
Mother’s Name:  Mother’s DOB: 

Infant’s Name: __________________________________ 

Address (location for home visit): Street:  __ 

Infant’s DOB:  __    ________ 

___________________________ 

City:    Zip: 

Phone (preferred):  (alternate):  

Primary language:   English Spanish Other: 

Referred by:    Phone: 

 Agency:    FAX:  ____________________ 

Wake Co WIC breastfeeding (BF) support is available to pregnant & breastfeeding mothers enrolled in the Wake Co WIC 

Program.  Women referred but not enrolled in WIC are called and provided information on enrolling in the program to 

receive BF support, including contacts by phone, in WIC clinic, or postpartum home visits by appointment.   

WIC BF support is targeted to a mother’s current situation; the most effective support may be information or techniques 

not requiring a pump. Determination for pump issuance requires postpartum assessment by qualified WIC staff to assess 

current breastfeeding status. Pump issuance includes required teaching on pump assembly, use, cleaning, & 

troubleshooting; pumped milk storage guidelines; & other relevant aspects.  Mothers may self-refer for breastfeeding 
support by calling the WIC Breastfeeding Warmline at (919) 250-1213.

 This space only for WCHS WIC staff: 

 F# ____________________________ 

 LOA date:  _____________________ 

Reason(s) for Referral:   ____ Engorgement     ____ Poor Latch     ____Difficulty Positioning      ____ Nipple Pain 

Late term/Premie, born at ______ weeks EGA, date will  D/C from NICU: _____________          ____ SGA/LBW     

_____ Return to Work/School     _____ Teen/1st time breastfeeding    

Other / Additional Information: 

 WIC Staff only: 

  Date Received_____________   Assigned to: BFPC _______________   IBCLC _________    WIC office/WIC appt_______ 

+ 
Date  

Wake County WIC 
Postpartum Breastfeeding 

Support Referral 
Fax to (919) 743-4867 

Fax completed referral to (919)743-4867 
for help in making a referral call (919)250-1288 or (919) 280-3663

8.1.2025 

Date of Referral: _________________

This institution is an equal opportunity provider.
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