Pat Lindsey, IBCLC - Lactation Services
Registered, Board Certified Lactation Consultant
210 Lookout Place, Maitland, FL 32751

1-888-PER-BABY www.patlc.com

PATIENT INFORMATION NPI # 123456789 TAX ID # 20-9999999 © 2002 Pat Lindsey, IBCLC rev 05/2007
PATIENT'S LAST NAME FIRST INITIAL PT'S BIRTHDATE ’#\J\-I%/I,’\-‘I-.E RELATIONSHIP TO SUBSCRIBER
| FEMALE
ADDRESS CITY STATE ZIP REFERRING PHYSICIAN
PHONE SUBSCRIBER INSURANCE CARRIER
ADDRESS - IF DIFFERENT CITY STATE ZIP INS. ID COVERAGE CODE GROUP
i LACTATION I ] ILLNESS DATE SYMPTOMS APPEARED: OTHER HEATH COVERAGE? YES | | NO | | IDENTIFY:
{_ ACCIDENT [ | PREGNANCY
|| INDUSTRIAL
[ASSIGNMENT. | hereby assign my insurance benefits to be paid directly to the undersigned health care RELEASE: | authorize the undersigned health care provider to release any
provider. | am financially responsibte for non-covered services. information acquired in the course of my examination or treatment.
SIGNED: {insured or SIGNED: (Insured or
Authorized Person) Date: Authorized Person) Date:
AB O PP P oD
30min} GEBgg 15miny Hx Evaluation and Management BREAST PUMPS
45min a 25miry Hx Evatuation and Management Breast Pump Collection Kit  Lactina - Symphony - Elite
60min 40miny Hx Evaluation and Management Pump in Style Advanced - Freeslyle
AB O Purely Yours Basic - Carry Al - Backpack
30min] GEER 25min Hx Evaluation and Management Nurture 11l with case - w/out case
45min 40miny Hx Evaluation and Management Mini-Electric -  Swing
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AB OSPITA SUPPLEMENTAL NURSING SYSTEM Starter - Reguiar
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Newborn-Physiologic PRIMARY DX Associated with childbirth
Newborn-Premature SECONDARY DX Postpartum Moderate/Severe
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ING PR SECONDARY DX Breast-Abscess/Postpartum

Abnormal Weight Loss
Dehydration Newborn

Calic

Nonpuruient/Infection/Postpartum
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Failure to Gain Weight Excessive Crying of Infant
Newborn Feeding Problem (<28 days) Sleep Disturbances Infant Cracked/Fissured ADOPTION v81.29
Breast Refusal Dermatitis Contact
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Regurgitation of food DERMAT TION 4 MOTHER DIA !
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SUCKING PROBLEMS Microglossia(V12.40) Galactorreah _ NO RETURNS OR
Teething Syndrone Unspecific Disorder of Lactation EXCHANGES
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