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Clinical Documentation Checklist
A chart review checklist for complete, defensible lactation documentation.
	Clinical use note
Use this checklist before closing a visit note or sending care plans, superbills, referrals, or provider updates.


Documentation Completeness
	Clinical Item
	Findings / Notes

	Client identifiers and visit date/location
	☐ WNL  ☐ Concern  ☐ Not assessed
Notes:

	Reason for visit and parent goals
	☐ WNL  ☐ Concern  ☐ Not assessed
Notes:

	Relevant history and subjective report
	☐ WNL  ☐ Concern  ☐ Not assessed
Notes:

	Objective feeding/maternal/infant assessment
	☐ WNL  ☐ Concern  ☐ Not assessed
Notes:

	Clinical impression tied to findings
	☐ WNL  ☐ Concern  ☐ Not assessed
Notes:

	Individualized care plan
	☐ WNL  ☐ Concern  ☐ Not assessed
Notes:

	Education provided and parent understanding
	☐ WNL  ☐ Concern  ☐ Not assessed
Notes:

	Referrals/provider communication
	☐ WNL  ☐ Concern  ☐ Not assessed
Notes:

	Follow-up plan and return precautions
	☐ WNL  ☐ Concern  ☐ Not assessed
Notes:

	Signature, credentials, and time if needed
	☐ WNL  ☐ Concern  ☐ Not assessed
Notes:


Chart Review Notes
	Missing items to complete
	



	Provider communication needed
	


	Billing/superbill notes
	



Review / Sign-Off
Reviewed by: ____________________________________________________________________________
Revision date: ____________________________________________________________________________
Notes: ____________________________________________________________________________
	Use with judgment
This template supports documentation and care planning. It should be adapted to the clinical situation, local scope, payer rules, referral pathways, and applicable laws/policies.
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