INTAKE FORM- Prenatal Consult

	MOTHER’S LAST NAME:
	FIRST NAME:



	
	

	ADDRESS:

	

	CITY, STATE, ZIPCODE:

	

	EMAIL:

	

	BIRTHDATE:

	

	OCCUPATION:

	

	PARTNER’S LAST NAME:
	FIRST NAME:

	
	

	BIRTHDATE:
	OCCUPATION:

	
	

	BABY’S DUE DATE:

	

	HAVE YOU BREASTFED BEFORE?

	

	REFERRED BY:

	

	OBGYN:
	PHONE NUMBER:

	
	

	HOSPITAL
	PHONE NUMBER:

	
	

	COMMENTS:

	

	



 I HAVE QUESTIONS ABOUT:
☐ Building up milk supply
☐ Avoiding sore nipples/breast
☐ Milk collection and storage
☐ Supplementing the baby
☐ Diet and breastfeeding
☐ Allergies and breastfeeding
☐ Flat or inverted nipples
☐ Previous breast surgery / injury
☐ Positioning
☐ Getting breastfeeding off to the best start
☐ Re-lactating / Inducing lactation
☐ Other Questions or concerns:
Click here to enter text.

	INSURANCE PROVIDER: (AETNA/ HUMANA ONLY)

	

	POLICY #

	EMPLOYER:

	CREDIT CARD:

	EXPIRATION:
	SECURITY CODE:

	**Please be advised that your credit card information will be used to reserve your appointment, in the result of a no show or failure to cancel appointment with a 12-hour notice there will be a $50 service charge. By signing the intake form you give LCA permission to bill charges related to your consultation.



Permission to assess and report findings: A prenatal lactation consultation includes assessment of the mother’s breast, analysis of data relating to breastfeeding, techniques for getting breastfeeding started, and sometimes the use of breastfeeding equipment.
[bookmark: _GoBack]I give my permission for information about this consultation to be sent to my attending physician and health insurance. Information from this consultation may be used to further the knowledge of breastfeeding. I understand that no specific names will be publicly used.
Signature 					Date
Click here to enter text.				Click here to enter text.
Lactation Consultant Signature			Date

Click here to enter text.				Click here to enter text.
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