Parent Only Follow-Up Visit Note
Parent Only Follow-Up Visit
Follow-up note for parent-only lactation consultation
* Required fields  |  Use this note when follow-up occurs with the parent/caregiver without direct infant observation.
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
______________________________________________________________________


Progress and Current Concerns
	Progress since last visit *
Changes since prior parent-only or full lactation visit; note follow-through with previous plan.
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________



	Current concerns
Ongoing or new questions about feeding, pumping, supply, pain, bottle feeding, or next steps.
______________________________________________________________________
______________________________________________________________________



Parent Reported Updates
	Milk supply update
Perceived supply, engorgement, plugged ducts, mastitis symptoms, timing, supply goals.
______________________________________________________________________
______________________________________________________________________
	Pumping output update
Frequency, duration, settings, output patterns, flange comfort, storage/cleaning questions.
______________________________________________________________________
______________________________________________________________________

	Pain / comfort update
Nipple, breast/chest, pumping, vasospasm, trauma, infection signs, comfort strategies tried.
______________________________________________________________________
______________________________________________________________________
	Current feeding method
Parent-reported feeding/pumping/bottle routine and supplement use.
______________________________________________________________________
______________________________________________________________________


Education / Coaching Provided
	☐ Previous plan reviewed
☐ Feeding plan adjusted
☐ Supply guidance reviewed
☐ Pumping plan adjusted
☐ Flange comfort reviewed
	☐ Bottle-feeding strategy
☐ Pain/comfort care reviewed
☐ Warning signs reviewed
☐ Referral needs discussed
☐ Support resources provided



Assessment and Plan
	Assessment *
Updated impression based on parent report; note limits of parent-only assessment.
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________



	Plan / Recommendations *
Specific parent-facing next steps for feeding, pumping, supply, comfort, referrals, and monitoring.
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________



	Follow-up recommendation
Timing, visit type, need for infant observation/weighted feed, provider referral, or phone check.
______________________________________________________________________
______________________________________________________________________



	Additional notes
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________



Sign-Off
	Provider signature / credentials
______________________________________________________________________
	Date finalized
______________________________________________________________________
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