl‘:{f/%ry\(li;\uéc?:n;;ec ;L}s(ng)vsn)
09/23/17 | Heavy bleeding in early labor and unreassuring fetal movement |Unplanned |39.3 |NSVD
09/30/17 | Breech, oligohydramnios, and unreassuring fetal movement |Planned 406 |C/S
10/10/17 | PROM Unplanned |34 NSVD
03/19/18 | Suspected placental abruption Unplanned [394 |C/S

Total Number of Antepartum Transfers from

all sheet (3-A) 4
(3-B) INTRAPARTUM TRANSFERS: List each transfer separately. Do not list names. If needed, attach separate sheets as needed.
MOTHER INFANT

Delivery o BIRTH Admitted to NICU? Neonatal

DATE REASON FOR TRANSFER Method Complications? WEIGHT | If yes, reason and # of days | Death?
10124117 [No fetal descent . 3hrs of pushing/CPD | (C/S | Cervix was torn during c/s [8Ib 10| NO No
nesi7|FTP at 6em C/S |No 8lb 2|No No
12/18/17 | OP/Military presentation, FTP @ 9cm C/S No 7Ib 8/ No No
05/02/18 | No fetal descent g. 3hrs of pushing |C/S [NO 7Ib 13/No No

Total Intrapartum Transfers from all sheets (3-B) 4

DH-MQA 5011, 08/2015
Rule 64B24-7.014, F.A.C.




(3-0) MATERNAL POSTPARTUM TRANSFERS: (List each transfer separately. Do not list names.)

# of Days in

Date Reason For Transfer Hospital

Outcome/Condition on Discharge

Total Number of Postpartum Transfers from all 0
sheets (3-C)

(3-D) NEWBORN TRANSFERS: (List each transfer separately. Do not list names.)

Birth Admission to
Date Reason For Transfer Weiah APGARS NICU? Qutcome
eight If yes, # of days

Total Newborn Transfers from all sheets(3-D) 0

[ SECTION IV - DEATHS |

(4-A) STILLBIRTH (midwife delivered only)

Death Was: Birth | Gestational
Date Cause of Death Before | During | During | weight Age

Labor Labor | Delivery

Total Number of Fetal Death/Stillborn (4-A) 0

DH-MQA 5011, 08/2015
Rule 64B24-7.014, F.A.C. 3



N/A

Margo Keane

7%/20/201 8



FLORIDA DEPARTMENT OF HEALTH (DEPARTMENT)
Council of Licensed Midwifery

4052 Bald Cypress Way, Bin #C-06 JOSTEQPATHIC UNIT
- Tallahassee, FL 32399-3256
Florla = MQA.Midwifery@FLHealth.gov 2
HEALTH ANNUAL REPORT OF MIDWIFERY PRACTICE

o )
]
e

L

Report data from July 1 through June 30 of each year. Reports are due no later than July 31 tVED

|SECTION I: PRACTICE INFORMATION

Midwife Name:__Cynda Kelley License #:__MW346
Practice Name: Abundant Life Birth Center, LLC

Address: 611 SW Federal Hwy., STE M, Stuart Florida 34994

Phone Number: 772-200-4277 Email: Cynda@thealbc.com

Email addresses are public records. If you do not want your email address released pursuant to a public records request do not provide an email
address or send electronic mail to the Department and contact the Department by telephone or in writing.

| SECTION II, CLIENT CARE SERVICES FOR THE MIDWIFE (include data for the report year only) |
Section Total(s)
number
2 A Total number of initial OB client visits. Include both clients accepted for care and
those clients initially seen but not accepted into your care: 55
B [Total number of maternity clients you accepted for care in the reporting period: 55
C [Total number of deliveries you performed during reporting period: 32
Total number of licensed midwife students assigned to you during the reporting 0
D |period:
E [How many delivered at: Home: 15 | Birthing Ctr: 1g |Hospital: 0 32
! ; Twins /
F |Number of unplanned: Breech: 0 Multiples 0 0
G Numberof planned VBAC:  #of primary VBAC: | ' | of Subsequent | o 1
H |Number of water births: 11
1 |Number of mothers requiring sutures: 4
3 A [Number of mothers transferred antepartum (for medical reasons): 0
B )Number of mothers transferred intrapartum: 5
c Pumber of mothers transferred postpartum: (medical reasons) 0
D lNumber of newborn transfers: 0
4 A lNumber of fetal deaths / stillborn: (midwife delivery only) 0
B INumber of fetal deaths / neonatal: (within seven days of birth) 0
Cc ]Number of maternal deaths: (please submit separate report) 0
DH-MQA 5011, 06/2017

