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64B24-7.001 Definitions.

As used in this rule chapter, the term:

(1) “Consultation” means communication between a licensed midwife and a health care provider for the purpose of assessing a potential or actual problem relevant to the patient.

(2) “Referral” means a request made by a licensed midwife to a physician, or ARNP for an assessment of a patient to determine management for or a resolution to a problem relating to the health of the patient.

(3) “Transfer” means a formal dissolution of care to the patient by a licensed midwife which results in such care being assumed by another health care provider.

Rulemaking Authority 467.005 FS. Law Implemented 467.005 FS. History–New 7-14-94, Formerly 61E8-7.001, 59DD-7.001, Amended 9-11-02.

64B24-7.003 Acceptance of Patients.

Rulemaking Authority 456.004(5), 467.005 FS. Law Implemented 467.015 FS. History–New 7-14-94, Formerly 61E8-7.003, 59DD-7.003, Repealed 2-6-08.
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 risk. 
	1

	d. Pulmonary embolus. 
	3

	e. Congenital heart defects. 
	3

	(i) Congenital heart defects assessed by a cardiologist which places the mother or fetus at no risk. 
	1

	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 required use of drugs related to its management, but not currently on medication. 
	1

	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.
	3

	f. Severe undiagnosed headache. 
	3

	4. Endocrine System.
	

	a. Diabetes mellitus. 
	3

	b. History of gestational diabetes. 
	1

	c. Current thyroid disease.
	

	(I) Euthyroid.
	1

	(II) Non-Euthyroid.
	3

	5. Respiratory System.
	

	a. Chronic bronchitis. 
	1

	(I) Current or chronic or with medication. 
	3

	(II) Without medication or current problems. 
	1

	b. Smoking.
	

	(I) 10 or less cigarettes per day. 
	1

	(II) More than 10 cigarettes per day. 
	3

	6. Other Systems.
	

	a. Bleeding disorder or hemolytic disease. 
	3

	b. Cancer of the breast in the past five years. 
	3

	7. Documented Problems in Obstetrical History
	

	a. Expected Date of Delivery (EDD) less than 12 months from date of previous delivery. 
	1

	b. Previous Rh sensitization. 
	3

	c. 5 or more term pregnancies. 
	3

	d. Previous abortions.
	

	(I) 3 or more consecutive spontaneous abortions. 
	3

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

	(III) 1 septic abortion. 
	3

	e. Uterus.
	

	(I) Incompetent cervix, with related medical treatment. 
	3

	(II) Prior uterine surgery. 
	3

	(III) Prior uterine surgery followed by an uncomplicated vaginal birth.
	2

	f. Previous placenta abruptio.
	3

	g. Previous placenta previa. 
	1

	h. Severe pregnancy induced hypertension during last pregnancy. 
	2

	i. Postpartum hemorrhage apparently unrelated to management. 
	3

	8. Physical Findings of Previous Births
	

	a. Stillbirth occurring at more than 20 weeks gestation or neonatal loss (other than cord accident). 
	3

	b. Birthweight.
	

	(I) 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. 
	3

	(II) 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

	(III) More than 4000 grams. 
	1

	c. Major congenital malformations, genetic, or metabolic disorder. 
	3

	9. Maternal Physical Findings.
	

	a. Gestation.
	

	(I) 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.
	3

	(II) 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.
	3

	b. Prepregnant weight is not within the range of the following weights by height: 
	2

	Height in Inches Without Shoes
	Prepregnant Minimum Weight in Pounds
	Prepregnant Maximum Weight 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, abdominal or adnexal masses. 
	3

	d. Polyhydramnios or oligohydramnios.
	

	(I) Prior pregnancy. 
	2

	(II) Current pregnancy. 
	3

	e. Cardiac diastolic murmur, systolic murmur grade III or above, or cardiac enlargement. 
	3

	10. Current Laboratory Findings.
	

	a. Hematocrit/Hemoglobin.
	

