Consent to Treat
Consent for lactation consultation, education, assessment, and care planning.
	Patient / parent name
________________________________
	Baby name
________________________________
	Date
________________________________


	Practice customization note
Clinical and legal wording should be reviewed by the practice owner and qualified advisors. This template is not medical, legal, billing, or compliance advice.


Consent Statement
I consent to lactation consultation services, which may include health history review, feeding assessment, parent and infant observation, breast/chest or nipple assessment when appropriate, infant oral/feeding observation, education, care planning, and coordination with other providers when authorized.
Scope And Limitations
Lactation care does not replace medical care from a physician, midwife, pediatrician, mental health provider, or emergency service. Medical concerns may require referral or urgent evaluation.
Risks / Benefits / Alternatives
	Practice may customize benefits, risks, limitations, and alternatives language
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________


Acknowledgement
I understand I may ask questions, decline any part of care, request referral options, or stop services at any time.
	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.
Page 