Rule 64B24-7.014, F.A.C. 3
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FLORIDA DEPARTMENT OF HEALTH
Council of Licensed Midwifery

ANNUAL REPORT OF MIDWIFERY PRACTICE

Report data from July 1 through June 30 of each year. Reports are due no later than July 31.

[ SECTION I: PRACTICE INFORMATION

Midwife Name: Amanda S. Mann License #: MW349
Practice Name: Lakeland Midwifery Care, Inc.
Address: Lakeland, FL 33803

Lakeland, FL 33803

Phone Number: 863-632-2323 Email: @amanda.mannromey@gmail.com

| SECTION Il. CLIENT CARE SERVICES FOR THE MIDWIFE (include data for the report year only)

Section Total(s)
number
2 A Total number of initial OB clients seen by you (include those accepted into care and 41
nhot accepted into care):
B [Total number of maternity clients you accepted for care in the reporting period: 41
C [Total number of deliveries you performed during reporting period: 17
Total number of licensed midwife students assigned to you during the reporting 0
D [|period:
E How many delivered at: Home: 15 Birthing Ctr: |2 Hospital:
’ . Twins /
F  Number of unplanned:  Breech: |() Multiples 0
. ; ) # of subsequent
G Number of planned VBAC:  # of primary VBAC: |() VBAC: 0
H |Number of water births: 2
I Number of mothers requiring sutures: 2
3 A Number of mothers transferred antepartum (for medical reasons): 7
B Number of mothers transferred intrapartum: 1
c Number of mothers transferred postpartum: (medical reasons) O
D Number of newborn transfers: 0
4 A |[Number of fetal deaths / stillborn: (midwife delivery only) 0
B Number of fetal deaths / neonatal: (within 7 days of life) O
C Number of maternal deaths: (please submit separate report) 0

DH-MQA 5011, 08/2015
Rule 64B24-7.014, F.A.C.




| SECTION Ill. TRANSFER INFORMATION

(3-A) ANTEPARTUM TRANSFER (M edical Reasons): List each transfer separately. Do not list names. Attach separate

sheet as needed

Planned or : ;
Date Reason For Transfer U_T_gigpe?d Tiﬁ;;r Pr\?sl‘:{f/%ry\(li;\uéc?:n;;ec ;L}s(ng)vsn)

07/13/17 |Fetal cardiac arrythmia Planned |37+2 [NSVD
08/04/17 |Oligohydramnios/Chorioangioma Planned 33+2 [NSVD
09/28/17 |SAB N/A 9 SAB

10/02/17 |Positive antibody screen Planned 40 NSVD
02/27/18 |Pre-eclampsia Unplanned |39+3 |NSVD
04/23/18 |Preterm Labor Unplanned |34+3 [NSVD
02/01/18 [SAB N/A 11+6 |SAB

Total Number of Antepartum Transfers from 7
all sheet (3-A)

(3-B) INTRAPARTUM TRANSFERS: List each transfer separately. Do not list names. If needed, attach separate sheets as needed.

MOTHER INFANT
Delivery o BIRTH Admitted to NICU? Neonatal
DATE REASON FOR TRANSFER Method Complications? WEIGHT | If yes, reason and # of days Death?
1zions [Prolonged latent stage [NSVD |[No 7-5 |No No

Total Intrapartum Transfers from all sheets (3-B) 1

DH-MQA 5011, 08/2015
Rule 64B24-7.014, F.A.C. 2



(3-C) MATERNAL POSTPARTUM TRANSFERS: (List each transfer separately. Do not list names.)

Date

Reason For Transfer

# of Days in
Hospital

QOutcome/Condition on Discharge

N/A

Total Number of Postpartum Transfers from all

sheets (3-C)

(3-D) NEWBORN TRANSFERS: (List each transfer separately. Do not list names.)

