Date:
____________________   
Infant Medical Record #:  _____________________
Breastfeeding Support Group

First Visit

Mother’s Name:  ___________________    
Birth Date: ________________________
Baby’s Name:  _____________________

Birth Date:  ______________________

Birth Weight:  ______________________
Enrolled in WIC? ___________________

Peer Counselor: _____________________
Is this your first baby? ______________

If no, how long did you breastfeed?  _____
Describe why you are here today: ______________________________________________
Assessments: ____________________________________________________________
Interventions: 

Wt: _____ with clothes: ______   naked: _______   positioning and latch techniques: _____
Tx for Engorgement:  _____ Tx for Sore Nipples:  _____ SNS: ____ Finger Feeding:  _____
Bottle Feeding:  ____ Nipple Shield:  ____ Pumping:  ____ Burping:  ____ Tx for Thrush: ___
Tx for plugged milk ducts/mastitsis: _______ Emotional/Psychosocial Support:  __________ 

Other:__________________________________________________________________
Discussed:

Frequency & Duration of Fdgs:______  Receiving Adequate Nutrition: ______  Burping:  ____
Sucking Pattern: _____ Infant Behavior: _____ Feeding Cues: _____Cluster Feeding: ______
Infant comfort techniques: _____Growth Spurts: _____
Increasing Milk Supply: __________
Going Back to Work: ___ Breast Pumps: ___ Pumping: ___ Storage of Milk: ___Pacifiers:  ____

Basic Maternal Diet: ________
S/S intolerance and Tx: _____
Tx overabundant supply: _____
Other: __________________________________________________________________
Follow Up: _______________________________________________________________
Health Care Provider(s) signature: _____________________________________________





    __________(title)                                                          
Time class starts _____ Time class ends_____ Minutes spent in 1:1 ___________________

Focus of face-to-face encounter: Health Ed:______  Psych/Social: _____  Nutrition: ______

Handouts used (can list usual materials then just circle): ___________________________

CPSP Documentation needs to include: 

Assessment/Dx/Tx: 

Actual minutes spent in face-to-face encounter


Identify which category: HE/ PS / Nut

Document class attendance in the progress note


Follow up plan:

Sign (name & title) and date

*The number of minutes billed should not exceed the actual number of minutes of the class.
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