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BREASTFEEDING QUESTIONNAIRE 

MOTHER’S NAME_______________________________________       DOB_________ 

INFANT’S NAME________________________________________   DOB_________  

INFANT’S PHYSICIAN____________________________________  PHYSICIAN’S NUMBER_________________ 

FATHER’S NAME_______________________________________ OCCUPATION ________________________ 

REASON(s) FOR VISIT (in order of priority): 

1. 
            

2. 
  

3. 
       

CURRENT MEDICAL AND BIRTH HISTORY 

BIRTH WEIGHT___________   DISCHARGE WEIGHT__________    LOWEST WEIGHT/DATE__________ 

PLACE OF BIRTH___________________ GESTATIONAL AGE AT BIRTH _______weeks 

 

Type of Delivery:   Vaginal   Emergency C-Section   Planned C-Section 

Labor:    _____ hours  Pushing time: _______  Apgars: _____/______ 

 

Did you have any of the following with this pregnancy? Please check all that apply: 

 Fertility treatment  Gestational Diabetes   High Blood Pressure   Severe Nausea/Vomiting 

 Fever    Tobacco/Alcohol Use   Anemia    Urinary Tract Infection  

 Premature Labor  Bed rest  

 

Did you have any of the following during this labor/delivery? Please check all that apply: 

 Antibiotics   Epidural  Excessive Hemorrhaging  Infection  Posterior  Breech 

 Episiotomy   Forceps  Vacuum Extraction   Fever   3
rd

/4
th
 degree tear 

Drugs to:  Control High Blood Pressure   Control Pain   Induce or Speed Labor  

 

Did the baby have any of the following? Please check all that apply: 

Breathing difficulties   Low blood sugar   Meconium aspiration    Jaundice 

 

Does your baby have any known health problems?    No  Yes  Please specify: ________________________ 

Is your baby currently on any medications?      No  Yes  Please specify: ________________________ 

 

Are you currently taking any of the following? Please check all that apply:  

  Antacids    Antibiotics    Antihistamines   Aspirin   Cold remedies 

  Diuretics    Herbal Medicines   Laxatives    Pain Pills   Pre-natal Vitamins  

  Hormonal Birth Control     Other (please specify):  

 

BREASTFEEDING HISTORY 

In the last 24 hours how many times you have breastfed your baby (please check one)? 

  Less than 6 times    6-8 times    8-10 times   more than 12 times 

 

In the last 24 hours, how many wet diapers? ____ stools? ____ Stools bigger than a tablespoon?    Yes     No 

 

What is the longest the baby has gone between feedings? ________ daytime  __________nighttime 

How long does baby nurse at the breast? ________ Does baby nurse at 1 or both breasts per feeding? __________ 

 

Do you need to wake for feedings?    Yes    No 

Does baby seem content between feedings?    Yes    No 

Where does the baby sleep?      Own Room   Parent’s room  

And:         Basinet/co-sleeper  Crib  Parent’s bed 
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Has the baby been supplemented with:     nothing   water   formula   expressed breast milk 

If using supplements, how was the baby fed? _____________  How much? __________ How often? ____________ 

 

Have you used any of the following:  

  Nipple shield   Hand expression    Manual Pump    Electric Pump, type   ___________ 

Are you using a pacifier?    Yes     No  If so, approximately how many hours per day? ___________ 

 

Did you notice breast changes during pregnancy?   Yes   No 

Have you had breast surgery?      Yes   No If so, what type? ___________________________________ 

 

Prior Breastfeeding Experience:   Yes     No    Ages at weaning:___________ Who initiated weaning?________ 

 

Past Breastfeeding Issues (explain): 

 

 

BREASTFEEDING GOALS 

Will you be returning to work?   Yes    No  When the baby is how old?______________________ 

 

Do you feel supported in your breastfeeding efforts?    Yes    No    Sometimes 

 

What are your breastfeeding goals? 

 

 

PYSCHOLOGICAL WELL-BEING 
As you have recently had a baby, we would like to know how you are feeling. Please UNDERLINE the answer which comes closest 

to how you have felt IN THE PAST 7 DAYS, not just how you feel today. 

1. I have been able to laugh and see the funny side of  things 

         □    As much as I always could 

         □    Not quite so much now 

         □    Definitely not so much now 

         □    Not at all 

*6. Things have been getting on top of me 

            □   Yes, most of the time I haven’t been able to cope at all 

            □   Yes, sometimes I haven’t been coping as well as usual 

            □   No, most of the time I have coped quite well 

            □   No, have been coping as well as ever 

2. I have looked forward with enjoyment to things 

         □    As much as I ever did 

         □    Rather less than I used to 

         □    Definitely less than I used to 

         □    Hardly at all 

*7. I have been so unhappy that I have had difficulty sleeping 

            □   Yes, most of the time 

            □   Yes, sometimes 

            □   Not very often 

            □   No, not at all 

*3 .I have blamed myself unnecessarily when things went wrong 

         □    Yes, most of the time 

         □    Yes, some of the time 

         □    Not very often 

         □    No, never 

*8. I have felt sad or miserable 

            □   Yes, most of the time 

            □   Yes, quite often 

            □   Not very often 

            □   No, not at all 

4. I have been anxious or worried for no good reason 

         □    No, not at all 

         □    Hardly ever 

         □    Yes, sometimes 

         □    Yes, very often 

*9.  I have been so unhappy that I have been crying 

            □  Yes, most of the time 

            □  Yes, quite often 

            □  Only occasionally 

            □   No, never 

*5. I have felt scared or panicky for no very good  reason 

         □    Yes, quite a lot 

         □    Yes, sometimes 

         □    No, not much 

         □    No, not at all 

*10. The thought of harming myself has occurred to me 

            □   Yes, quite often 

            □   Sometimes 

            □   Hardly ever 

            □   Never 

 
EDINBURGH POSTNATAL DEPRESSION SCALE (EPDS), J. L. Cox, J.M. Holden, R. Sagovsky, From: British Journal of Psychiatry (1987), 150, 782-786.  

 


