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                       CONSENT FORM
Name                                                                                         Date                               OV, HoV, HV

Address                                                                             Referred by   _____________________                                    
                                                                                          Phone  __________________________                                               
Infant (1)                                  Date of birth             Birth wt          D/C wt          Current wt____              
Infant (2)                                  Date of birth            Birth wt           D/C wt          Current wt ____
Other children   Yes / No             How many? _______Ages ________                                                                                                                                              
Obstetrician                                                                                      Phone ___________________                                    
Address _______________________________________________________________________

Pediatrician                                                                                      Phone ____________________                                     
Address __________________________________________________________________________                                                                                                                                                         
Description of Concern: ______________________________________________________


I am requesting a breastfeeding consultation with an International Board Certified Lactation Consultant for myself and my infant(s).  The consultation will include but not be limited to a visual examination and manual palpation of my breasts as well as an examination of my infant’s mouth and sucking patterns and an observation of a breastfeeding session.


While the advice given by Lactation Consultants is effective in most instances, I understand that these recommendations may not completely remedy or prevent adverse symptoms.  The success depends, in large part, on my follow-through with the recommendations.  I understand that my physician is my primary health care provider and that he/she is responsible for the overall care of my infant(s).  I will receive written recommendations at the end of this visit.  A copy of the recommendations will be sent to my physician for his/her information.


Charges for this consultation will be $______ for the initial visit (of approximately 1 ½ to 2 hours); follow-up as requested.  I give permission for information to be released to my health insurance company in the evaluation of claims for reimbursement for this consultation.
_____________________________________        
____________________________
         Client                                       Date                         
Lactation Consultant               Date 
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