	(I) Less than 31% or 10.3 gm/100 ml. 
	1

	(II) Less than 28% or 9.3 gm/100 ml. 
	3

	b. Sickle cell anemia. 
	3

	c. Pap smear suggestive of dysplasia. 
	3

	d. Evidence of active tuberculosis. 
	3

	e. Positive serologic test for syphilis confirmed active.
	3

	f. HIV positive. 
	3


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.
64B24-7.005 Informed Consent.

(1) A licensed midwife shall obtain a patient’s consent for the provision of midwifery services. Such consent shall be recorded on the Informed Consent for Licensed Midwifery Services, Form DH-MQA 1047, revised 3/01, which is hereby adopted and incorporated by reference, and can be obtained from the Council of Licensed Midwifery, 4052 Bald Cypress Way, BIN #C06, Tallahassee, Florida 32399-3256.

(2) To complete the consent form, the licensed midwife shall inform the patient of:

(a) The licensee’s qualifications to perform the services rendered.

(b) The nature and risks of the procedures to be used.

(c) The advantages of the procedures to be used.

(d) Professional liability insurance status.

(3) A signed copy of the consent form shall be placed in the patient’s record.

Rulemaking Authority 467.005 FS. Law Implemented 467.014, 467.015(1)(a), 467.016 FS. History–New 7-14-94, Formerly 61E8-7.005, 59DD-7.005, Amended 5-31-01, 9-11-02.

64B24-7.006 Preparation for Home Delivery.

(1) For home births, the licensed midwife shall:

(a) Encourage each patient to have medical care available by a health care practitioner experienced in obstetrics throughout the prenatal, intrapartal and postpartal periods; and,
(b) Make a home visit by 36 weeks of pregnancy. The licensed midwife shall ensure that the setting in which the infant is to be delivered is safe, clean and conducive to the establishment and maintenance of health.

(2) The midwife shall prepare or cause to be prepared the following facilities to be used for delivery:

(a) The area used for labor shall be cleaned, well lighted, well ventilated and close to the toilet.

(b) The delivery area should be large enough to allow ample work space and provide privacy.

(c) The delivery area must be organized, well lighted, clean, free from drafts and insects, near handwashing facilities and clear of unnecessary furnishings.

(d) A safe, clean sleeping arrangement for the infant.

(3) The midwife shall instruct the expectant parents and ensure that appropriate supplies are on hand for use by the mother and infant at the time of delivery and early postpartum.

(4) The midwife shall have the following equipment and supplies clean and ready for use at delivery:

(a) Sterile obstetrical pack.

(b) Bulb syringe.

(c) Oxygen.

(d) Eye prophylaxis pursuant to Section 383.04, F.S.

Rulemaking Authority 467.005 FS. Law Implemented 467.015 FS. History–New 7-14-94, Formerly 61E8-7.006, 59DD-7.006, Amended 9-11-02.

64B24-7.007 Responsibilities of Midwives During the Antepartum Period.

(1) The licensed midwife shall:
(a) Require each patient to have a complete history and physical examination which includes:

1. Pap smear.

2. Serological screen for syphilis.

3. Gonorrhea and chlamydia screening.

4. Blood group including Rh factor and antibody screen.

5. Complete blood count (CBC).

6. Rubella titer.

7. Urinalysis with culture.

8. Sickle cell screening for at risk population.

9. Screen for hepatitis B surface antigen (HBsAG).

10. Screen for HIV/AIDS.

(b) Conduct the Healthy Start Prenatal Screen interview or assure that each patient has been previously screened.

(c) Provide counseling and offer screening related to the following:

1. Neural tube defects.

2. Group B Streptococcus.

3. CVS or genetic amniocentesis for women 35 years of age or older at the time of delivery.

4. Nutritional counseling.

5. Childbirth preparation.

6. Risk Factors.

7. Common discomforts of pregnancy.

8. Danger signs of pregnancy.

(d) Follow-up screening:

1. Hematocrit or hemoglobin levels at 28 and 36 weeks gestation.

2. Diabetic screening between 24 and 28 weeks gestation.

3. Antibody screen for Rh negative mothers, at 28 weeks gestation. Counsel and encourage RhoGAM prophylaxis. In those clients declining RhoGAM prophylaxis repeat antibody screen at 36 weeks.

