

Month_________________

________________________________

Last Name, First Name


	Name_____________________________________

Address___________________________________

__________________________________________

__________________________________________

Phone #___________________________________
	Date of Birth _______________________________

Gender____________________________________

Baby’s Name: 

	Birth Weight _______________________________

1 Month Weight ____________________________

3 Month Weight____________________________


	Pediatrician: ______________________________

Phone Number: ____________________________

	1 Week Follow-up Phone Call ________________

Frequency

Duration

# Diapers  _____W   ______ D

Supplements?

Need for Breast pump
	3 Month  Follow-up Phone Call ________________

Frequency

Duration

# Diapers  _____W   ______ D

Supplements?



	Teaching: Describe any problems and what was taught

Jaundice? ______Y   _____N

Exclusivity

Suck/Swallow

Latch


	Teaching: Describe any problems and what was taught

Exclusivity

Suck/Swallow

Latch



	Problem: * If recurrent, Consult Lactation Consultant
Questions from the mother?

1:

2:

3:

Referral made to:___________________________
	Problem: * If recurrent, Consult Lactation Consultant
Questions from the mother?

1:

2:

3:

Referral made to:___________________________

	Goals: Exclusive breastfeeding:

(  Achieved at 1 week
	Goals: Exclusive breastfeeding:

(  Achieved at 3 months.


