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□ Help with latch on and positioning 

□ □ Rubber nipple preference

□
□

Sore nipples/breasts 

Breast infection/management 

care   Engorgement

Flat or inverted nipple(s) 

□ Low milk supply 

□ Working and breastfeeding

□ Nutrition and breastfeeding 
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□ Preterm infant

□ Sleepy baby 

□ Weight gain problems 
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Why did you choose to breastfeed your baby? 

Did any of your relatives breastfeed their babies? 

Did you have any prior breastfeeding education? 

Breastfeeding books'.l If yes, what are their names?     

Have you attened any breastfeeding classes? 

LaLeche League meetings? 

Nursing Mother's Meetings? 

Yes Or No 

Yes Or No 

Yes OrNo 

Yes Or No 

Yes OrNo 

Yes Or No 

_______________________________________________________