(e) Require prenatal visits every four weeks until 28 weeks gestation, every two weeks from 28 to 36 weeks gestation and weekly from 36 weeks until delivery.

(2) The following procedures and examinations shall be completed and recorded at each prenatal visit:

(a) Weight.

(b) Blood pressure.

(c) Urine dip stick for protein and glucose each visit with leukocytes, ketones, and nitrites as indicated.

(d) Fundal height measurements.

(e) Fetal heart tones and rate.

(f) Assessment of edema and patellar reflexes, when indicated.

(g) Indication of weeks’ gestation and size correlation.

(h) Determination of fetal presentation after 28 weeks of gestation.

(i) Nutritional assessment.

(j) Assessment of subjective symptoms of PIH, UTI and preterm labor.

(3) An assessment of the Expected Date of Delivery (EDD) and gestational age shall be done by 20 weeks, if practical, according to:

(a) Last normal menstrual period.

(b) Reference to the statement of uterine size recorded during the initial exam.

(c) Hearing fetal heart tones at eleven weeks with a Doppler unit, if one is available, and patient gives consent.

(d) Recording of quickening date.

(e) Recording weeks of gestation by dates and measuring in centimeters the height of the uterine fundus.

(f) Hearing the fetal heart tones at twenty weeks with a fetoscope.

(4) If a reliable EDD cannot be established by the above criteria, then the licensed midwife shall encourage the patient to have an ultrasound for EDD.

(5) The midwife shall refer a patient for consultation to a physician with hospital obstetrical privileges if any of the following conditions occur during the pregnancy:

(a) Hematocrit of less than 33% at 37th week gestation or hemoglobin less than 11 gms/100 ml.

(b) Unexplained vaginal bleeding.

(c) Abnormal weight change defined as less than 12 or more than 50 pounds at term.

(d) Non-vertex presentation persisting past 37th week of gestation.

(e) Gestational age between 41 and 42 weeks.

(f) Genital herpes confirmed clinically or by culture at term.

(g) Documented asthma attack.

(h) Hyperemesis not responsive to supportive care.

(i) Any other severe obstetrical, medical or surgical problem.

(6) The midwife shall transfer a patient if any of the following conditions occur during the pregnancy:

(a) Genetic or congenital abnormalities or fetal chromosomal disorder.

(b) Multiple gestation.

(c) Pre-eclampsia.

(d) Intrauterine growth retardation.

(e) Thrombophlebitis.

(f) Pyelonephritis.

(g) Gestational diabetes confirmed by abnormal glucose tolerance test.

(h) Laboratory evidence of Rh sensitization.

(7) If the conditions listed pursuant to this section are resolved satisfactorily and the physician and midwife deem that the patient is expected to have a normal pregnancy, labor and delivery, then the care of the patient shall continue with the licensed midwife.

Rulemaking Authority 456.004(5), 467.005 FS. Law Implemented 467.015 FS. History–New 7-14-94, Formerly 61E8-7.007, 59DD-7.007, Amended 9-11-02, 7-21-03, 9-18-06.

64B24-7.008 Responsibilities of Midwives During Intrapartum.

(1) Upon initial assessment, the midwife shall:

(a) Determine onset of labor.

(b) Review patient’s prenatal records.

(c) Assess condition of the mother and fetus.

(d) Assess delivery environment.

(e) Perform sterile vaginal examinations to initially assess cervical dilation and effacement, presentation, position and station of the fetus, and the status of the membranes.

(2) Throughout active labor the midwife shall:

(a) Maintain a safe and hygienic environment.

(b) Provide nourishment, rest and support as indicated by patient’s condition.

(c) Monitor, assess and record the status of labor and the maternal and fetal condition.

(d) Measure the blood pressure every hour unless significant changes or symptoms require more frequent assessments.

(e) Take the patient’s pulse every 2 hours while membranes are intact and temperature is normal, then every hour after rupture of membranes.

(f) Take the temperature every 4 hours, or more frequently if maternal condition warrants, and every hour if elevated to 100º F or above.

(g) Estimate fluid intake and urinary output at least every 2 hours.

(h) Assess for hydration and edema.

