

Basking Babies Breastfeeding History Form
                                                                                                                                                                             Todays Date _______________
Mothers Name ________________________  DOB __________            Infants Name ____________________  DOB ___________ 
Briefly describe your breastfeeding concerns:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Do you have any of the following health issues? (circle)     Anemia        Allergy       Asthma         Diabetes      Thyroid Problems  Infertility       Depression       Eating Disorder       Yeast Infection      PCOS        Pituitary Problems       Premature Labor        Gestational Diabetes        High Blood Pressure       Fever 
Are you on any medications? _________________________________________________________________________________
Did you have any labor or birth complications? __________________________________________________________________
What type of birth did you have? _____________________________________________________________________________
How many weeks did you carry the baby? ______________________________________________________________________
Have you had any complications after the birth? _________________________________________________________________
Did the baby have any complications after birth? _________________________________________________________________
What is your breastfeeding goal? _____________________________________________________________________________
What changes did you experience with your breasts, during pregnancy and after birth? __________________________________
_________________________________________________________________________________________________________
Describe any breast or nipple discomfort you are having.___________________________________________________________
When did you begin having breastfeeding difficulties? ____________________________________________________________
Have you obtained any breastfeeding counsel or support? __________ If yes, from whom? ______________________________
Are you supplementing? ____________________________________________________________________________________
Are you pumping? __________  When? ______________  Why? ________________________ Type of pump ________________
How many times in 24 hours do you nurse your baby? ____________________________________________________________
How long do you normally feed? _______________________________ One or both breasts? _____________________________
Is your baby satisfied after feeding? ___________________________________________________________________________
How many wet diapers ___________ and stools ___________ in the last 24 hours? 
Please list baby’s birth weight and any other weights with age: _____________________________________________________ 
__________________________________________________________________________________________________________________________________________________________________________________________________________________
Any other information you care to share: _______________________________________________________________________
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