
Brazos Valley Community Action Agency, Inc 

Health Services 

 

Policies and Procedures 

 

Policy Subject / Title: Obstetric Services 

Applicability:  All BVCAA Community Health Centers providing obstetric services 

Purpose: To be able to provide consistent, high quality obstetric care to clients seeking 

care from BVCAA Community Health Centers. 

 

I. Registration and Eligibility 

Client will register with BVCAA Registration / Eligibility personnel to determine appropriate 

funding source(s) for the client. 

PROCEDURE: See Admin Policy and Procedure Manual for Registration and Eligibility, 

including documentation requirements for individual funding sources. 

 

II. Consents and Contracts for Care 

A. The general consent for treatment, including the counseling and consent for HIV and 

other standard prenatal and postpartum testing, shall be obtained before or at the 

initial visit. 

B. Due to the vital nature of timely and appropriate delivery of obstetric care serves 

toward a positive pregnancy outcome, a Prenatal Client Contract was developed to 

ensure the obstetric client is duly informed of the expectations both she and the 

Center’s staff may have of one another as partners toward that positive pregnancy 

outcome.  This contract shall be discussed and signed at the initial prenatal visit. 

C. Quadruple testing for antenatal screening (Quad-Screen) shall be offered to all obstetric 

clients between 15-20 weeks following thorough counseling regarding the risks and 

benefits of such testing.  Should a client decline to have the Quad-Screen performed, a 

Patient Declination Form for Quad-Screen shall be signed. 

D. A client that desire permanent sterilization following her current pregnancy via 

postpartum bilateral tubal ligation (BTL) shall receive thorough counseling regarding the 

risks and benefits of the BTL procedure, and the Sterilization Consent shall be signed no 

sooner than 90 days and no later than 30 days prior to the client’s anticipated date of 

delivery. 

PROCEDURE: See Appendix 1 of this policy for sample documentation of the BVCAA 

General Consent (1-A), Prenatal Client Contract (1-B), Patient 

Declination Form for Quad-Screen (1-C) and Sterilization Consent (1-D).  

All signed documents pertinent to the care of the client shall be made 

part of the client’s electronic record. 

  



III. Documentation of Care 

Documentation of care provided to an obstetric client must be maintained within the 

electronic health record (EHR) system, specifically the “OB Flow Sheet” portion which shall 

be routinely updated to ensure compliance with all regulatory agencies governing the 

funding sources applicable to BVCAA clients. 

PROCEDURE: See Appendix 2 to this policy for screen shots and detailed 

documentation specifications for obstetric clients. 

 

IV. Standards of Care 

The BVCAA Medical Staff has adopted standards of care guidelines for a variety of common 

chronic diseases and conditions notable to the scope of care provided throughout the CHCs.  

These standards are maintained at www.bvcaa.org/guidelines.html.  The guidelines are 

routinely monitored and updated as needed to reflect the latest acceptable standards. 

PROCEDURE: Pertinent to this policy is the “Routine Prenatal Care” guideline.  See 

Appendix 3 to this policy for pages 1-2 of this guideline which 

summarizes care expectations (Screening Maneuvers, Counseling 

Education Intervention and Immunization & Chemoprophylaxis) by 

weeks of gestation. 

 

V. Missed Appointments 

BVCAA staff will make an attempt to contact those patients who fail to keep their 

appointments and document interaction with patient in the EHR system. 

PROCEDURE: See Admin Manual for “Missed Appointment Policy and Procedure”.  

 

VI. New OB Packet 

Each new obstetric client shall be given a “New OB Packet” at their initial OB visit which 

contains important pregnancy and child health-related documents, some mandated by the 

state law that patients receive.  The New OB Packet Contents (see Appendix 4) lists required 

documentation that must be included in each packet.  Other helpful items from local, state 

and medical resources may be included in the packet, when available. 

PROCEDURE: 1.  Each clinic site shall designate one or more staff members to 

assemble New OB Packets which must contain all items listed on the 

New OB Packet Contents list. 

 2.  If a required item is not available as packets are being assembled, the 

clinic/practice manager should be notified immediately. 

 3.  Providers should also be made aware if a New OB Packet is missing 

required documentation, and a note of missing item(s) should be 

made on the Plan Tab of the client’s OB Flow Sheet.  Missing 

required documentation shall  be offered at the clients next prenatal 

visit, and a note made in the client’s OB Flow Sheet as to the date the 

missing required document was given. 

http://www.bvcaa.org/guidelines.html
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APPENDIX 2 

 Pregnancy List:

  



EDD Tab: 

 

 

 

 

  

1. When adding date for LMP or other items under the EDD tab, you MUST use the 

drop down error for the system to use the date properly.  Typing the date 

directly will cause significant errors than may not be correctable. 

