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Port Folio Forms

For BSM " Student Midwife"

Name:  ------------------------------------------------------------------
Islamic University – Gaza
Faculty of Nursing

Midwifery Dept. 

Portfolio for Midwifery

Introduction

Students are required to complete a portfolio of practice experience. The portfolio will provide a record of clinical experience, a summary of clinical and theoretical assessment and part of it will be utilized a discussion to enhance links between theory and practice. The portfolio will also to aid students personal and professional growth through identification of learning needs.

Aim: 

To enable the student to apply the appropriate knowledge into practice under supervision, in the care of mothers and their babies in the antenatal, intranatal and postnatal phases of child birth.

Objectives:

During this practice placement the student will be able to:
1. Demonstrate developing professionalism as a supervised participant in midwifery practice.
2. Under supervision collect, interpret and utilize information to identify mothers needs.

3. Through giving the proper antenatal care, defect any deviation from normal.

4. Under supervision identify goals of midwifery care and participate in the planning implementation and evaluation of care for each client.

5. Demonstrate appropriate and effective communication strategies with mothers, families and health care team.

6. Complete the required supervised practical skills as listed in the portfolio.

The student is required to:

1. Complete supervised practical skills for each practice areas as listed below.

2. For each observed skill, student midwife is required to complete a written record as outlined in the portfolio.

3. In order to develop skill, student midwife will finish observe the skill being carried out by an experienced midwife or clinical instructor then practice skill under the supervision of clinical instructor and then carry out and record under observation.

4. Report finding to the clinical instructor.

5. Reflect on ethical issues related to her observation and practice.

Essential requirement for the midwifery practice:
- Antenatal care (  15)
- Intranatal care (50)
- Postnatal care (30)
- High risk pregnancies (10)
- Gynecological form(5)

- Neonatal care (immediate &ICU 20)

- Family planning ( 5)
	Antenatal Care Form

	Student Name: 
	Date of Assessment: 

	Clinical Area: 
	Semester: 

	Mother Age: 
	Age at  marriage: 

	G: ……  P: ….. A ……  L….
	Educational level: 

	L.M.P:.
	E.D.D:
	Gestational age: 

	Mode of previous delivery: 

	Presence of chronic disease: 

	Family history of Diabetes or hypertension: 

	Hb.:           RH. 
	Proteinuria:
	Glucosuria: 

	Date of last tetanus toxoid:

	Weight: 
	height:                       BMI

	Wt. " gain – lost" How many: …………… Kg. "this visit "

	BSE 
	Bp 

	Other test done "specify it" : 

	F.B.S: 
	If repeated :

	Varicose vein:  yes:  FORMCHECKBOX 
       No:  FORMCHECKBOX 

	Site: 

	Edema:             yes:  FORMCHECKBOX 
       No:  FORMCHECKBOX 

	Site:

	* Abdominal examination: 



	* Midwifery care & interventions:



	* Comment: 



	Clinical Instructor: 
	Signature: 

	
	Date: 


	Family Planning Form

	Student Name: 
	Date of Assessment: 

	Clinical Area: 
	Semester: 

	Mother Age: 
	Age at marriage: 

	G: ……  P: ….. A ……  L….
	Educational level: 

	L.M.P:.
	Regularity of menses: 

	date of last delivery:                                    
	Duration of menses:

	Mode of previous delivery:  

	Presence of:      D.M:                               yes:  FORMCHECKBOX 
         No:   FORMCHECKBOX 


	                           Hypertension:                 yes:  FORMCHECKBOX 
         No:   FORMCHECKBOX 


	                           Venous thrombosis:        yes:  FORMCHECKBOX 
         No:   FORMCHECKBOX 


	                            Liver Diseases:               yes:  FORMCHECKBOX 
         No:   FORMCHECKBOX 


	                           Heart problem:                yes:  FORMCHECKBOX 
         No:   FORMCHECKBOX 


	
PID:                                yes:  FORMCHECKBOX 
         No:   FORMCHECKBOX 


	                             Others: …………………………….

	Hb:                 weight: 
	Blood pressure:                 BSE: 

	Speculum examination:

	Method of previous contraceptive:                               duration: 

	Date of discontinue:                             reason:  

	Contraceptive method that had been chosen: 

	* Midwifery care & interventions:

1. Counseling 

2. Method chosen

3. Follow up

4. Nutrition: 



	* Comment: 



	Clinical Instructor: 
	Signature: 

	
	Date: 


	Intra-natal Midwifery care form

	Student Name: 
	Date :

	Area of practice: 
	Time on admission:  

	Mother Age: 
	Age at  marriage: 

	G: ……  P: ….. A ……  L….
	Educational level: 

	L.M.P:                                          E.D.D:                             G. A: 

	Mode of previous delivery:  

	Temp. :                 Pulse:                   Bp:           Hb:                 RH:        

	Proteinuria :                                  varicose vein:            

	Edema:                                        other investigation :   

	History of medical problems:          yes:    FORMCHECKBOX 
           No:  FORMCHECKBOX 

Specify :

	Abdominal Examination

Vaginal examination                               time: 

Dilation 

Station

Effacement 

presentation

R.O.M


	Type of I.V fluid:  
	Amount: 

	Oxytocin:  ......drops/M.                     other medication specify:               

	* uterine contraction:                                         frequency: ………

                                                                            Duration: ………..

