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DATE OF SERVICE

OFFICE PATIENTHOME TELEHEALTH

MOTHERS NAME:

PHONE: MOM’S DOB:

BIO

PATIENT ADDRESS:

TRAVEL FEE:

EMAIL:

BABY'S NAME:

BOY GIRL BABY # DOB

BIRTH WEIGHT: PEDIATRICIAN:

BABY

PREVIOUS WEIGHT: OBGYN:

PRE-FEED WEIGHT: BABY’S AGE TODAY

AFTER FEED WEIGHT:

INTAKE VOLUME: GESTATIONAL AGE IN WEEKS

ADDITIONAL SUPPLEMENT:

# POOPY DIAPERS / 24 HOURS: # WET DIAPERS / 24 HOURS:

HOME BIRTH? PROVIDE MIDWIFE NAME

HOSPITAL BIRTH? PROVIDE HOSPITAL NAME

BIRTH (circle): vaginal c-section antibiotics induction hemorrhage epidural pitocin

Other Information:

Medications Given During Birth:

MOM’S HEALTH HISTORY (circle):  thyroid problems — smoker breast surgery  allergies diabetes depression infertility

BIRTH

Other:

HERBS AND MEDICATIONS:

NUMBER OF OTHER CHILDREN: NUMBER OF CHILDREN BREASTFED:

PAST BREASTFEEDING PROBLEMS?

DID THE BABY RECEIVE A VITAMIN K INJECTION AT BIRTH?  YES NO

SUSAN BREMMER, IBCLC 2025



MOTHERS NAME:

Page 2

Breastfed

WORK OR CELL PHONE:

Q: PARTNER'S NAME:

E ALLERGIES:

E QUESTIONS OR CONCERNS:
a

Reason for appointment:

SUSAN BREMMER, IBCLC 2025



