
Mother's Name: __________________________________________________________

Child's Date of Birth: ______________________________________________________

Birth Location (City & State): _____________________________________

Birth worker's Name:  _____________________________________________________

Role of Evaluator:  [  ]  Child's Mother     [  ]  Midwife      [  ]  Doctor       [  ]  Nurse

Name of Evaluator: _______________________________________________________

I, _____________________________, hereby verify that the birth worker whom I am 
evaluating was present at my &/ this birth.

Evaluator's Signature: _________________________    Date: _____________________

Please return the completed record to the birth worker as it is part of their
prerequisite for our Birth Assistant certification course.

If you have further comments or questions feel free to contact us.

Black Sisters Birth Academy is operated by 
Black Sisters Midwifery Services, PLLC
Phone: 772-252-0786
Email: blacksistersmidwifery@gmail.com 
Website: www.blacksistersmidwifery.com 

"It always seems impossible until it's done."
Nelson Mandela

Out-of-Hospital Birth Observation Record
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