                                                                            Intensity: ………..



	* CTG :DRCBRVADO                                                    


	* Bladder Care:  

Lidocaine infiltration:             yes:  FORMCHECKBOX 
    No:  FORMCHECKBOX 
 

Episiotomy done:                    yes:  FORMCHECKBOX 
    No:  FORMCHECKBOX 


	Date of delivery:                                      Time:   

	Mode of delivery: 


	Outcome of pregnancy:       ♂  FORMCHECKBOX 
         ♀  FORMCHECKBOX 
             Live:  FORMCHECKBOX 
       dead:  FORMCHECKBOX 


	   Wt.  ………..                       vit  K given:    yes:  FORMCHECKBOX 
    No:  FORMCHECKBOX 


	       A/S :                                      Congenital anomalies:  yes:  FORMCHECKBOX 
     No:   FORMCHECKBOX 
    
       Length:                                  head circumference:
      Condition of newborn:

	Delivery of placenta:


	*immediate Post delivery care:
Temp: …………     Pulse: …………   Bp.: ………….   Drug given: ………

Uterine condition: ……………….       Bladder care: ……………………….

Initiation of breast feeding:………………………………….
…………………………………………………………
Active management 3rd stage :(EBL)


	* If any complication arise: 



	* Midwifery care & Intervention: 



	Emergency C.S & midwifery role:


	* Comment: 



	Clinical Instructor: 
	Signature: 

	
	Date: 


N.B:attachment of partogram sheet 

	Care of Mother " High Risk" 

	Student Name: 
	Date of Assessment: 

	Clinical Area: 
	Semester: 

	Mother Age: 
	Age at marriage: 

	G: ……  P: ….. A ……  L….
	Educational level: 

	L.M.P:.             EDD:                        G.A: 

	date of last delivery:                                    Mode of previous delivery:  

	V/S:  Temp:        P:           Bp:         respiration:                

	Type of Risk:      PIH: ………………….

	                             GDM: …………………                 

	                             Cardiac: ………………

	                             Renal: ………………..

	                             APHge : ………………..

	                             Others: specify: …………………………….

	Signs & symptoms of risk:


	Hb level:         RH:              specific investigation:

	Medication : ( during hospitalization )

	Blood transfusion:   Yes:  FORMCHECKBOX 
    No:   FORMCHECKBOX 
 

	Specific procedure done:
Consequences of risk: 

	Abdominal examination & midwifery care :

	* Comment: 



	Clinical Instructor: 
	Signature: 

	
	Date: 


	Post Natal Care Form 

	Student Name: 
	Semester: 

	Clinical Area: 
	Date of Admission:  

	Date of assessment:
	Date of Delivery:  

	G: ……  P: ….. A ……  L….
	Mode of Delivery:

	L.M.P:.   FORMDROPDOWN 
           EDD:  FORMDROPDOWN 
        G.A:  FORMDROPDOWN 


	Midwifery Assessment: 

	V/S:  Temp:  FORMDROPDOWN 
  Pulse:  FORMDROPDOWN 
  Resp.:  FORMDROPDOWN 
  Bp.:  FORMDROPDOWN 

Time:                                     if repeated. Mention: …………..
Bonding :    

	Urination:  Yes:  FORMCHECKBOX 
          No:  FORMCHECKBOX 
 
 if catheter present: color & amount----------------------------------------
Bowel elimination: ……………………………………………

	Fundus:  Contracted uterus:      Yes:  FORMCHECKBOX 
   No:  FORMCHECKBOX 

Level: …………………………

	Perineum :   Episiotomy: …………………

Abdominal incision: ………………………………..

	Lochia :

Vaginal Bleeding: Yes:   FORMCHECKBOX 
         No:  FORMCHECKBOX 


	Hemoglobin level:      before delivery:  FORMDROPDOWN 
 After delivery:   FORMDROPDOWN 

  RH:                            Anti-D                           
other test: ………………………

	After pain: Yes:  FORMCHECKBOX 
    No:  FORMCHECKBOX 

                 Use of analgesic : ……………………………

	Diet therapy: 

Ambulation : Yes:  FORMCHECKBOX 
     No:  FORMCHECKBOX 

Edema:           Yes:  FORMCHECKBOX 
     No:  FORMCHECKBOX 
        site: ………………………….