Date

Reason For Transfer

Birth
Weight

APGARS

Admission to
NICU?
If yes, # of days

Qutcome

N/A

Total Newborn Transfers from all sheets(3-D)

| SECTION IV - DEATHS

(4-A) STILLBIRTH (midwife delivered only)

Death Was: Birth | Gestational
Date Cause of Death Before | During | During | weight Age
Labor Labor | Delivery
N/A

DH-MQA 5011, 08/2015

Rule 64B24-7.014, F.A.C.

Total Number of Fetal Death/Stillborn (4-A)




N/A

Amanda Mann

07/30/2018



FLORIDA DEPARTMENT OF HEALTH
Council of Licensed Midwifery

ANNUAL REPORT OF MIDWIFERY PRACTICE

Report data from July 1 through June 30 of each year. Reports are due no later than July 31.

[ SECTION I: PRACTICE INFORMATION e
'
Midwife Name: (01 (ynin Dugcte License #: MW 35O
Practice Name: Laoor of Love Bicthh Center
Address: 100 M\_{f He 2&0\(}-0 Rd 87 %, o5 EL 35549
Phone Number: { £13) 944 - "S5 Emait: COct . labacof love @ (J,'mo,i (- com
['SECTION Ii. CLIENT CARE SERVICES FOR THE MIDWIFE (include data for the report year only} 1
Section Total(s)
number
2 A Total number of initial OB clients seen by you (include those accepted into care and ,% &
not accepted into care): :
B [Total number of maternity clients you accepted for care in the reporting period: 3 S
C [Total number of deliveries you performed during reporting period: 35
Total number of licensed midwife students assigned to you during the reporting
period: ﬁ
How many delivered at: Home: li ) %Birthing ctr: | 34 |Hospital: /@ 35
: E | Twins / ¢
F  Number of unplanned:  Breech: I ¢ | Multiples ﬂ ﬁ
] ; . /| # of subsequent / )
G INumber of planned VBAC:  # of primary VBAC: Q VBAC: j@ ﬁ
H [Number of water births: 19
i  Number of mothers requiring sutures: | &
l 3 i Number of mothers transferred antepartum (for medical reasons): A
]
! B8 Number of mothers transferred intrapartum: ‘
c Number of mothers transferred postpartum: {medical reasons) /@
D [INumber of newborn transfers: ﬁ
i A Number of fetal deaths / stillborn: (midwife delivery only) Q’
B Number of fetal deaths / neonatal: {within 7 days of life} ﬁ
i C umber of maternal deaths: (please submit separate repcrth S ’\E ﬁ
Op
Uy
DH-MQA 5011, 08/2015 UL 23 d
H- 5 1
Rule 64B24-7.014, F A.C. <0 8
RE Cey,
D




[ SECTION lil. TRANSFER INFORMATION

(3-A) ANTEPARTUM TRANSFER (Medical Reasons): Listeachtra

nsfer separately. Do not list A h separate
sheet as ded
Planned or 3 ¢
GAat |Delivery Outcome, if Known
Date Reason For Transfer U?,';'a""ed Transfer | (NSVD, VAC, Forceps, C/S)
nsfer
T3ein|  RBeeeeh Plonned. 1386 | €[5

5/2/;g| Possiple  1CP

Plonncd 131.6] NSYD
Glnig P H

Clenned 231 | NSV D

Tota!l Number of Antepartum Transfers from/| -
ali sheet (3-A) 5

‘ (3-3) INTRAPARTUM TRANSFERS: List each transfer separately. Do not list names. If needed, attach separate sheets as needed.

MOTHER INFANT
Delivery e 2 BIRTH Admitted to NICU? Neonatal
DATE REASON FOR TRANSFER Method Complications? WEIGHT | If yes, reason and # of days | Death?
N/A |
7

Total intrapartum Transfers from all sheets (3-B) ,6

DH-MQA 5011, 08/2015
Rule 64B24-7.014, F.A.C.




(3-C) MATERNAL POSTPARTUM TRANSFERS: (List each transfer separately. Do not list names.)

