
[bookmark: _GoBack]We are excited to announce that we have partnered with The Lactation Network to bill some insurance companies directly for lactation visits.  They are currently billing the following insurance: Blue Cross and Blue Shield of Texas PPO, Anthem PPO Cigna Multiplan ONLY.  If you have any of the above insurance coverage please go to The Lactation Network and sign up to get pre approval before you schedule your appointment.  All others, please be aware that our practice requires payment at the time of service.  We are not a provider on any insurance plan.  Clients will be provided with insurance codes and tax ID information to submit for reimbursement.


BREASTFEEDING QUESTIONNAIRE
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“Committed to helping you achieve your breastfeeding goals!”
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	© 2003 Pat Lindsey, IBCLC
Today’s Date: ___________________________________

Mother’s Information: 
Name: ____________________________________________
Date of Birth: ______________________________________
Address: __________________________________________
__________________________________________________
Cell Phone: ________________________________________
Email Address: _____________________________________
Partner’s Name: ____________________________________
OB/Midwife: _______________________________________
Phone: ____________________________________________

Baby’s Information:
Name: ____________________________________________
Date of Birth:                                               Age: ___________
[bookmark: Dropdown2]Gender: ___________________________________________                
Gestational Age at Birth: _____________________________
Birth Weight: ____________  Lowest Weight: ____________
Current Weight: ____________________________________
Pediatrician: _______________________________________
Phone: ____________________________________________


Referred By: _______________________________________
Where did you deliver? _______________________________

REASON FOR VISIT
[bookmark: Check129][bookmark: Check125][bookmark: Check127][bookmark: Check126]|_| Baby always seems hungry    	|_| Baby crying excessively	|_| Baby not interested      	|_| Breast pain       
[bookmark: Check121][bookmark: Check128][bookmark: Check124][bookmark: Check122]|_| Cracked/bleeding nipples	|_| Engorgement		|_| Feeling that there is not enough milk	|_| Latch-on difficulties
[bookmark: Check123][bookmark: Check155]|_| Preference for one breast            |_| Sleepy baby             	|_| Sore nipples		|_| Other ____________________________

PREGNANCY AND BIRTH HISTORY
[bookmark: Check152][bookmark: Check153]|_| Planned		|_| Surprise		|_| Fertility
[bookmark: Check12][bookmark: Check13]Was this your first pregnancy? |_| Yes   |_| No  	
If no, how many pregnancies? __________________________  How many children? _______________________________________ 
Did you breastfeed your other children? ___________________________________________________________________________
Does your baby have any known health problems? ___________________________________________________________________
Is your baby currently taking any medications? _____________________________________________________________________

What type of delivery did you have with this birth?
[bookmark: Check92][bookmark: Check93][bookmark: Check85][bookmark: Check86]|_| Vaginal    	|_| Forceps delivery        |_| Vacuum extraction  	|_| Emergency C-Section		|_| Planned C-Section      

[bookmark: Check35][bookmark: Check27]Are you taking any of the following?	
[bookmark: Check31][bookmark: Check32][bookmark: Check36][bookmark: Check38][bookmark: Check39][bookmark: Check28][bookmark: Check33][bookmark: Check37][bookmark: Check162][bookmark: Text17]|_| Antacids	|_| Antibiotics	|_| Antihistamines    |_| Aspirin	|_| Birth Control Pills	|_| Cold Remedies   |_| Diet Pills|_| Diuretics/Water Pills	|_| Herbs    |_| Iron	|_| Laxatives	|_| Pain Pills	|_| Prenatal Vitamins	|_| Other      

Have you ever had any of the following breast procedures? 
[bookmark: Check43][bookmark: Check41][bookmark: Check42][bookmark: Check44][bookmark: Check161][bookmark: Text18]|_| Biopsy	|_| Breast Reduction Surgery	|_| Implants	|_| Lumps	|_| Nipple Problems	|_| Other      

Do you presently have or do you have a history of any of the following? 
[bookmark: Check149][bookmark: Check46][bookmark: Check57][bookmark: Check60]|_| Abnormal Pap Smear	|_| Abortions	|_| Alcohol	|_| Allergies	|_| Anemia	|_|Asthma	|_| Cancer
[bookmark: Check49][bookmark: Check47][bookmark: Check64][bookmark: Check48][bookmark: Check56][bookmark: Check51][bookmark: Check53][bookmark: Check150][bookmark: Check58][bookmark: Check65]|_| Constipation		|_|  Depression	|_| Diabetes	|_| Diarrhea (chronic)	|_| Eating Disorder	|_| Heart Disease|_| Hemorrhoids		|_| Hepatitis	|_| High Blood Pressure		|_| Illegal Substances		|_| Infertility	
[bookmark: Check54][bookmark: Check55][bookmark: Check68][bookmark: Check61][bookmark: Check148][bookmark: Check50][bookmark: Check52][bookmark: Check67][bookmark: Check66][bookmark: Check156][bookmark: Text19]|_| Kidney/Bladder Disease or Infection	|_| Liver Disease	|_| Miscarriages	|_| Polycystic Ovarian Syndrome	|_| Sexual Abuse               |_| Smoker	|_| Thyroid Disorders	|_| Tuberculosis	|_| Venereal Disease	|_| Yeast Infections	|_| Other      

