Prenatal Lactation Visit Note
Prenatal Lactation Visit
Prenatal lactation consultation note
* Required fields  |  Use this note to document prenatal feeding goals, relevant assessment findings, education, and follow-up plan.
Visit Details
	Visit start time
________________________________
	Visit end time
________________________________
	Total visit length
________________________________

	 
	 
	 


	Date of visit *
________________________________________________________________________
	Gestational age
________________________________________________________________________
	Client / patient name
________________________________________________________________________

	Provider
________________________________________________________________________
	Support person present
________________________________________________________________________
	Preferred contact
________________________________________________________________________


Visit Focus
	Reason for prenatal visit *
Primary concerns, referral reason, risk factors, or questions.
________________________________________________________________________
________________________________________________________________________

	Previous breastfeeding experience
Prior duration, challenges, successes, pumping, supplementation, or infant history.
________________________________________________________________________
________________________________________________________________________

	Feeding goals
Exclusive breastfeeding, combination feeding, pumping, donor milk/formula preferences, return-to-work plans.
________________________________________________________________________
________________________________________________________________________


Clinical Review
	Nipple assessment
Appearance, comfort, inversion/flatness, trauma, piercing/scars, pain concerns.
________________________________________________________________________
________________________________________________________________________
	Breast assessment
Breast changes in pregnancy, prior surgery, asymmetry, IGT signs, masses, pain.
________________________________________________________________________
________________________________________________________________________

	Medical history relevant to feeding
Endocrine, fertility, PCOS, thyroid, diabetes, hypertension, mood history, breast/chest surgery.
________________________________________________________________________
________________________________________________________________________
	Medications / supplements
Current medications, herbs, supplements, allergies, safety questions to verify.
________________________________________________________________________
________________________________________________________________________


Education Provided
	☐ Normal newborn feeding patterns
☐ Early feeding cues
☐ Latch and positioning
☐ Hand expression / colostrum collection
☐ Skin-to-skin after birth
	☐ Milk supply expectations
☐ Pumping basics
☐ Flange fit / pump access
☐ When to seek help
☐ Partner/support role



	Resources provided
Handouts, videos, referrals, pump resources, community supports, follow-up contacts.
________________________________________________________________________
________________________________________________________________________


Assessment and Plan
	Assessment *
Brief clinical impression and readiness/risks for meeting feeding goals.
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________

	Plan / Recommendations *
Actionable next steps before birth and immediately postpartum.
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________

	Postpartum follow-up plan
Timing, setting, referral, phone check, inpatient consult, outpatient visit.
________________________________________________________________________
________________________________________________________________________

	Additional notes
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________


Sign-Off
	Provider signature / credentials
________________________________________________________________________
	Date finalized
________________________________________________________________________
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