Date Reason For Transfer ¥ ﬁcg;z:lm Outcome/Condition on Discharge

7

Total Number of Postpartum Transfers from all /@
sheets {3-C)

(3-D) NEWBORN TRANSFERSZ {List each transfer separately. De not list names.}

Birth Admission to
Date Reason For Transfer Weigh APGARS NICU? Outcome
eight If yes, # of days

N,/,A(

Y 4

Total Newborn Transfers from ali sheets{3-D) I : Z?

s

[ SECTION IV - DEATHS

(4-A) STILLBIRTH (midwife deiivered only)

Death Was: " c .
Date Cause of Death Before | During During WB:!g‘M Age i

N/ A&

| !  dl
Total Number of Fetal Death/Stiliborn (4-A) @

DH-MQA 5011, 08/2015
Rule 64824-7.014, F.AC.
















































FLORIDA DEPARTMENT OF HEALTH (DEPARTMENT)
Council of Licensed Midwifery
4052 Bald Cypress Way, Bin #C-06 St S b
e o Tallahassee, FL 32399-3256 YOLEOPATHIC 1inie
MQA.Midwifery@FLHealth.qov e

‘ ANNUAL REPORT OF MIDWIFERY PRACTICE Lty
Report data from July 1 through June 30 of each year. Reports are due no later than July 31. Er =1
|§ECTION I: PRACTICE INFORMATION |

Midwife Name: (\DVH’“ ’rﬁl\ffkfd " License #: MW’H’Z’B"‘
Practice Name: __ HEM T 2 HeArt ﬁ\(mmﬁ cuntexr
Address: _|110 LLX(INGTIN areen \ane

Wnford L 32

Phone Number:_ 23 510 0o Email:  toniliard3@gmail. Com

Email addresses are public records. If you do not want your email address released pursuant to a pub¥fic records request do not provide an email
address or send electronic mail to the Department and contact the Department by telephone or in writing.

[ SECTION I, CLIENT CARE SERVICES FOR THE MIDWIFE (include data for the report year only) il
i
Section Total(s)
number
P A Total number of initial OB client visits. Include both clients accepted for care and 30
those clients initially seen but not accepted into your care:
B [Total number of maternity clients you accepted for care in the reporting period: '-}O
C [Total number of deliveries you performed during reporting period:
Total number of licensed midwife students assigned to you during the reporting
D |period:
E |How many delivered ét: Home: 9) Birthing Ctr: 33 |Hospital: ®)
’ . Twins /
...... F  [Number of unplanned: Breech:| (O Multiples O
G [Number of planned VBAC: _#of primary VBAC: 16 ‘é:'c*f“bseq"""‘ 0O
H |Number of water births:
1 INumber of mothers requiring sutures:
3 lNumber of mothers transferred antepartum (for medical reasons):

iNumber of mothers transferred intrapartum:

Number of newborn transfers:

A
B
c lNumber of mothers transferred postpartum: (medical reasons)
D
A

4 Number of fetal deaths / stillborn: (midwife delivery only)

3 lNumber of fetal deaths / neonatal: (within seven days of birth)

oooo—_PNN,m‘o'Q&;‘ o

Cc lNumber of maternal deaths: (please submit separate report)

DH-MQA 5011, 06/2017
Rule 64B24-7.014, FA.C. 3




[ SECTION lll. TRANSFER INFORMATION

(3-A) ANTEPARTUM TRANSFER (Medical Reasons):

sheet as

List each transfer separately. Do not list names. Attach separate

o

Planned or 5
- GA at | Delivery Outcome, if Known
Dule Reason For Transfer ‘T‘r';‘;':;'e';“ Transfer | (NSVD, VAC, Forceps, C/S)
2)10 JrB - oW =
2/1% ShH = ISW o

Total Number of Antepartum Transfers from

all sheet (3-A)

(3-B) INTRAPARTUM TRANSFERS: List each transfer separately. Do not list names. If needed, attach separate sheets as needed.

MOTHER

INFANT
il I - e [ P
*2w| FTP SVD NO o.|| NO NO
¥20 Fr P cl¢ NO Wi NO
W23 FTP WD NO 2\bs ND NO
2/ | £TP/Mec. STle) NO NO NO
12]2g FTP WD NO 3.9 NO ND
2/lb| Elevated BP s NO NO N
35 FTP SYD|  NO NO ND

DH-MQA 5011, 06/2017
Rule 64B24-7.014, F.A.C.