(3) The midwife shall assess and record the status of labor as follows:

(a) Measure the frequency, duration and intensity of the contractions every half hour and more frequently if indicated.

(b) Observe and record vaginal discharge.

(c) Monitor fetal heart tones during and following contractions to assess fetal condition according to the following schedule after admission to care for labor:

1. Every hour during the latent phase.

2. Every 30 minutes during the active phase of the first stage.

3. Every 15 minutes during transition.

4. Every five minutes during the second stage.

5. Immediately after the appearance of amniotic fluid in the vaginal discharge.

(d) Palpate the abdomen for the position and level of the presenting part.

(e) Perform sterile vaginal examinations to assess cervical dilation and effacement, presentation, position and station of the fetus, and the status of the membranes.

(4) Risk factors shall be assessed throughout labor to determine the need for physician consultation or emergency transport. The midwife shall consult, refer or transfer to a physician with hospital obstetrical privileges if the following occur during labor, delivery or immediately thereafter:

(a) Premature labor, meaning labor occurring at less than 37 weeks of gestation.

(b) Premature rupture of membranes, meaning rupture occurring more than 12 hours before onset of regular active labor.

(c) Non-vertex presentation.

(d) Evidence of fetal distress.

(e) Abnormal heart tones.

(f) Moderate or severe meconium staining.

(g) Estimated fetal weight less than 2,500 grams or greater than 4,000 grams.

(h) Pregnancy induced hypertension which is defined as 140/90, or an increase of 30 mm hg systolic or 15 mm hg diastolic above baseline.

(i) Failure to progress in active labor:

1. First stage: lack of steady progress in dilation and descent after 24 hours in primipara and 18 hours in multipara.

2. Second stage: more than 2 hours without progress in descent.

3. Third stage: more than 1 hour.

(j) Severe vulvar varicosities.

(k) Marked edema of cervix.

(l) Active bleeding.

(m) Prolapse of the cord.

(n) Active infectious process.

(o) Other medical or surgical problems.

(5) The midwife shall not perform any operative procedure other than:

(a) Artificial rupture of the membranes when the fetal head is engaged and well applied to the cervix in active labor and four or more centimeters dilated.

(b) Clamping and cutting the umbilical cord.

(c) Episiotomy when indicated.

(d) Suture to repair first and second degree lacerations.

(6) The midwife shall not attempt to correct fetal presentations by external or internal version.

(7) The midwife shall use only prescription drugs pursuant to Rule 64B24-7.011, F.A.C.

(8) The midwife shall not use artificial, forcible or mechanical means to assist the birth.

Rulemaking Authority 467.005 FS. Law Implemented 467.015 FS. History–New 7-14-94, Formerly 61E8-7.008, 59DD-7.008, Amended 9-11-02, 7-21-03.

64B24-7.009 Responsibilities of the Midwife During Postpartum.

(1) Care of the newborn shall include:

(a) Clearing the airway of mucus.

(b) Clamping and cutting the umbilical cord.

(c) Obtaining a cord blood sample for laboratory testing for type, Rh Factor, and direct Coombs test when the mother is Rh negative.

(d) Assessing the newborn’s condition according to Apgar scoring at one (1) minute and five (5) minutes and record the results of each assessment.

(e) Weighing the infant.

(f) Instilling prophylaxis into each eye or retain the written objection pursuant to Sections 383.04 and 383.06, F.S.

(g) Administering vitamin K prophylaxis.

(h) Examining the newborn and reporting any abnormalities or problems to the physician including low Apgar score.

(i) Providing for infant bonding with parent.

(2) The midwife shall consult, refer or transfer the infant to a physician if any of the following conditions occur:

(a) Apgar score less than 7 at 5 minutes.

(b) Signs of pre- or post-maturity.

(c) Weight: if less than 2,500 grams.

(d) Jaundice.

(e) Persistent hypothermia, meaning a body temperature of less than 97º F rectal after 2 hours of life.

(f) Respiratory problem.

(g) Exaggerated tremors.

(h) Major congenital anomaly.

(i) Any condition requiring more than 4 hours of postdelivery observation.

