Follow-Up Intake
Short update form before a follow-up lactation visit.
	Patient / parent name
________________________________
	Baby name
________________________________
	Date
________________________________


Contact Information
	Name
________________________________
	Date of birth
________________________________
	Pronouns
________________________________

	Phone
________________________________
	Email
________________________________
	Preferred contact method
________________________________

	Address
________________________________
	City / state / ZIP
________________________________
	Emergency contact
________________________________


Since Last Visit
	Last visit date
________________________________
	Current baby weight
________________________________
	Weight source
________________________________

	Feeds per 24 hours
________________________________
	Supplements per day
________________________________
	Pumping per day
________________________________


Progress Check
	[ ] Pain improved
	[ ] Latch improved

	[ ] Milk transfer improved
	[ ] Supply improved

	[ ] Bottle feeding improved
	[ ] Weight gain improved

	[ ] Still concerned
	[ ] New concern


	What has changed since the last visit?
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________


	Current top priorities for today
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________


Plan Review
	Care plan items completed / not completed
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________


	Patient / parent signature
________________________________
	Printed name
________________________________
	Date
________________________________


Template note: Customize this form for your practice policies, state rules, payer requirements, HIPAA workflow, and legal/compliance review before use.
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