Total Intrapartum Transfers from all sheets (3-B) q"














































FLORIDA DEPARTMENT OF HEALTH (DEPARTMENT)
Council of Licensed Midwifery
4052 Bald Cypress Way, Bin #C-06
Tallahassee, FL. 32399-3256

MQA Midwifery@FLHealth.qov
ANNUAL REPORT OF MIDWIFERY PRACTICE

Report data from July 1 through June 30 of each year. Reports are due no later than July 31.

|SECTION |: PRACTICE INFORMATION

Midwife Name:_Kitty Lakey, LM., CPM. License #:_MW 358
Practice Name: Sweet Child O' Mine
Address: 215 Litha Pinecrest Road
Brandon, Fl. 33511
Phone Number:_1-813-685-8404 Email: kittylakey.lm.com@amail.com

Email addresses are public records. If you do not want your email address released pursuant to a public records request do not provide an email
address or send electronic mail to the Department and contact the Department by telephone or in writing.

| SECTION Ii, CLIENT CARE SERVICES FOR THE MIDWIFE (include data for the report year only) ]
Section Total(s)
number
2 A Total number of initial OB client visits. Include both clients accepted for care and
those cllents initially seen but not accepted into your care: 13
B  [Total number of maternity clients you accepted for care In the reporting period: 13
C [Total number of deliveries you performed during reporting period: 14
Total number of licensed midwife students assigned to you during the reporting
D |period: 0
How many delivered at: Home: 1 Birthing Ctr: 13 Hospital: | g 14
. . Twins /
F  |Number of unplanned: Breech:| 0 Multiples 0 0
G |Number of planned VBAC:  #of primary VBAC: | 0 V#éxfcs‘ubsequent 1 1
H  Number of water births: 11
1 ,Number of mothers requiring sutures: 1
3 A Number of mothers transferred antepartum (for medical reasons): 1
B Number of mothers transferred intrapartum: 4
c Number of mothers transferred postpartum: (medical reasons)
D ,Number of newborn transfers:
4 A Number of fetal deaths / stiilborn: (midwife delivery only) 0
B INumber of fetal deaths / neonatal: (within seven days of birth) 0
C ’Number of maternal deaths: (please submit separate report) 0

DH-MQA 5011, 06/2017
Rule 64B24-7.014. FAC. 3



[ SECTION JIl. TRANSFER INFORMATION

(3-A) ANTEPARTUM TRANSFER (Medical Reasons): List each transfer separately. Do not list names. Attach separate

sheet as needed

Planned or | a2t | Delivery Outcome, if Known

Date Reason For Transfer Unplanned Transfer |(NSVD, VAC, Forceps, C/S)
Transfer
06/20/18{ Preterm premature rupture of membranes unplanned 30w 1d{ NSVD

Total Number of Antepartum Transfers from| 1
all sheet (3-A)

(3-B) INTRAPARTUM TRANSFERS: List each transfer separately. Do not list names, If needed, attach separate sheets as needed.

MOTHER INFANT
DATE REASON FOR TRANSFER ',Jaae':;"z'g Complications? wal;:g:!r Ify e:,dr':;g:: ;"’1 :l:::g;? days Ng::t:t‘?l
03/03/18 | Failure to progress C/s none 8lbs4 0z |no no
03/16/18 | Failure to progess C/s none 8lbs 100z | no no
05/29/18'} Failure to progess c/s none 10lbs 110z | yes, blood glucose monitoring no
06/06/18 pP;g;:;L;re rupture of membranes & failure to NSVD none Blbs 12 0z | pg no

Total intrapartum Transfers from all sheets (3-B)

DH-MQA 5011, 06/2017
Rule 64B24-7.014, F.A.C. 4



(3-C) MATERNAL POSTPARTUM TRANSFERS: {List each transfer separately. Do not list names.)

Date Reason For Transfer # ﬂgg:%:im Outcome/Condition on Dischaige

Total Number of Postpartum Transfers from all
sheets (3-C) 0

(3-D) NEWBORN TRANSFERS: (List each transfer separately. Do not iist names.)