(3) Care of the mother shall include:

(a) Observation for signs of hemorrhage.

(b) Inspection of the expelled placenta to insure that it is intact and free from defects or abnormalities.

(c) Palpation of the fundus to insure that it is firm.

(d) The midwife shall instruct the mother in self care and care of the infant including feeding and cord care.

(4) The midwife must remain with the mother and infant for at least 2 hours postpartum, or until both the mother’s and infant’s conditions are stable, whichever is longer. Maternal stability is evidenced by normal blood pressure, pulse, respirations, bladder functioning, fundus firm and lochia normal. Infant stability is evidenced by established respirations, normal temperature, and strong sucking.

(5) If any complications arise, such as a retained placenta or postpartum hemorrhage, the midwife shall consult with a physician, or transport the patient for emergency medical care dependent upon the urgency of the situation.

(6) A follow-up visit shall be made between 24 and 48 hours following delivery, unless conditions warrant an earlier visit. The midwife may arrange for such a visit to be made by a physician, certified nurse midwife, registered nurse, or another licensed midwife. The patient shall be instructed to have a postpartum examination within 6 to 8 weeks after delivery or sooner if any abnormalities exist or problems arise.

(7) If the mother is Rh negative, the midwife shall obtain the laboratory tests results of the cord blood studies, and if the infant is Rh positive, assure and document that the mother receives Rho immune globulin within 72 hours of the delivery.

(8) The midwife shall instruct the parents regarding the requirement for the infant screening blood test for metabolic disorders. If arrangements for this screening have not been made, the midwife shall notify the county health unit or retain the written objection pursuant to Section 383.14, F.S.

(9) The midwife shall conduct the Healthy Start Postnatal Screening for the infant or assure that it will be done.

(10) Within 5 days following each birth, form DH 511, Certificate of Live Birth, available from the local county health department, must be completed and submitted to the local registrar of vital statistics.

(a) For births occurring in a hospital, birth center or other health care facility, or en route thereto, the person in charge of the facility is responsible for the preparation and filing of the certificate, and for certifying the facts of the birth therein. Within 48 hours of the birth, the midwife shall provide the facility with the medical information required for the birth certificate.

(b) For births occurring outside a facility wherein a licensed midwife is in attendance during or immediately after the delivery, the midwife shall prepare and file the certificate.

Rulemaking Authority 467.005 FS. Law Implemented 382.013, 467.015 FS. History–New 7-14-94, Formerly 61E8-7.009, Amended 3-20-96, Formerly 59DD-7.009, Amended 9-11-02.

64B24-7.010 Collaborative Management.

(1) A midwife may provide collaborative prenatal and postpartal care to women not expected to have a normal pregnancy, labor and delivery with a physician who holds hospital obstetrical privileges maintaining supervision for directing the specific course of medical treatment.

(2) Prior to engaging in collaborative management, the licensed midwife shall:

(a) Provide and document to the department that the midwife successfully completed a course on collaborative management within an approved training program.

(b) Enter into a written protocol with a physician licensed under Chapter 458 or 459, F.S., who is actively practicing obstetrics and has hospital obstetrical privileges. The protocol shall be made on the Collaborative Management Agreement form which is incorporated by reference herein, effective 7-14-94, and can be obtained from the Council of Licensed Midwifery, Department of Health, 4052 Bald Cypress Way, Bin #C06, Tallahassee, Florida 32399-3256, and shall at a minimum contain:

1. Name, address and telephone number of patient.

2. Name, address and telephone number of midwife.

3. Name, address and telephone number of physician who will maintain supervision for directing the specific plan of medical treatment as outlined in the protocol.

4. Identification of factors.

5. Rationale of the deviation from the low-risk criteria.

6. Specific course of management and expected outcome.

7. Criteria for the discontinuance of the collaborative agreement.

(c) The protocol shall be signed and dated by the patient, licensed midwife and physician. A copy of the collaborative agreement shall be placed and maintained in the patient’s record.

(d) The midwife shall provide the physician with a complete copy of all patient records pertaining to this pregnancy.