2. Initial EDD: 

a. Click the “SEL” button to the immediate right of the dating criteria you 

wish to use (LMP, Initial Exam, or Ultrasound) 

b. This will place a due date below “Initial EDD” and populate the blue box at 

the top of the flow sheet 

c. Place your initials under Initial EDD and then click SAVE 

d. Once you confirm the Initial EDD is also the Final EDD, click the “Make Final 

EDD” button immediately right of Initial EDD, add you initials under Final 

EDD and then click SAVE 

3. EDD Update: 

a. If change in dating is necessary after the initial visit, use the EDD Update 

section. 

b. Click the “SEL” button to the immediate right of the updated dating criteria 

you wish to use. 

c. This will place a due date below the Final EDD 

d. Place your initials under Final EDD and then click SAVE 

4. Do NOT lock the EDD tab 



 Form A: 

 



History, Gathered at Initial Visit: 

  HPI:    

     Initial Prenatal Visit 

         105 year old female presents with c/o initial pregnancy visit with our clinic at  weeks gestation Unreviewed 

         Gravida  __________.  Para  __________.   

     PMH affecting pregnancy 

         c/o Pertinent PMH 

     Genetic Screening 

         Previous child with genetic condition  __________.  Family member with genetic condition  __________.   

     Adult Immunization Screening 

         c/o Influenza Vaccine c/o Tetanus c/o Hepatitis B c/o Immunizations patient wishes to receive today:  UNREVIEWED 

     TB Questionnaire 

         c/o TB Exposure c/o Place of Birth c/o Travel c/o High-risk Exposure c/o Previous TB Test 

         TB TEST REQUIRED BASED ON SCREENING  UNREVIEWED.   

  Current Medication: 

  Medical History: 

  Allergies/Intolerance: 

  Gyn History: 

  OB History: 

    See OB Flow Sheet, for details  

  Surgical History: 

  Hospitalization: 

  Family History: 

  Social History: 

  ROS:  

     unremarkable upon review of major systems, see HPI above 

 

Objective: 

  Vitals: 

  Past Results: 

  Examination:    

     GYN 

Utilize the “BVCAA – Initial OB Visit” template and complete ALL 

sections. 

- There are numerous questions in the Pertinent PMH section, 

so be sure to answer all of them. 

- Genetic screening lists pertinent positives, if none present 

then select “None” 

- Assessment and Billing section are pre-populated.  Be sure to 

remove the ones that do not apply. 

- Standard OB labs are pre-ordered.  Labs may be added or 

removed, as appropriate. 

- Do not lock this note until the labs results have been 

received.  This will allow the results to appear on this H&P 

which will be important for patient’s L&D records. 



        GENERAL: UNREVIEWED.  HEENT: UNREVIEWED.  NECK: UNREVIEWED.  HEART: UNREVIEWED.  LUNGS: UNREVIEWED.  

BREASTS: UNREVIEWED.  ABDOMEN: UNREVIEWED.  EXTERNAL GENITALIA: UNREVIEWED.  VAGINA: UNREVIEWED.  

CERVIX: UNREVIEWED.  UTERUS: UNREVIEWED.  ADNEXA: UNREVIEWED.  ANUS/PERINEUM: UNREVIEWED.  EXTREMITIES: UNREVIEWED.  

SKIN: UNREVIEWED.  DEEP TENDON REFLEXES UNREVIEWED.   

          

  Physical Examination:  

 

Assessment: 

  Assessment:  

    Supervision of normal first pregnancy - V22.0 (Primary)  

    Supervision of other normal pregnancy - V22.1  

Plan: 

  Treatment: 

  Procedures: 

  Immunizations: 

  Diagnostic Imaging: 

  Lab Reports: 

         Lab:***Pap Lb, Ct-Ng, rfx HPV ASCU*** 

         Lab:***Urine Culture, Routine*** 

         Lab:***HIV w/ WBlot Confirmation*** 

         Lab:Prenatal Profile I 

         Lab:Drug Profile, Ur, 9 Drugs 

         Lab:IH - Urinalysis 

  Preventive Medicine: 

  Next Appointment: 

 

Billing Information: 

  Visit Code: 

    99203 Office Visit, New Pt., Level 3.  

    99214 Office Visit, Est Pt., Level 4.  

  Procedure Codes: 



Flow Sheet: 

 

1. At each prenatal visit, including initial, Click “Add New Visit” button and 

document the information requested there. 

2. Be sure to place your initials in the appropriate box and click Save Visit. 



Risks: 

  

1. The Risk Tab includes an important risk assessment that should be 

completed at this initial prenatal visit and routinely reviewed to ensure 

proper documentation of potential or present risks. 

2. When “Yes” is chosen from the drop down menu, that associated Risk 

automatically populates the blue box at the top of the flow sheet. 



 Problem List: 

 

  

Problem list is used to track pertinent problems that may 

affect the pregnancy.  Whatever gets added to this tab will 

show in the blue shaded section that is always visible no 

matter which tab you are on. 



  Plan: 

 

 

1. Education and care reminders, separated by trimester, are 

located under the Plans Tab. 

2. These items are not optional.  Based on state law and/or 

funding regulations, each item MUST be addressed. 

