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Breastfeeding Center for Greater Washington 2141 K Street NW Washington, DC 20037   (202) 293-5182
	                                                                                                                                                                   PATIENT INTAKE 
Full Name (Mother)_______________________________________  Partner’s/Husband’s Name__________________________________________ 

(Baby)________________________________________(Baby’s DOB or due date)___________________
Address_____________________________________________________ Apt______ City_____________________ State________ zip_________________

Phone ____________________________ Mobile/Work ___________________________    Email ____________________________________________

 (The Center maintains a client distribution list for breastfeeding updates.  We will not share your information.) 

Obstetrician/ city_______________________________ ______                                Pediatrician/ city ________________________ ____________________ 

Hospital of birth_____________________             How did you learn about The Breastfeeding Center? ____________________________________________

Returning to Work/ When? __________ __      Occupation /Employer ___________________________________________________

Long –term breastfeeding plans? _________   Do you have previous breastfeeding experience?__________________  
Who is/ are your support Person(s)?____________________


	CONSENT FOR LACTATION CONSULTATION:  I request a breastfeeding consultation.  The consultation may include but is not limited to a visual and physical examination of my breasts, my baby’s mouth, and breastfeeding.  I understand that the advice, educational information, and/or breastfeeding equipment supplied by the lactation consultant is to help me to successfully breastfeed my baby, and that my physician/ health care provider provides the overall medical care for baby / myself.  My health care provider will be given a summary of our consultation.  I understand that much of the success will be related to my ability to follow through with the instructions provided.  Charges are paid at time of visit.                                                                                                                                                                                                            

                              _____ (Initial) I am aware and understand the Notice of Privacy Practices of Lactation Consultant found on clipboard.   

                                        _____ (Initial) I agree to have my picture taken for education of medical professionals.   

Client’s signature ____________________________________________       Date __________    
CHARGES ARE PAID AT TIME OF VISIT

*Please communicate your priorities so we can best assist you. * 

Optional equipment: Breastfeeding accessories may be recommended by the lactation consultant to facilitate your progress and are optional.

Please call the Breastfeeding Center for questions about consultation fees. 

Optional equipment: Breastfeeding accessories may be recommended by the lactation consultant to facilitate your progress and are optional. 

* Please remember that payment is your obligation. To file insurance claims complete the insurance information section and forward to your insurance carrier.  Include additional receipts, your own insurance carrier’s claim form and physician request for lactation consultation.    



	The International Board Certified Lactation Consultant (IBCLC) you will meet with is specialist in lactation management.  The IBCLC credential is widely recognized as the gold standard in breastfeeding expertise.  The IBCLC s at The Breastfeeding Center for Greater Washington also has additional qualification of several years experience in breastfeeding assistance and skilled technical management of lactation-related problems.  With a focus on preventative health care, we use a problem solving approach to provide appropriate information, recommendations and referrals.   We value your input and involve you in the decision-making.

Follow-up is especially helpful.  A follow-up appointment may be recommended to evaluate your progress and modify or reinforce the plan.  Additional breastfeeding support is available during our free classes (see class calendar).  While private assistance is not offered during that time, the information and encouragement offered during the class can be an important factor in breastfeeding success.  The class includes a baby weight check, and there is no charge or registration to attend.

	What is your reason for the consult or your main concern(s)?  ___________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


