Prenatal Intake
Prenatal Intake
Intake form for prenatal lactation consultations
* Required fields  |  Use this form before a prenatal lactation visit to document goals, history, and questions before baby arrives.
	Please complete as much as you can.
This form helps prepare for feeding support before birth. If you have a complex medical history or prior feeding challenges, include as much detail as you can.


Parent and Pregnancy Information
	Name *
______________________________________________________________________
	Estimated due date *
______________________________________________________________________
	Gestational age today
______________________________________________________________________

	Provider / birth location
______________________________________________________________________
	Phone *
______________________________________________________________________
	Email
______________________________________________________________________


Pregnancy and Birth Plan
	Pregnancy history relevant to feeding
High-risk pregnancy, diabetes, thyroid, PCOS, fertility treatment, breast changes, medications, or other concerns.
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________



	Birth and postpartum feeding plans
Hospital/birth center/home birth, golden hour plans, support person, return to work, pumping plans.
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________



Feeding Goals
	How would you like to feed your baby? *
Breast/chestfeeding, pumping, combination feeding, donor milk, formula, or still deciding.
______________________________________________________________________
______________________________________________________________________



	Previous breastfeeding / pumping experience
Prior duration, challenges, supply history, pumping, supplementation, or reasons for stopping.
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________



Health History and Considerations
	☐ Breast/chest surgery
☐ PCOS
☐ Thyroid condition
☐ Diabetes
	☐ High blood pressure
☐ Infertility history
☐ Prior low supply
☐ Prior oversupply
	☐ Nipple inversion/flat nipples
☐ Mood/anxiety history
☐ Medication questions
☐ Other



	Details for selected items
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________



	Medications / supplements
______________________________________________________________________
______________________________________________________________________
	Allergies
______________________________________________________________________
______________________________________________________________________


Prenatal Questions
	Topics you want to cover
Latch, milk supply, hand expression, colostrum collection, pumping, bottles, partner support, returning to work.
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________



	Concerns or special circumstances
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
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