Breastfeeding Home Visit Services, LLC

Dana A. Schmidt, RN, IBCLC, CLE

Phone (203) 687-1075
Fax (203) 483-3149

dana@cradlehold.net
www.cradlehold.net

Date: ​​​​​​​​​​​​​​​​​_______________________

Mother’s Name ________________________________

Patient Name __________________________
DOB ___________________________

Patient Address, City, State:______________________________________Phone # _________________
Referral for Lactation Visit
Mother:






Baby
( )
Sore Nipples





( ) Breast Refusal
( )
Engorgement





( ) Latch Difficulties

( )
Breast Infection (management care)


( ) Slow Weight Gain

( )
Low Milk Supply




( ) Mismanagement of Feeding

( )
Flat or Inverted Nipples




( ) Prematurity

( )
Breast Pain





( ) Thrush

( )
Nipple Thrush





( ) Colic

( ) 
Relactation





( ) Reflux

( )
Induced Lactation




( ) Tongue Tie

( )
Other:________________________________

( ) Other: ___________________

Equipment or Supplies
Equipment/Supplies Prescribed  ( ) Hygiea Endeare Double Electric Breast Pump
Reason the Equipment/Supplies is medically Necessary:  ( ) Lactation, Unspecified
Quantity Dispensed ___1 Unit___
Refills None

Numeric ICD9-code(s)
 676.84 Other specified disorders of lactation
X______________________________________
________________________________
Physicians Signature (No Stamp Please)

Date Signed

________________________________________
________________________________

Physician’s Name (Printed or Typed)


Physician’s NPI
________________________________________
________________________________

Physician’s Address, City, State



Physician’s Phone Number