(3) A licensed midwife practicing within a health care facility or under the supervision of a physician group shall establish a written collaborative management protocol prior to providing prenatal and postnatal care to women not expected to have a normal pregnancy, labor, or delivery. The written protocol shall:

(a) Be maintained on the premises of the health care facility;
(b) Be updated at least annually;
(c) Be readily accessible to the midwife and physician;
(d) Include a plan for access to complete obstetrical services; and,
(e) Be acceptable in lieu of a patient’s specific collaborative management agreement.

Rulemaking Authority 467.005 FS. Law Implemented 467.015(2) FS. History–New 7-14-94, Formerly 61E8-7.010, 59DD-7.010, Amended 9-11-02.

64B24-7.011 Administration of Medicinal Drugs.

(1) A midwife licensed prior to October 1, 1992, may administer certain medicinal drugs during intrapartal, postpartal and neonatal care, if prior to administering such drugs, the licensee has successfully completed a course in the practice of administering medicinal drugs within an approved training program.

(2) A midwife may administer only those drugs which have been prescribed by a physician licensed under Chapter 458 or 459, F.S., pursuant to Chapter 499, F.S., and dispensed at a pharmacy permitted by Chapter 465, F.S., and by a pharmacist licensed pursuant to Chapter 465, F.S.

(3) The midwife may administer the following:

(a) Postpartum oxytocics.

(b) Prophylactic ophthalmic medication.

(c) Oxygen.

(d) Vitamin K.

(e) RhO Immune Globulin.

(f) Local anesthetic.

(g) Other medications as prescribed by the physician.

(4) After administering any medicinal drug, the midwife shall document in the medical record of the patient the type of drug(s) administered, name of drug, dosage, method of administration, injection site, or topical, the date and time, and the drug’s effect.

Rulemaking Authority 467.005 FS. Law Implemented 467.006(2), 467.015(3) FS. History–New 7-14-94, Formerly 61E8-7.011, 59DD-7.011, Amended 9-11-02.

64B24-7.013 Requirement for Insurance.

(1) Except as provided herein, applicants for licensure, applicants for licensure reactivation, and applicants for licensure renewal shall at the time of application submit proof of professional liability insurance coverage in an amount not less than $100,000.00 per claim, with a minimum annual aggregate of not less than $300,000.00 from an authorized insurer as defined under Section 624.09, F.S., from a surplus lines insurer as defined under Section 626.914, F.S., from a risk retention group as defined under Section 627.942, F.S., from the Joint Underwriting Association established under Section 627.351(4), F.S., or through a plan of self-insurance as provided in Section 627.357, F.S.

(2) A licensed midwife who practices exclusively as an officer, employee, or agent of the Federal Government or the state or its agencies or subdivisions shall submit proof to the department that coverage equivalent to or exceeding this section is maintained by her employer on her behalf. For purposes of this subsection, an agent of the state, its agencies, or its subdivisions is a person who is eligible for coverage under any self-insurance or insurance program authorized by the provisions of Section 768.28(15), F.S., or who is a volunteer under Section 110.501(1), F.S.

(3) A licensed midwife who practices only in conjunction with teaching duties at an approved midwifery school shall submit proof to the department that coverage equivalent to or exceeding this section is maintained by her employer on her behalf. A licensed midwife may engage in the practice of midwifery only to the extent that such practice is incidental to and a necessary part of duties in conjunction with the teaching position in the school unless the midwife provides proof of coverage as provided by subsection (1) or (2).

(4) A licensed midwife who does not practice midwifery in this state shall submit written proof to the department that the licensed midwife does not practice midwifery and shall be required to submit proof of professional liability coverage as required by this section to the department at least 15 days prior to practicing midwifery in this state.

Rulemaking Authority 409.908(12), 467.005 FS. Law Implemented 409.908(12), 467.014 FS. History–New 7-14-94, Formerly 59DD-7.013, 61E8-7.013, Amended 5-4-98, 4-26-99, 9-11-02.

64B24-7.014 Records and Reports.