Birth Admission fo
Date Reasan For Transfer 4 APGARS NIcu? Outcome
Weight if yes, # of days
/‘
/
=
Total Newborn Transfers from all sheets(3-D) i 0

| SECTION IV - DEATHS |

(4-A) STILLBIRTH (midwife delivered only)

Death Was: .
: Birth | Gestational
Date Cause of Death Before [ During | During | weignt |  Age

Labor | Labor | Delivery

Total Number of Fetal Death/Stillborn (4-A) 0

DH-MQA 5011, 06/2017
Rule 64B24-7.014 FAC.



live infant)

(4-B) FETAL DEATH/ NEONATAL DEATH (Deaths within seven days of birth following midwife delivery of a

Date Cause of Death

Site of Death

Birth Weight

Age at death

Total Number of Fetal/Neonatal Deaths (4-B)

(4-C) MATERNAL DEATH (PLEASE SUBMIT A SEPARATE REPORT FOR EACH INCIDENT)

ulumber of Reports Attached

Total Number of Maternal Deaths (4-C) 0

| have participated in giving information for the purpose of gathering statistics of

Licensed Midwives in the state of Florida. The information | have given is accurate

and true.

Printed Name:

Kitty Lakey, LM., CPM.

Signature:

Date Signed: ?/—1%"%8

Mail completed forms to:
Florida Department of Health
Councli of Licensed Midwifery
4052 Bald Cypress Way, Bin #C-06
Tallahassee, FL 32399-3256

or
Email to:
MQA. Midwifery@FLHealth.qov

DH-MQA 5011, 06/2017
Rule 64B24-7.014. FA.C.















FLORIDA DEPARTMENT OF HEALTH (DEPARTMENT)
Council of Licensed Midwifery USTE
4052 Bald Cypress Way, Bin #C-06
Tallahassee, FL 32399-3256

HEALTH ANNUAL REPORT OF MIDWIFERY PRACTICE

Report data from July 1 through June 30 of each year. Reports are due no later than July 31. R

MQA.Midwifery@FL Health.gov AUG 07 5.,

[SECTION I:

PRACTICE INFORMATION

Midwife Name: __ Z-(30 | RZ( d Q License #:__ M) (0

Practice Name:

Address:

¥

10 e k) Plau

Niamu A 33 iP5

Phone Numberl 280) 54 2970 emai: 202l Plich© yahoo . ¢J

Email addresses are public records. If you do not want your email address released pursuant to a public récords request do not provide an email
address or send electronic mail to the Department and contact the Department by telephone or in writing.

[ SECTION II. CLIENT CARE SERVICES FOR THE MIDWIFE (include data for the report year only)

|

Rule 64B24-7.014, FA.C. 3

Section Total(s)
number
2 i Total number of initial OB client visits. Include both clients accepted for care and
those clients initially seen but not accepted into your care: O
B [Total number of maternity clients you accepted for care in the reporting period: 0
C [Total number of deliveries you performed during reporting period: 0
Total number of licensed midwife students assigned to you during the reporting 0
period:
How many delivered at: Home: {) |Birthing Ctr: O |Hospital: 0 O
% ; Twins /
F  |Number of unplanned:  Breech: | () Multiples 0 D
G INumber of planned VBAC: 0 #of primaryvBac: | O v’;:'g“"“““e"‘ 0
H INumber of water births: 0
I ]Number of mothers requiring sutures: 0
3 A ]Number of mothers transferred antepartum (for medical reasons): 0
B Number of mothers transferred intrapartum: 0
c Number of mothers transferred postpartum: (medical reasons) O
D ]Number of newborn transfers: 0
4 A ‘Number of fetal deaths / stillborn: (midwife delivery only) O
B hlumber of fetal deaths / neonatal: (within seven days of birth) O
Cc lNumber of maternal deaths: (please submit separate report) O
DH-MQA 5011, 06/2017








































FLORIDA DEPARTMENT OF HEALTH
Council of Licensed Midwifery

ANNUAL REPORT OF MIDWIFERY PRACTICE

Report data from July 1 through June 30 of each year. Reposts are due no later than July 31.

| SECTION I: PRACTICE INFORMATION

Midwife Name:

Elena Rosa, LM, CPM, LMT License #: MW363

Practice Name: Beautifui Birthings
Address: 1206 Cheisea Place

Phone Number: 407-920-0405

Orlando, FL 32803

Emaii: rosa@midwiferyschool.org

| SECTION ii. CLIENT CARE SERVICES FOR THE MIDWIFE (inciude data for the report year only)

