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	Mother’s Name: 
	Baby’s Name: 


	Occupation:

	Date of Birth: 
	Gestational Age: 


	Address:  

	Birth Weight:

	Present Weight:

	City, State Zip:

	OBGYN: 


	Phone Number:

	Practice:     
                         
	Phone Number:

	E-Mail Address:

	Pediatrician: 


	Partner’s Name: 

	Practice:

	Phone Number: 

	**Please be advised that we require a credit card on file that will be used to reserve your appointment, and any future appointments. In the result of a no show, failure to return intake, cancelations made after 24-hours prior to the start of your appointment will result in your card being charged 50% of the total visit rate, and late rescheduling will result in a $50 charge. By signing the intake form you give LCA permission to bill charges related to your consultation, including but not limited to cancellation fees, rescheduling fees, travel fees, any co-insurance, co-pay, deductible or patient responsibility applied by your insurance company. 

	Credit Card Number:

	EXP DATE:
	CVV NUMER: 

	Aetna/Humana/Tricare East Only: 
	Policy Number: 

	Policy Holder Name: 
	Policy Holder Birthdate: 

	Policy Holder Place of Employment/Job Title:                                 

	

I have questions about/need assistance with:
☐Building up milk supply
☐Avoiding sore nipples/breasts
☐Milk collection and storage
☐Supplementing the baby
☐Diet and breastfeeding
☐Allergies and breastfeeding
☐Reducing milk supply/weaning


	

I am currently experiencing the following:
☐Breast/nipple pain
☐Previous breast surgery/injury
☐Flat or Inverted nipples
☐Engorgement
☐Not enough milk
☐Too much milk
☐C-Section Incision 
☐Episiotomy Stitches
 


	INTAKE FORM FOR LACTATION CONSULTATION




	In the last 24 Hours we have observed:
Total wet Diapers:    
Total Bowel Movements:

Color: Yellow ☐ Seedy/Green☐ Runny/Brown/Black ☐

Total Feeding in 24-hours:     
Breast ☐Click or tap here to enter text.
Bottle ☐Click or tap here to enter text.
Formula ☐Click or tap here to enter text.

	Baby is currently experiencing the following:
☐Attachment/positioning difficulties
☐Very Sleepy/Hard to wake for feeds.
☐Always hungry/Not Satisfied
☐Fussy at breast
☐Prefers one breast over the other.
☐Supplemented with formula / breastmilk.


	Permission To Assess and Report Findings
A lactation consultation includes assessment of the mother's breasts, the baby's suck and oral exam, observation of the mother and baby breastfeeding, analysis of data relating to the breastfeeding situation, techniques for improving breastfeeding, and sometimes use of breastfeeding equipment. I understand that all medical care is to be provided only by my own physician(s).

I give permission for information about this consultation and any follow-up care to be sent to my and my child’s attending physician(s)/health care provider(s), insurance company and any providers we may be referred to. 

I give my permission for the information from this consultation/visit to be used to further the knowledge of breastfeeding.  I understand that no specific names will be publicly used.

Permission to Bill:
Where applicable, I give my permission to LCA to bill my insurance and my babies insurance where applicable direct for payment. I understand that I will be responsible for any cost-sharing that is applied to the claim when filing insurance coverage. We are in-network providers for Aetna, Humana, and Tricare-East. I understand that my insurance may say “you get 6 free lactation consultations”, and lactation visits are complex and many times your insurance company is talking about lactation classes. 

I give my permission for my card on file to be used to hold and reserve my appointment time. In the event that there is a failure to show or failure to cancel without at least 24-hour notice, my card on file will be charged 50% of the total cost of a visit. If I choose to reschedule 24-hours prior to my appointment, my card on file will be charged a $50 rescheduling fee. Please understand that our consultants are blocking off 90-120 minutes of their time, not including drive time for your appointment, last minute cancelations and reschedules cause a loss of income for them, most of the fee you are charged will be passed on to the consultant.  

I give permission for my card on file to be used for any travel fees associated with my visit. This applies to travel fees associated with The Lactation Network, and extended travel fees for any residences outside of a 15-MI radius from our Marietta, Canton, or West GA  locations. 

I give permission for my card on file to be charged for any fees associated with the services I am provided, this includes but is not limited to, self-pay fees, insurance assigned fees such as co-pays, co-insurance, deductible, or any fees labeled as patient responsibility. LCA has a legal responsibility to charge insurance assigned patient responsibility fees and to not do so would be committing insurance fraud. 


	Mother's Signature:


	Date		


	My typed name represents my electronic signature:
	Please initial here:

	Lactation Consultants Signature:

	Date
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