Initial Lactation Visit Note
Initial Lactation Visit
Comprehensive intake note for the first lactation visit
* Required fields  |  Use this note for first visits with parent and infant assessment, feeding observation, and care planning.
Visit Details
	Visit start time
________________________________
	Visit end time
________________________________
	Total visit length
________________________________

	 
	 
	 


	Date of visit *
______________________________________________________________________
	Parent / caregiver name
______________________________________________________________________
	Infant name / DOB
______________________________________________________________________

	Provider
______________________________________________________________________
	Visit type / location
______________________________________________________________________
	Preferred contact
______________________________________________________________________


Reason and Feeding Context
	Reason for visit / Chief complaint *
Primary concern, referral reason, parent questions, feeding goals, or urgent issue.
______________________________________________________________________
______________________________________________________________________



	Current feeding method
Breast/chestfeeding, pumping, bottle feeding, formula, donor milk, or combination feeding.
______________________________________________________________________
______________________________________________________________________



Pregnancy, Birth, and Infant History
	Prenatal history
Pregnancy complications, fertility/endocrine history, breast changes, feeding plans.
______________________________________________________________________
______________________________________________________________________
	Birth history
Delivery mode, complications, separation, NICU, jaundice, oral restrictions, supplementation.
______________________________________________________________________
______________________________________________________________________

	Baby gestational age
Gestational age at birth and corrected age if relevant.
______________________________________________________________________
	Relevant medical history
Parent and infant conditions relevant to feeding and milk production.
______________________________________________________________________
______________________________________________________________________


Feeding Assessment
	Latch assessment
Latch quality, transfer signs, parent comfort, suck pattern, oral function concerns.
______________________________________________________________________
______________________________________________________________________
	Feeding observation
Positioning, cues, duration, swallows, milk transfer impression, infant behavior.
______________________________________________________________________
______________________________________________________________________

	Latch positioning notes
Positions tried, adjustments made, pillows/support, parent handling confidence.
______________________________________________________________________
______________________________________________________________________
	Flange fit size
Measured size, current flange, pump type, inserts, comfort and output notes.
______________________________________________________________________
______________________________________________________________________


Clinical Review
	Nipple assessment
Pain, trauma, shape after feeds, inversion/flatness, vasospasm, infection concerns.
______________________________________________________________________
______________________________________________________________________
	Wet diapers per 24 hours
______________________________________________________________________

	Dirty diapers per 24 hours
______________________________________________________________________
	Medications / supplements
Current medications, herbs, supplements, allergies, and safety questions.
______________________________________________________________________
______________________________________________________________________

	Allergies
______________________________________________________________________
	Referrals
Provider, pediatrician, oral assessment, mental health, nutrition, community supports.
______________________________________________________________________
______________________________________________________________________


Education / Coaching Provided
	☐ Feeding plan reviewed
☐ Latch and positioning
☐ Milk transfer signs
☐ Diaper/output expectations
☐ Pumping technique
	☐ Flange fit guidance
☐ Supplementation plan
☐ Nipple/breast comfort care
☐ Warning signs reviewed
☐ Support resources provided



Assessment and Plan
	Assessment *
Brief clinical impression, feeding status, parent goals, and key risk factors.
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________



	Plan / Recommendations *
Specific next steps for feeding, pumping, supplementation, comfort care, and referrals.
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________



	Follow-up recommendation
Timing, setting, provider referral, weight check, phone check, or weighted feed plan.
______________________________________________________________________
______________________________________________________________________



	Additional notes
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________



Sign-Off
	Provider signature / credentials
______________________________________________________________________
	Date finalized
______________________________________________________________________
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