Varicose vein: Yes:  FORMCHECKBOX 
     No:  FORMCHECKBOX 
        site: …………………………

	Baby care and Breast feeding: 



	* Midwifery care and discharge planning : 



	* Comment: 



	Clinical Instructor: 
	Signature: 

	
	Date: 


	Immediate Newborn care Form 

	Student Name: 
	Clinical Area:

	Date: 
	Semester:

	Mother Age: 
	Mother RH: 

	G: ……  P: ….. A ……  L….
	Educational level: 

	 G.A:                                                              Sex :                            

	Mode of delivery:  

	* Problems associated with pregnancy: 

                                                           PIH : ……

                                                           GDM: ……

                                                            P.R.O.M: ……

                                                            A.P.Hge

                                                            Others: …… specify: …..

	Reason for admission:

	A/S:      Weight: …………gms.        Height: ………cm    Head circumference: ……. Cm
 Vit K:

	Temp.: …………   skin color: …….    Fontanels : 

	  lip & palate intact :    yes:  FORMCHECKBOX 
    No:  FORMCHECKBOX 


	Face:   symmetry: ………    bruising: …………….. eyes: ………… ears: ……… 

	Back intact:  yes:  FORMCHECKBOX 
   No:  FORMCHECKBOX 


	Umbilical stump:                           abdomen:

	Erb's shoulder dislocation:  yes:  FORMCHECKBOX 
   No:  FORMCHECKBOX 


	Hip dislocation :   yes:  FORMCHECKBOX 
   No:  FORMCHECKBOX 


	Upper & lower limb: 

	Passing meconium:    yes:  FORMCHECKBOX 
  No:  FORMCHECKBOX 

Bladder condition:

	Type of feeding :


	External genitalia:

	Any abnormalities:

	Suction: :         yes:  FORMCHECKBOX 
  No:  FORMCHECKBOX 


	*drug given:

	Breast feeding initiated :         yes:  FORMCHECKBOX 
  No:  FORMCHECKBOX 


	* oxygen: :         yes:  FORMCHECKBOX 
  No:  FORMCHECKBOX 



	New born      beside mother: 

                       Referred to Nursery: 

	* Midwifery care 



	* Comment: 



	Clinical Instructor: 
	Signature: 

	
	Date: 


1.

	Neonatal ICU  

	Student Name: 
	Date: 

	Clinical Area: 
	Date of Admission 

	Gestational age:  
	Sex: 

	Mother RH.:   
	Baby RH.: 

	Mode of delivery:     FORMDROPDOWN 
                 weight:

	A/S: …..                    Hb. Level:  FORMDROPDOWN 
    Blood sugar:…….

	Maternal Medical Problem ;  

	Reason for admission: 

	Medical Diagnosis: 

	Wt.  FORMDROPDOWN 
 gm.        Height:  FORMDROPDOWN 
cm.          head circumference:  FORMDROPDOWN 
  

	1. Respiratory &vascular health  pattern:  

Breathing: ……………………….

Pulse Oxymetr : ……………………,   ABG: …………………………

Apical Pulse: …………………..,    any connected tube: ……………….

	Date of surgery:                             type of anesthesia: 

	2. Feeding elimination pattern: 
Type of feeding and amount: 

Urine and bowel elimination " Describe" : 



	3. Skin Care: 

Color of Skin: …………………..  umbilicus:

Intact: …………………………..bathing:

	Photo therapy & it's care: 



	Any connected tube or procedure done: 




	

	4. Neuro muscular health pattern: 

Fontanels:…………………….

Reflex" Moro , Sucking .&starting: ………………. 

Conscious level: …………………………………..

Any congenital anomalies: …………………………



	Prescribed Medication: 



	Midwifery Care: 



	* Comment: 



	Clinical Instructor: 
	Signature: 

	
	Date: 


	Care of Woman with gynecological surgeries  

	Student Name: 
	Date of Assessment: 

	Clinical Area: 
	Semester: 

	Age of woman: 
	Chief complain: 

	Medical diagnosis:  
	Educational level: 

	   Hb. Level:  FORMDROPDOWN 
                                     RH:   FORMDROPDOWN 
 

	  L.M.P:                                                            Duration of menses:    FORMDROPDOWN 
                         

	Marital Status:  Married:  FORMCHECKBOX 
  Single:  FORMCHECKBOX 
   Divorce:  FORMCHECKBOX 
  Widow:  FORMCHECKBOX 
     

	Previous History of Gynecological problems: 

	Menstrual History: 

	Age at menarche:  FORMDROPDOWN 

	Age of menopause:  FORMDROPDOWN 


	Menorrhagia:  FORMDROPDOWN 

	Metorrhagia:  FORMDROPDOWN 


	Dysmenorrhea:  FORMDROPDOWN 

	Dyspaurina:  FORMDROPDOWN 


	*mode of previous delivery:               type of surgery : 

	Date of surgery:                             type of anesthesia: 

	Presence of chronic medical problem:  Yes:  FORMCHECKBOX 
   No:  FORMCHECKBOX 
  Specify: ……………...
Allergy: Yes:  FORMCHECKBOX 
  No:  FORMCHECKBOX 
       -Blood transfusion:

	Lab Result: 


	Pre operative care or "post operative "


	Midwifery Care and Health Education: 


	* Comment: 



	Clinical Instructor: 
	Signature: 

	
	Date: 
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