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Complete this during your labor and delivery experience and turn it in with your paperwork. Ask your
instructor or TPC nurse to check over your findings

Situation:

Date/TimeﬂJ_l]_Dﬂ_[)_D_ Age: 123

Cervix: Dilation: 3‘5 Effacement: [QQ [ Station: -1 Plu,llq
Membranes: Intact: _y/ AROM: SROM: Color: — U\HUIHB TMO'“_H Qd amn.
Medications (type, dose, route, time): WaL meG. S$am Ui-

Epidural (time placed): __ N |

Background:
Maternal HX: NON e

Gest. Wks: 40 \N Gravida: _| Para: _{) Living:_[) /Spontaneous

GBS status: + /O

Assessment (Interpret the FHR strip-pick any moment in time):

Maternal VS: T: _4%.9 P: 84 R:_ 2D BP:_{0§[11
Contractions: Frequency: | gmj Qpﬂ ¥ Imin

- 1) {+ Duration:
Fetal Heart Rate: Baseline: 1495

Variable Decels: () Early Decels: (P Accelerations: (__ Late Decels: O
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Recommendation/Nursing Plan:
Describe the labor process and nursing care given as well as any complications you
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Describe any Intrauterine Fetal Resuscitation measures utilized and the reason:

Delivery:
Method of Delivery: NB Operative Assist: N Q: Infant Apgar: NP/ NRaBL: N A’
Infant weight: N &




