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Love and Lactation, LLC 

Consent Form 
I understand that a lactation consultation includes visual and physical assessment of the mother’s breasts as well as 
visual and physical assessment of the infant’s mouth in relation to breastfeeding, observation of the mother and 
infant nursing, analysis of the breastfeeding situation, demonstration of techniques for improving breastfeeding, the 
use of breastfeeding equipment, breast massage in the event of engorgement, and a personalized care plan. 
Considering this, I give permission for the lactation consultant (IBCLC) to do all of the above. I understand that I 
have the right to refuse any or all specific techniques suggested, equipment 
to assist or remedy breastfeeding problems, and/or all recommended actions. 

I understand that regular electronic/cellular telephone forms of communication may not be fully encrypted, such as 
e-mail, mobile phone, fax, or SMS text messages. I have the option to choose unlimited secure text messaging and 
file transfer via a HIPAA compliant application (Spruce) used by the IBCLC so that my personal information is 
protected. The patient is guaranteed two weeks of communication after consultations, but may continue if 
boundaries are respected as defined by the IBCLC. If Spruce messaging is declined, communication may not be 
secure.

I understand that all information regarding this consultation will be reported to my physician as well as my 
child(ren)’s physician. I give my permission for information about this and all additional consultations with the 
IBCLC to be sent to my attending physician(s)/health care provider(s). I give my consent for the IBCLC to use 
clinical information and any photographs (if consented to below) obtained during our sessions in order to confer 
with other health care providers for educational purposes and to further provide appropriate care. Neither I, nor my 
child(ren), will be identified in any way, but aspects of my situation may be described and discussed. 

I understand that I am responsible for informing the IBCLC of changes that I feel are necessary in the care plan at 
the time of the visit or during the course of follow-up communications. I understand it is my responsibility to 
contact the IBCLC with progress reports, questions, or concerns. 

I understand that the consultation will be cancelled if anyone in my home has symptoms of any infectious illness; 
and the IBCLC will inform me if she has any symptoms of any infectious illness for me to decide if the consultation 
will be cancelled. I understand that the IBCLC takes appropriate measures to minimize risk of illness transmission 
including hand washing upon arrival and departure and use of gloves during exam, but illness can still be 
unknowingly transmitted. In the event of an epidemic or pandemic, the IBCLC will not wear a face mask by default 
if the illness-causing microbe has been shown to breach face masks, but she will wear a face mask at my request.

I understand that payment is due at the time that services are rendered, and payment for services are nonrefundable. 
I understand a partial or follow-up consult is sometimes necessary for optimal results. I give my permission for 
information to be released to my insurance company to assist in reimbursement. In the event that I wish to cancel 
my appointment, I understand that I must provide a 24 hour notice prior to the time and day of my original 
appointment.  

I understand that for this lactation consultation and all follow-up consults, the IBCLC will protect the privacy of my 
personal health information as required by the Code of Ethics of the International Board of Lactation Consultant 
Examiners, the Standards of Practice of the International Lactation Consultant Association, and HIPAA. 

____ (Optional) I give permission to the lactation consultant to photograph or videotape myself and/or my infant(s).
I acknowledge that these images belong to the lactation consultant and that she intends to use these images solely 
for learning purposes, the promotion of breastfeeding and lactation counseling.  
*I have received an online copy of this provider’s Notice of Privacy Practices.
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