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Intake Information
Mother’s Name ______________________________________ Age____________  
Address ______________________________________________________________      
Telephone ________________ Cell ______________ Email ____________________

Infant’s Name_________________________________________ Age_____________

DOB ______ Place of Birth ______________________ Delivery type _____________

Birth Weight_________________ Present weight _______________ Date_________
Number of feedings in the last 24 Hrs________________
Number of wet diapers in the last 24 Hrs _______Number of stools 24 Hrs __________ 

Pediatrician: ________________________________ Baby’s last visit?_____________ 
Any known Illness or Health problems(s) with baby? ___________________________________________________________________
Are you supplementing? ______ Expressed milk _____ Formula ______ Type _______

How much in 24 hours? _________ Solid foods? _________  How much? ___________

Do you have a breast pump? ______ Type:  __________________________________
Mother’s Midwife or OB/GYN: ____________________________________________
Maternal Allergies: ___________________________________________________
Maternal Illnesses: _____________________________________________________
Maternal Medications? ___________________________________________________
Breast surgeries?  Type / Date? ____________________________________________
Describe the PROBLEM or Concern you have: ________________________________
____________________________________________________________________
Referred by:  _________________________________________________________
Credit Card # __ __ __ __ - __ __ __ __ - __ __ __ __ - __ __ __ __  
Three digits on back of Card___-___-___       Expiration date ____/____
Signature: __________________________________________ Date: _____________
