PRESCRIPTION FORM FOR PASTEURIZED DONOR HUMAN MILK (PDHM) 
Healthcare providers: You can use your own prescription forms. Please include all the information listed below. 
BABY’S NAME: _____________________________________ DOB: ____________________   
Today’s date: _____________ 
Please provide ad lib amounts of PDHM for  	________ weeks (1 to 4) 	 	 	 	 	  	 	 	          	 	________ months (1 to 12) For the following reasons: 
	___ Prematurity 	 	 
	___ Cleft Lip/Palate 
	___ Hypoglycemia 

	___ Low Milk Supply 	 
	___ Adopted Child  
	___ Frenulum Restriction 

	___ Weight Loss 	 	 
	___ Multiple Gestation 
	___ Hyperbilirubinemia 

	___ Maternal Health Complications  
	___ Failure to Thrive 
	___ GI Issues/Feeding Intolerance 	 


___ SGA/IUGR 	 	 	___Other________________________________________ 
Provide details here: _______________________________________________________________ 
________________________________________________________________________________ 
Provider: 
Signature: _____________________________________________________________________ 
Name: ________________________________________________________________________ 
Phone number: _________________________________________________________________ 
Practice Name or Hospital: ________________________________________________________ 
Address: ______________________________________________________________________ 
 	______________________________________________________________________ 
Please fax prescription to:  
Cynthia Cohen, Director of Client Relations, Mothers’ Milk Bank Northeast, Fax: 617-527-1005 
For questions or concerns, call Cynthia at 617-340-3497 or email at cynthia@milkbankne.org. 
Parents/Guardians: 
Name: ___________________________________________________________________________ 
Address: _________________________________________________________________________ 
Phone: __________________________________________________________________________ 
Email: ___________________________________________________________________________ 
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