3. Documentation is accomplished by using the drop down 

arrow to reveal a calendar.  Choose the date the item was 

addressed. 



 

  



 

Care Items: 

          

     

Care Items allow you to look at a one glance to see what items the patient may be 

due to have done: 

1. All patients should begin with the Default Care Item Template.  Templates 

also exist for Gestational Diabetes and Rh Negative patients. 

2. Once the patient has been determined to fit either the Gestational DM or 

Rh Negative template: 

a. Click the drop-down arrow to the immediate right of “Default 

Template” box. 

b. Choose the appropriate template 

c. Click “Apply Template” button 

3. If item is ordered from the Care Item Screen, the color of the bar will 

change: 

a. Red is “Due / Past Due” 

b. White is “Not Due” 

c. Green is “Done” 

If the items are not ordered from the Care Items section, then the item will remain 

on the page. 



Labs/Imaging: 

 

1. Labs and diagnostic imaging can be ordered from Labs/Imaging Tab OR via 

Treatment button OR switching to Progress Note format via the PN / FS 

button and ordering via the Treatment section there OR using the 

Treatment section under the Rx tab. 

2. All labs and diagnostic imaging orders and attached reports will reside in 

the Labs/Imaging Tab. 



Rx: 

 

Rx Tab can be where Current Medications are logged, Allergies are 

notated and new medications may be prescribed via the Treatment 

section (Remember, other “Treatment” sections exist for ordering  

Rx, Labs, DI, etc. throughout the system.) 

However, the Progress Note (PN) is the best place to document these 

items during the Initial Prenatal Visit. 



Graphs:   (self explanatory) 

 



Notes:  (place to add additional information about any visit – more space) 

 



Post Partum: 

 HPI:    

     Postpartum 

         Delivery:  Date .  Delivery by:  UNREVIEWED.  Maternal complications:  UNREVIEWED.  Newborn complications:  UNREVIEWED.  Mother and 

Infant Bonding:  UNREVIEWED.  Postpartum course:  UNREVIEWED.  Infant feeding:  UNREVIEWED.  Contraception plan:  UNREVIEWED.   

     Depression Screening 

         c/o PHQ-2 

  ROS:  
     unremarkable upon review of major systems, see HPI above 
 

Objective: 

Examination:    

     GYN 

        HEART: UNREVIEWED.  LUNGS: UNREVIEWED.  BREASTS: UNREVIEWED.  ABDOMEN: UNREVIEWED.  EXTERNAL 

GENITALIA: UNREVIEWED.  VAGINA: UNREVIEWED.  CERVIX: UNREVIEWED.  UTERUS: UNREVIEWED.  ADNEXA: UNREVIEWED.  

ANUS/PERINEUM: UNREVIEWED.  EXTREMITIES: UNREVIEWED.   
          
    
Assessment: 
  Assessment:  
    Routine postpartum follow-up - V24.2 (Primary)  
 

Plan: 

 Preventive Medicine: 

  

Postpartum: Normal physiologic body changes following delivery . Signs and symptoms of common complications discussed . Care of the breast discussed . Care of the 

perineum and/or abdominal incison discussed . Advancement of physical activity and exercise discussed . Resumption of sexual activity discussed . Family planning 

discussed . Postpartum depression discussed .  
  Next Appointment: 

 

 

Billing Information: 
  Visit Code: 
    99213 Office Visit, Est Pt., Level 3.  
 

 

 



Discharge: 

 

The starred areas on this page must be completed before closing the pregnancy.  In particular, 

birth weight MUST be documented in grams.  If it is not, it will negatively affect required 

reports to the federal government that we are required to make each year.  It can be completed 

by nursing or provider when then delivery note is scanned into the patient’s chart. 

The remaining information is best captured on the postpartum visit template.  



APPENDIX 3 

 



 

  



APPENDIX 4 

 

OB Packet To Contain: 

 

1) OB prenatal guide information 

2) A parent’s guide to raising healthy,happy children/calendar (Mandatory) 

3) Umbilical cord blood donation-DSHS stock #6-73 (Mandatory) 

4) Information for parents of Newborns-DSHS stock# 1-316 (Mandatory) 

5) Folic Acid –CDC stock# 099-5141,099-6767 (Mandatory) 

6) Pertussis Information (Mandatory) 

7) Shaken Baby Syndrome Information (Mandatory) 

8) Mama’s Club information/ parenting classes( provided by Aggieland Pregnancy Outreach)  

9) Tobacco/substance abuse information 

10) Breastfeeding information 

11) Immunization information for adult/newborns 

12) Babytalk magazine w/samples (ordering information go to www.babytalk.com) 

13) STD facts-DSHS stock# 6-40 

14) Safe medication List 

15) HPV/Gardasil  handout 

16) A more comfortable pregnancy DSHS stock#13-172 

17) Prevent Anemia-DSHS stock#13-67 

18) Parent’s guide to childhood immunizations-CDC 

19) Clinic Provider  flyer 

20) WHP pamplet 

 