Section Total(s)
humber
Totai number of initial OB clients seen by you (include those accepted into care and
2 A . ) 0
not accepted into care):
B [Total number of maternity clients you accepted for care in the reporting period: 1
C [Total humber of deliveries you performed during reporting period: 2
Total humber of licensed midwife students assighed to you dunng the reporting
penod: 0
E [How many delivered at: Home: 2 Birthing Ctr: 0 Hospital: io 2
. . Twins /
F Number of unpianned: Breech: |0 Multiples 0 0
G }Number of planned VBAC: # of primary VBAC: (o vi;:i(':s?ubsequent 0 0
H lNumbel' of water births: 0
i Number of mothers requiring sutures: 1
3 A INumber of mothers transferred antepartum (for medicai reasons): 0
B Number of mothers transferred intrapartum: 0
c Number of mothers transferred postpartum: (medical reasons) 0
D |Number of newbomn transfers: 0
4 A [Number of fetal deaths / stiliborn: (midwife deiivery only) 0
B [Number of fetai deaths / neonatai: (within 7 days of iife) 0
C INumber of maternal deaths: (please submit separate report) 0

DH-MQA 5011, 08/2015
Rule 64B24-7.014, F.A.C. [




{ SECTION Ill. TRANSFER INFORMATION

{3-A) ANTEPARTUM TRANSFER (Medical Reasons): List each transfer separately. Do not list names. Attach separate

sheet as needed
Planned or ; if Known
GA at | Delivery Outcome, if
Date Reason For Transfer U;'g:'s‘f";d Transfer | (NSVD, VAC, Forceps, C/S)

Total Number of Antepartum Transfers from

all sheet {3-A)

(3-3) INTRAPARTUM TRANSFERS: List each transfer separately. Do not list names. If needed, attach separate sheets as needed.

MOTHER INFANT
Delivery { mnti e D BIRTH Admitted to NICU? Neonatal
DATE REASON FOR TRANSFER Method Complications? WEIGHT | if yes, n and # of days | Death?

DH-MQA 5011, 08/2015
Rule 64B24-7.014, F.A.C.

Total Intrapartum Transfers from all sheets (3-B)

2



(3-0) MATERNAL POSTPARTUM TRANSFERS: (List each transfer separately. Do not list names.)

# of Days in

Date Reason For Transfer Hospital

Outcome/Condition on Discharge

Total Number of Postpartum Transfers from all

sheets (3-C)
(3-D) NEWBORN TRANSFERS: {List each transfer separately. Do not list names.)
Birth Admission to
Date Reason For Transfer : APGARS NICU? Outcome
Weight If ves, # of days

Total Newborn Transfers from all sheets{3-D)

|_SECTION IV - DEATHS |

(4-A) STILLBIRTH (midwife delivered only)

Death Was: . . .
Date Cause of Death Before | Durng | During Birth | Gestational

fi Weight Age
Labor Labor | Delivery

Total Number of Fetal Death/Stillborm (4-A)

DH-MQA 5011, 08/2015
Rule 64B24-7.014, F.A.C. 3



{4-B) FETAL DEATH/ NEONATAL DEATH (Deaths within seven days of birth following midwife dellvery of
iive infant)

Date Cause of Death Site of Death | Birth Weight | Age at death

Total Number of Fetal/Neonatat Deaths (4-B)

(4-C) MATERNAL DEATH (PLEASE SUBMIT A SEPARATE REPORT FOR EACH INCIDENT)

[ Number of Reports Attached

Total Number of Maternal Deaths (4-C)

| have participated in giving information for the purpose of gathering statistics of
Licensed Midwives in the state of Florida. The information | have given is accurate
and true.

Elena Rosa, LM, CPM, LMT

Printed Name: pa

YS
Signature: %LC,O A W (M‘(C’M,,[ MT
Date Signed: /2328

Mail completed forms to:
Florida Department of Health
Council of Licensed Midwifery
4052 Baid Cypress Way, Bin #C-06
Tallahassee, FL 32399-3256

or

Email to:

MQA.Midwifery@FLHealth.gov

DH-MQA 5011, 0872017
Rule 64B24-7.014, FA.C. 1
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