Did you have any of the following during this pregnancy? 
[bookmark: Check74][bookmark: Check70][bookmark: Check71][bookmark: Check76][bookmark: Check72]|_| Anemia	|_| Fever	|_| Gestational Diabetes	|_| High Blood Pressure	|_| Medications	
[bookmark: Check75][bookmark: Check157][bookmark: Text20]|_| Nausea/Vomiting-Severe	|_| Premature Labor 	|_| Urinary Tract Infection		|_| Other ____________________

Did you have any of the following during this labor and delivery?
[bookmark: Check79][bookmark: Check78][bookmark: Check80][bookmark: Check81][bookmark: Text22]|_| Antibiotics	|_| Drugs to control high blood pressure	|_| Drugs to control pain	|_| Epidural	|_| Fever                                        |_| Hemorrhage - if so how much blood was lost       	|_| Premature rupture of membranes	
[bookmark: Text21]|_| Drugs to induce or speed labor-if so how long during labor were these drug administered?       Hours          
[bookmark: Check158]|_| Other ____________________________________________________________________________________________________

Did you experience any postpartum complications?
[bookmark: Check96][bookmark: Check95]|_| Excessive Bleeding/Hemorrhaging	|_| High Blood Pressure	|_| Low Blood Pressure	|_| Seizures	
[bookmark: Check159]|_| Urinary/Other Infections	            |_| Other ________________________________________________________________

[bookmark: Check98]Did the baby have any of the following after birth? 	
[bookmark: Check100][bookmark: Check101][bookmark: Check102][bookmark: Text50]|_| Breathing Difficulties	|_| Low Blood Sugar	|_| Meconium Aspiration	|_| Jaundice (highest bili level      )             
[bookmark: Check160]|_| Other ____________________________________________________________________________________________________

[bookmark: Text29]What was your bra size before pregnancy? _________________	Now? _____________________________     
[bookmark: Check103][bookmark: Check104][bookmark: Check106][bookmark: Check105][bookmark: Check107]Breast changes since delivery?	|_| Hard/Engorged	|_| Heavy	|_| Leaking	|_| Warm	|_| No changes

BREASTFEEDING HISTORY
When did you start having breastfeeding difficulties? _______________________________________________________________
Have you used any breastfeeding aids or pumps? ____________________________________	Type of pump _______________

[bookmark: Check108][bookmark: Check111]Has your baby been supplemented?     |_| No	|_| Yes    	
[bookmark: Check110]If yes, what has your baby been supplemented with?	|_| Expressed breast milk		|_| Formula	Type of formula _______
[bookmark: Check114][bookmark: Check112][bookmark: Check113]How was the baby supplemented?	|_| Cup feeding	|_| Feeding tube	      |_| Finger feeding       |_| Bottle - type of bottle ________
If you are supplementing, how often did you supplement in the last 24 hours?_____________ How much per feeding?  ____________

How many times have you breastfed your baby in the last 24 hours?
[bookmark: Check117][bookmark: Check118][bookmark: Check119]|_| Less than 6 times         |_| Less than 8 times                 |_| 8-10 times                   |_| More than 12 times
[bookmark: Check133][bookmark: Check131][bookmark: Check132] Is the baby sleeping or content between feeds?	|_| Often	|_| Occasionally		|_| Never   			
[bookmark: Text40][bookmark: Text39]What is the longest time your baby has gone between feedings?	Day:      	Night:      
[bookmark: Check134][bookmark: Check135]Who decides when the feeding is over?	|_| Mother	|_| Baby    
[bookmark: Text41][bookmark: Check136][bookmark: Check137]How long does baby typically nurse at the breast?        	|_| One breast per feed	|_| Both breasts per feed
[bookmark: Check138][bookmark: Check139][bookmark: Check140][bookmark: Check141]How many months are you planning to breastfeed your baby?	|_| 1 month	|_| 2-3 months	|_| 3-6 months	
[bookmark: Check142][bookmark: Check143]|_| 6-9 months          |_| 12 months           |_| 12-18 months	|_| 18-24 months	|_| longer than 24 months
[bookmark: Check144][bookmark: Check145][bookmark: Text42]Are you presently using a pacifier?		|_| Yes		|_| No		How often      
[bookmark: Text43][bookmark: Text44][bookmark: Text53]In the past 24 hours, how many?	Wet diapers       	 Stools            Color of stool      
[bookmark: Check146][bookmark: Check147]Were the stools more than a tablespoon?	|_| Yes              	|_| No        

FAMILY HISTORY
Does anyone on either side of the baby’s family have any of the following?
[bookmark: Check6][bookmark: Check7][bookmark: Check4][bookmark: Check2]|_| Asthma	|_| Breast Cancer		|_| Diabetes 	|_| Eczema 		|_| Environmental Allergies
[bookmark: Check8][bookmark: Check9][bookmark: Check154]|_| Food Allergies/Sensitivities	|_| Genetic Disease	|_| Thyroid Disease             |_| Other ___________________________

[bookmark: Text9][bookmark: Check10][bookmark: Check11]What age were you when you had your first menstrual period?         	      |_| Regular	|_| Irregular
Which method of family planning are you using or do you plan to use?
[bookmark: Check17][bookmark: Check15][bookmark: Check20]|_| Barrier method	|_| Birth control pills	|_| Birth control shot	|_| IUD		|_|Norplant 		
[bookmark: Check21][bookmark: Check18][bookmark: Check22]|_| Planning/rhythm	|_| Tubes tied		|_| Vasectomy		|_| None

[bookmark: Check23][bookmark: Check24][bookmark: Text14][bookmark: Check25][bookmark: Check26]Are you planning to return to work?        |_| Yes       |_| No	When ______________________	|_| Full-time	|_| Part-time
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