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To your knowledge, was Mom breastfed as a child? yes / no To your knowledge, was Dad breastfed as a child? yes / no 

Were there any difficulties with nursing? Were there any difficulties with nursing? 

Information about BABY: 

Please Select ALL that apply/applied for Baby: 

D Prolonged Nursing

D Incomplete Nursing

0 Baby Falls off the breast and sleeps, tires easily when eating

0 Baby sleeps with mouth open

0 Lip or tongue feels weak

0 Baby slides off the nipple

0 Chronic burping and/or gas

0 Distended or Bloated Belly

0 Signs of Reflux such as chronic spitting up or vomiting

D Signs of discomfort such as arching of back or clenching of the hands

0 Baby makes clicking noises while eating

0 Lip or tongue cycles through sucking and movement for a short time, then stops and repeats

0 Lip callus present (all of the time or just sometimes)

0 Milk leaks from the corners of mouth when eating

0 Fussiness (more than usual)

0 Gasping for air when eating

0 Gagging when eating

0 Supplementing with bottle to assist with proper feeding

0 Baby unable to hold pacifier

0 Constipation

0 None of the Above
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