(1) The midwife shall keep a record of each patient served which shall contain the name, address and telephone number of patient; the informed consent form, documentation of all care given during the prenatal, intrapartum and postpartum period relevant to midwifery services; a copy of the Certificate of Live Birth; and an emergency care plan for delivery specific to each patient. The emergency care plan shall be completed by the midwife and the patient at initial consultation or before 36 weeks of pregnancy on Form DH-MQA 1077, Emergency Care Plan for Delivery (08/15), incorporated by reference and available at http://www.flrules.org/Gateway/reference.asp?No=Ref-06544.
(2) The patient’s records shall be retained for a minimum of 5 years from date of last entry in records.

(3) Within 90 days of a midwife’s death, the midwife’s estate or agent shall place all patient records of the deceased midwife in the care of another Florida licensed midwife who shall notify the department and each patient in writing of the death, the transfer of records, and the name, address and telephone number of the person from whom copies of records may be obtained. The original patient records of the deceased midwife shall be maintained and copies made available to patients for a period of 5 years from receipt.

(4) Medical records of a licensed midwife who is terminating or relocating their private practice shall be retained by the licensed midwife or authorized agent, which may be a successor-owner midwife, and copies made available to patients for 5 years from the date of the last entry in the records.

(5) Within one month of a licensed midwife’s termination of practice or relocation of practice outside the service area, the midwife shall advise patients in writing of the termination or relocation and the name, address and telephone number of the person from whom copies of records may be obtained.
(6) Each licensed midwife, temporary certificate holding midwife, and midwife supervising a student midwife in assisting in childbirth that occurs in an out-of-hospital setting, shall file an annual report no later than July 31 for the prior fiscal year on Form DH-MQA 5011, Annual Report of Midwifery Practice (06/2017), incorporated by reference and available at https://www.flrules.org/Gateway/reference.asp?No=Ref-08601.
(7) The Department shall send a notice of noncompliance to each licensee who fails to meet the reporting requirement.

Rulemaking Authority 467.005 FS. Law Implemented 467.004, 467.019 FS. History–New 7-14-94, Formerly 61E8-7.014, Amended 3-20-96, Formerly 59DD-7.014, Amended 9-11-02, 3-22-16, 10-5-17.
64B24-7.015 Advertising.

(1) The department permits advertising by licensed midwives regarding the practice of licensed midwifery in accordance with the council’s rules so long as such information is in no way fraudulent, false, deceptive or misleading.

(2) No licensed midwife shall disseminate or cause the dissemination of any advertisement or advertising which is in any way false, deceptive, or misleading. Any advertisement or advertising shall be deemed by the department to be false, deceptive, or misleading if it:

(a) Contains a misrepresentation of facts, or

(b) Makes only a partial disclosure of relevant facts, or

(c) Creates false or unjustified expectations of beneficial assistance, or

(d) Appeals primarily to a layperson’s fears, ignorance, or anxieties, or

(e) Contains any representation or claims as to which the licensed midwife referred to in the advertising does not expect to perform, or

(f) Contains any representation, statement, or claim which misleads or deceives, or

(g) Could lead a reasonable prudent person to believe that the licensed midwife is licensed to practice medicine when not so licensed in the state of Florida.

(3) As used in the rules of this council, the terms “advertisement” and “advertising” shall mean any statements, oral or written, disseminated to or before the public or any portion thereof, with the intent of furthering the purpose, either directly or indirectly, of selling professional services, or offering to perform professional services, or inducing members of the public to enter into any obligation relating to such professional services.

Rulemaking Authority 467.005, 467.203(1)(e) FS. Law Implemented 467.203(1)(e) FS. History–New 3-20-96, Formerly 59DD-7.015.

64B24-7.016 Sexual Misconduct.

Rulemaking Authority 467.005, 467.203(1)(f) FS. Law Implemented 467.203(1)(f) FS. History–New 3-20-96, Formerly 59DD-7.016, Repealed 2-18-08.
64B24-7.018 Address of Record.

Each licensed midwife shall provide Council staff with either written or electronic notification of one current mailing address. The current mailing address and place of practice is defined as an address acceptable to the United States postal service where the licensed midwife shall be served with notices pertaining to licensure.

Rulemaking Authority 456.035, 467.005 FS. Law Implemented 456.035 FS. History–New 3-17-09.
