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Mama Bear & Infant Care, LLC  

Consent for Lactation Consultation 

Mother Name: Mother Date of Birth: 

Mobile Phone: E-mail: 

OB/Midwife/Physician Name & Practice: OB/Midwife/Physician Phone #: 

Infant Name: Infant Date of Birth: 

Pediatrician Name & Practice: Pediatrician Phone Number: 

Referring Provider: Referring Provider Phone #: 

 

I hereby request and consent for myself and my baby to be treated for breastfeeding problems/concerns, 

help to reach my breastfeeding goals, or prenatal/childbirth/babywearing education. The provider, Sara 

Grawe, MSN, RN, IBCLC, is a licensed Registered Nurse in the Commonwealth of Virginia (and all 

states within the Nursing Licensure Compact) and an International Board Certified Lactation Consultant. 

All care provided will be within the scope of practice of an RN and/or IBCLC. 

This consent is for in-person visits, phone conversations, telehealth (secure, recorded video) 

conversations, and any information communicated via the electronic health record, e-mail, mobile 

phone, fax, SMS text messages, the business website, and/or private social media. I understand that 

electronic/cellular forms of communication may not be encrypted or secure. 

I understand that a care plan (which may be written or oral) will be developed to help address any 

breastfeeding concerns. The client and provider each have responsibilities in this plan. Resolution of a 

breastfeeding problem often takes days or weeks and may require adjustments to the original care plan 

on an ad hoc basis. 

I understand that a lactation consultation may involve, without limitation: 

• Touching my breasts and/or nipples for the purposes of assessment 

• Observation of breastfeeding and suggestions to enhance latch or position 

• Observation of hand expressing or pumping 

• Inserting gloved fingers into my baby’s mouth to assess suck or anatomy 

• Touching, holding, or adjusting the position of my baby 

• Demonstration and use of equipment or supplies that may be recommended 

• Demonstration of techniques designed to improve breastfeeding 

 

I understand a follow-up visit is sometimes necessary. I understand that breastfeeding supplies and/or 

breast pumps may be recommended as effective management of specific situations. 
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Client Name:____________________ 

I understand that I am responsible for informing my provider of changes I feel are necessary for my care 

plan at the time of the visit or during follow-up communications. I understand it is my responsibility to 

contact my provider with progress reports, questions, or concerns. I can reach my provider via secure 

messaging over the patient portal of the electronic health record, text or call (571-551-1425), or e-

mail (sara@mamabearinfantcare.com). In the event of an emergency, I will call 911 and/or my 

physician for health emergencies. 

I understand that my provider will protect the confidentiality of my personal health information as 

required by Health Insurance Portability and Accountability Act (“HIPAA”) and Virginia law. I 

have received a copy of the provider’s Notice of Privacy Practices and understand it is available on 

the provider’s website at https://www.mamabearinfantcare.com/. 

I understand that I have the option to provide or withhold consent for my provider to use clinical 

information, photos, and/or video obtained during our sessions for use in articles, education, or case or 

research studies. If I choose to participate, I will complete a HIPAA authorization form authorizing my 

provider to use and share my protected health information for these purposes. I understand that in all 

cases my provider will only use my protected health information in accordance with HIPAA and Virginia 

law.  

I understand any change from my physician’s recommendations should be discussed with my or my 

infant’s physician. Health care issues of a medical nature must be discussed with my or my infant’s 

primary care physician. Lactation consultation and education does not replace medical care by your 

physician. 

I authorize the provider to release any information acquired in the evaluation and/or management 

of myself and/or my child to our health care providers and referring physician/provider (listed on first 

page of consent form). I understand the provider may contact my physician or my child’s physician if the 

provider feels it is necessary to consult with the physician. 

I authorize the provider to contact my and/or my child’s third party insurer to verify eligibility for benefits 

and to seek payment for services rendered. I understand that, while my provider may work with my 

insurer to seek reimbursement on my behalf, payment for services rendered is ultimately my 

responsibility. Full payment is due at the conclusion of each consultation if my insurance company is out 

of network with the lactation provider or if I do not have insurance.  If my service is not covered by my 

insurer, I am responsible for total payment to provider. I also understand refunds for services are not 

provided. 

By signing below, I acknowledge that I have read this form and I have been informed of the risks, 

side effects, benefits, alternatives, and my right to refuse or withdraw consent at any time. I further 

have had an opportunity to ask questions and address concerns involving the services. 

____________________________________ Date: __________________ 

Sign here to consent to the statements above 

____________________________________ Date: __________________ 

Reviewed with client 

https://www.mamabearinfantcare.com/

