
UNC Lactation Service     Date___________________ 

IBCLC / Clinical Impression & Recommendations   

    

 
Mother Baby 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Name: _________________________________________ 

DOB: __________________________________________ 

Chart # _________________________________________ 

 Maternal Primary Problem (general)  

 

 Pain    Milk Production  Latch issues  

 Other_____________________________________________ 

 

Primary Problem (specific) 

 Bacterial Infection  Breast Hypoplasia 

 Candida  Dermatitis 

 Engorgement  Functional Pain 

 Hypogalactia  Low Thyroid 

 Mastitis  Nipple Trauma 

 Overactive Letdown  Plugged Duct / Pore 

 Hypergalactia  Vasospasm 

 Prolactin Deficiency  

 Other__________________________________________________ 

Contributing Factors  Yes  No 

 Positive EPDS 

 History of Breast Surgery_________________________________ 

 Equipment Use _________________________________________ 

 Complications from Birth _________________________________ 

 Nipple / Breast  Anatomy ________________________________ 

Other________________ __________________________________ 

 

Name: ______________________________________________ 

MR#_______________________________________________ 

DOB___________________________________________
____ 

Child Primary Problem (general)  

 

 Poor Weight Gain    Dysfunctional Suck 

  Other______________________________________________ 

 

Primary Problem (specific) 

 Ankyloglossia  Dehydration 

 High Tone  Jaundice 

 GI Distress  Inadequate breast milk intake 

 Late Preterm  Low Tone 

 Micrognathia  Oral Candida 

 Maxillary Asymmetry  Preterm 

 Reflux  Torticollis 

 Other__________________________________________________ 

 

Contributing Factors  Yes  No 

 Congenital / Genetic Anomaly 

 Equipment Use _________________________________________ 

 Complications from Birth _________________________________ 

 Infant Anatomy _________________________________________ 

 Other__________________________________________________ 
 

Supportive Care   Yes  No 

 Acetaminophen (dosing)_________________________________ 

 Aquaphor or petrolatum to nipples after every feed 

 Blocked pore reduced in office 

 Breast massage (instr)___________________________________ 

 Cabbage leaves  / cool packs (instr)____________________ 

 Engorgement reduced in office 

 Dietary changes (specific)_______________________________ 

 Hand expression 

 Hand placement during feeding (specify)____________________ 

 Heating pad to breast x 5 minutes after every feed 

 Herbal supplement:   Blessed Thistle Fenugreek Lecithin 

                                        Malunggay  Mother’s Milk Special Blend 

                                        Phytolacca   Probiotics  Alfalfa       

                                        Other (specify)___________________ 

      Dosing_______________________________________________ 

 Ibuprofen (dosing)______________________________________ 

 Length of feeding _______________________________________ 

 Maternal Position Changes_______________________________ 

  Reverse Pressure Softening 

 Other__________________________________________________ 

 

Supportive Care   Yes  No 

 Bottle Feeding Instruction:  Paced   Other ______________________ 

 Cheek Compression during feeding 

 Chin support during feeding  

 Dietary changes (specify)___________________________________ 

 Herbal or OTC treatments (specify)___________________________ 
 Infant massage focusing on ______________________________ 

_____________________________________________________ 

 Oral exercises:  Tongue compression  Massage of TMJ   

        Stretch frenulum  Other (specify)________________________ 

__________________________________________________________ 

 Position at breast________________________________________  

 Probiotics______________________________________________ 

 Suck training (teach vacuum) with:  Bottle  Breast   Finger    

                                                                Nipples Shield   Pacifier 

 Supplement with: Mother’s own milk  Banked milk Formula 

      Supplement with: Bottle (type / brand)____________________ 

                                   Cup Dental syringe Finger feeding 

                                   Spoon Syringe feeder 

                                   Supplmental nursing system single 

                                   Supplemental nursing system double 

Volume ______________    Frequency_______________________ 

Other Instructions 

______________________________________________________ 

 Other__________________________________________________ 

 



UNC Lactation Service     Date___________________ 

IBCLC / Clinical Impression & Recommendations   

    

 
Mother Baby 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Comments_________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________ 

 

Equipment Recommendations   Yes  No 

 Breast shells 

 Hydrogels 

 Nipple shield  (size)_______________ 

 Nursing pillow________________________________________ 
 Pumping: Type___________________ Flange Size_________ 

                       Other instructions _____________________________ 

                       ____________________________________________ 

 Supplemental nursing system     Single Double 

 Other________________________________________________ 

 

Equipment Recommendations   Yes  No 

 Bili Blanket 

 Bottle_______________________________________________ 

 Pacifier______________________________________________ 

 Other________________________________________________ 

 

Referrals   Yes  No 

 Acupuncture__________________________________________ 

 Community support group_______________________________ 

 Dermatologist_________________________________________ 

 Post partum doula______________________________________ 

 PPD support group 

 Therapist:  Chris Raines (specify)    

                        Other_____________________________________ 

 Other________________________________________________ 
 

Referrals   Yes  No 

 

 Chiropractor_________________________________________ 

 Craniosacral therapist__________________________________ 

 ENT:  Laura Brown 

                 Other_______________________________________ 

 Frenotomy(provider)__________________________________ 

                        Referral 

                        In office 

 Physical therapist 

 Speech pathologist:    Joan Comrie  

                                          UNC 

                                          Other___________________________  

 Other_______________________________________________ 
 

Prescriptions   Yes  No 

 Antibiotic (specify) ____________________________________ 

 Antidepressant (specify) ________________________________ 

 Antifungal (specify) ___________________________________ 

 Dermatitis (specify) ___________________________________ 

 Galactogogue (specify) _________________________________ 

 Other (specify) _______________________________________ 

       

      Pharmacy name______________________________________ 

      Pharmacy address_____________________________________ 

      Pharmacy phone______________________________________ 

 

Prescriptions   Yes  No 

 Antifungal (specify) ___________________________________ 

 Reflux medication (specify) _____________________________ 

 Other (specify) _______________________________________ 

       

      Pharmacy name______________________________________ 

      Pharmacy address_____________________________________ 

      Pharmacy phone______________________________________ 

 

Tests Ordered   Yes  No 

 Ultrasound:        Breast Pelvic  

 BHCG 

 Milk culture (specify)____________________________________ 

 Nipple culture (specify)__________________________________ 

 Prolactin level __________________________________________ 

 Thyroid function test_____________________________________ 

 Other__________________________________________________ 

 

Tests Ordered  Yes  No 

 Serum Bilirubin 

 Transcutaneous bilirubin 

 Other _______________________________________________ 

 

I saw these patients face-to-face and agree with the plan of care. 

MD_______________________________________________________________________________________________________________________ 
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