Parent Only Initial Visit Note
Parent Only Initial Visit
Initial visit note for parent-only lactation consultation
* Required fields  |  Consultation with the parent/caregiver without direct infant observation.
Visit Details
	Visit start time
________________________________
	Visit end time
________________________________
	Total visit length
________________________________

	 
	 
	 


	Date of visit *
______________________________________________________________________
	Parent / caregiver name
______________________________________________________________________

	Provider
______________________________________________________________________
	Visit type / location
______________________________________________________________________


Reason and Feeding Context
	Reason for visit *
Primary concerns, referral reason, parent questions, or urgency.
______________________________________________________________________
______________________________________________________________________



	Current feeding method
Breast/chestfeeding, pumping, bottle feeding, formula, donor milk, combination feeding, or not yet feeding.
______________________________________________________________________
______________________________________________________________________



	Parent goals
Short-term and long-term feeding goals, supply goals, comfort goals, return-to-work needs, or weaning goals.
______________________________________________________________________
______________________________________________________________________



Parent History and Concerns
	Parent medical history
Pregnancy/birth context, endocrine history, breast/chest surgery, prior lactation history, mood concerns, relevant diagnoses.
______________________________________________________________________
______________________________________________________________________
	Medications / supplements
Current medications, herbs, supplements, allergies, and any safety questions requiring verification.
______________________________________________________________________
______________________________________________________________________

	Milk supply concerns
Perceived low or high supply, pumping output, engorgement, plugged ducts, mastitis history, timing of milk onset.
______________________________________________________________________
______________________________________________________________________
	Pain / comfort concerns
Nipple pain, breast/chest pain, pumping pain, vasospasm, trauma, or comfort barriers.
______________________________________________________________________
______________________________________________________________________


Pumping and Equipment Review
	Flange fit size
Current flange size, measured size if known, pump type, inserts, comfort notes, and fit recommendations.
______________________________________________________________________
______________________________________________________________________



	Pumping routine / milk expression
Frequency, duration, settings, hand expression, output patterns, cleaning/storage questions.
______________________________________________________________________
______________________________________________________________________



Education / Coaching Provided
	☐ Feeding plan reviewed
☐ Milk supply basics
☐ Pumping technique
☐ Flange fit guidance
☐ Bottle-feeding paced technique
	☐ Nipple/breast comfort care
☐ Warning signs reviewed
☐ Medication/supplement safety resources
☐ When to seek urgent care
☐ Support resources provided



Assessment and Plan
	Assessment *
Brief clinical impression based on parent report and goals; note limits of parent-only assessment.
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________



	Plan / Recommendations *
Specific next steps for feeding, pumping, comfort, referrals, and parent follow-through.
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________



	Follow-up recommendation
Timing, visit type, need for weighted feed/infant observation, provider referral, or phone check.
______________________________________________________________________
______________________________________________________________________



	Additional notes
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________



Sign-Off
	Provider signature / credentials
______________________________________________________________________
	Date finalized
______________________________________________________________________
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