
13 Moons Midwifery
Contract for Care and Financial Agreement

This agreement is made between________________________________________________ client(s)
and 13 Moons Midwifery midwife, Melanie Martinez, CPM, LM.

Service fees run on a sliding scale of $3200 - $4000. You choose from the scale what you
are able to pay, I do not look at your income. This includes prenatal care (home and 
office visits), on-call services for emergencies and labor/birth care from 37- 42+ weeks, 
immediate postpartum and newborn care, and continued postpartum and newborn care 
for the first six weeks following the birth. The fee does not include tests, lab work, 
treatments, the Newborn Metabolic Screen (ask if you qualify for the fee exemption), any
visits with a consulting physician, vitamins/supplements, client supplies for the birth, or 
RhoGam injection (if needed). The sliding scale for BIPOC and Amish clients is $2000 - 
$4000. 

Schedule of Payment
A deposit of $500 is due with the signed contract. The deposit will be applied to your 
base fee. From your deposit $100 goes towards administration and $400 is set aside for 
the birth assistant. The remainder of the fee is due by the 36th week of pregnancy. 
Payment plans are arranged prior to signing of the contract. Please talk to me about 
your desired payment arrangements so that it can work well for all of us.

Method of Payment
Payments can be made with cash, check, silver, gold, venmo, paypal, or Bitcoin. Trade 
can be considered for amounts above the lowest base fee.
Medicaid is accepted on a limited basis (5 clients per year). Medicaid only covers the 
base fee, and does not include the $500 deposit. To use Medicaid you must call the on 
call nurse at 1-800-760-0001 (choose option 3 when prompted) or Michelle at 608-224-
6525 and ask for an exemption from your HMO before our first visit.  
I do not accept private insurance as payment directly but rather ask that you pay me 
during your pregnancy and I will work with you to recover the costs of my services. We 
cannot guarantee insurance coverage, though I will do my best to recover all or some of 
the costs of your care with me. Recovered insurance payments will be returned to your 
family up to the amount that you paid out of pocket to me (Melanie Martinez).

Refunds/Transfer of Care
If you transfer care before 37 weeks, fees will be prorated based upon services provided 
to date, and a refund will be given, or a bill provided, as appropriate.  
If there is a transport to the hospital during labor or immediately postpartum, my fees 
will not be refunded, as I or another midwife working with me will stay with you and 
continue to provide care.
If you transfer care to 13 Moons Midwifery from another care provider or join late to care 
you are still responsible for the full amount. If you transfer care after recently moving to
the area from another midwifery service, a prorated rate may be available.

Failure to pay on time
Any unpaid balance at the time of birth will be subject to an interest charge of 1.5% per 
month, if no other arrangements have been made. An unpaid balance may also be taken
to small claims court. 
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I/We,__________________________________________________, agree to pay Melanie 
Martinez, CPM, LM, the agreed upon fee of $_____________ by the 36th week 
gestation on the following date___________. We have read the above description of
financial agreements and what is and is not covered under this agreement, our 
payment plan is as follows:

DATE PAYMENT PAYMENT DETAILS BALANCE $__________

  $500 -
deposit

Client Name_________________________________________Date______________

Partner Name_________________________________________Date_____________

On the behalf of 13 Moons Midwifery Service, I, Melanie Martinez agree to provide
services for the above client in exchange for the aforementioned payment.

Midwife_______________________________________________Date________
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Choices For Care
Item Cost Choice Initials

Newborn Vitamin K Included in Fee  Yes           No-Waiver

Newborn Eye Ointment Included in Care
(Required by State Law)

 Yes           No-Waiver

Newborn Metabolic Screening Included in Care
(Required by State Law)

 Yes           No-Waiver

Newborn Hearing Test Included in Care
(Required by State Law)

 Yes           No-Waiver

Glucose Screening
(Required if blood sugar is high or there is a

history of Gestational Diabetes)

Included in Care  Yes          
 Only if Required

Basic Prenatal Panel
(Required the first time we care for you)

$55.10-$75.00  Yes          
 Only if Required

GBS (35-37 weeks) Included in Care  Yes          
 Only if Required

Urine Analysis
(Required if you have had an early baby or a

persistent urinary tract infection)

$18.00-$50.00  Payable to
Midwife

 Yes          
 Only if Required

Ultrasound
(Required if concerns arise during preg-

nancy)

Referral to Doctor
(Not included in fee)

 Yes          
 Only if Required

HIV Testing Payable to Midwife
(Not included in fee)

 Yes           No

Multiple Marker Screening Payable to Midwife
(Not included in fee

 Yes           No

Vaginal Cultures Payable to Midwife
(Not included in fee)

 Yes           No

Post-Partum Pap Smear $25.00 to $45.00 payable to
midwife 

 Yes           No

Additional Care for Clients who are Rh- when other parent of Baby is Rh+
Item Cost Choice Initials

Antibody Screen
Required once between 28 and

37 weeks

Payable to Midwife
(Not included in fee)

 Yes          
 Only when required

Antenatal Rhogam $160.00 Payable to Midwife
(Not included in fee)

 Yes          
 No

Cord Blood Testing $20.00 Payable to Midwife
(Not included in fee)

 Yes          

Postpartum Rhogam $160.00 Payable to Midwife
(Not included in fee)

 Yes if baby Rh+         
 No

Fetal Blood Screen Payable to Midwife
(Not included in fee)

 Yes if baby Rh+         
 No

We have been fully informed orally and in writing about the benefits and potential risks of the above visits, tests, proce-
dures or medications. We have been informed and understand that in rare instances declining care could cause harm to 
mother and/or baby. We understand that if certain conditions or concerns arise during our care, we may be asked to have
visits, tests or procedures that we declined or that are not on this list.  We knowingly choose to accept or decline the 
above visits, tests, procedures or medications.
Client’s Name________________________ Signature_____________________________ Date________________
Partner’s Name________________________ Signature_____________________________ Date________________
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