North County Health Services WIC

Postpartum Breastfeeding Education & Support
 Contact Form

Contact Date________________ Verbal Consent Given:   Yes/No            Phone #_________________

WIC ID______________________________________          English/Spanish      Ethnicity:_______________
Mother’s Name__________________________________________________EDC________________________
Baby’s Name_______________________________________DOB_____________________________________
Baby’s Age:____________________Birth Weight______________________Length_______________________
Baby’s Current Weight/Height:_________________________________date:_____________________________

Does the mother or baby have any health problems?  If yes, explain:_____________________________________

____________________________________________________________________________________________
Is the mother or baby taking any medications?  If yes, what type/why?____________________________________
____________________________________________________________________________________________
Breastfed before? _____Yes _____No          How many children?________________________________________

 How long?_________________________ _Reason for quitting?________________________________________

How is breastfeeding going?   ______Good  ______Fair  ______Poor  ______Not Breastfeeding/Why?*

Has your milk come in? ________Yes  ________No

How often are you breastfeeding?   Day: every____________hrs.   Night: every___________hrs.

Can you hear baby swallowing? _____Yes  _____No      Who ends the feeding? _____Mom _____Baby

Are your breasts softer after a feeding than when you started? ________Yes  _______No

How many diapers used?  Day: Wet________ Soiled_______   Night: Wet______ Soiled_____

Are you giving your baby any supplements?  ________Yes  ________No   

If yes, what are you giving your baby?______________________________________________________________

How many bottles/ounces per day?_________________________________________________________________

_____________________________________________________________________________________________
Chief breastfeeding concern/Comments:_____________________________________________________________

_____________________________________________________________________________________________
Can we call you again?  ________Yes  ________No

Education:

_____Engorgement   _____Sore Nipples  _____Milk Supply  _____Positioning  

_____Frequency/duration of feeds  _____Feeding Cues  _____Growth Spurts  _____Supplements  _____Formula Prep   _____Normal Wt loss/gain    _____# of diapers/color   _____Pumping/Storage

Other___________________________________________________________________________________

Referral made to:__________________________________________________________________________

*If not breastfeeding now, how long did you breastfeed?  ________________________________

Why did you quit?  _____________________________________________________________

Did you attend a prenatal breastfeeding class?  ________Yes  ________No   

Delivered at:______________________  Type of Delivery: Vaginal/C-section       Length of Labor:__________hrs.  
Anesthesia/Medications used:______________________________________________________
Prenatal Care Clinic:_______________________OB MD_______________________________

Pediatrician____________________________Primary Care Clinic:_______________________

Postpartum Breastfeeding Education & Support

Follow-up Form
Follow-up Call Date/s:_____________________________________Phone #______________________

WIC ID___________________________________________ English/Spanish  Ethnicity:____________

Mother’s Name_____________________________________ EDC______________________________
Baby’s Age:_________________Current Weight/Length___________________Date_____________

How is breastfeeding going?   ______Good  ______Fair  ______Poor  ______Not Breastfeeding

How often are you breastfeeding?   Day: every____________hrs.   Night: every___________hrs.

Who ends the feeding? _____Mom _____Baby

How many diapers used?  Day: Wet________ Soiled_______   Night: Wet______ Soiled_____

Can you hear baby swallowing? _______Yes  ________No

Are your breasts softer after a feeding than when you started? ________Yes  _______No

Are you giving your baby any supplements?  ________Yes  ________No
If yes, what are you giving your baby?______________________________________________________
How many bottles/ounces per day?________________________________________________________

Education:

_____Engorgement   _____Sore Nipples  _____Milk Supply  _____Positioning  

_____Frequency/duration of feeds  _____Feeding Cues  _____Growth Spurts  _____Supplements  _____Formula Prep   _____Normal Wt loss/gain    _____# of diapers/color   _____Pumping/Storage

Other________________________________________________________________________________

Referral made to:  ____________________________________________________________________________________

Chief breastfeeding concern/Comments:____________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________________
Breastfeeding Study Control Group

WIC ID ____________________________ Mom’s Name______________________________

Infant name:______________________________ DOB:__________________

Ethnicity:_________________________________Clinic:__________________
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