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Lactation Program Agreement:
Incarcerated Person’s Full Name:  ___________________________________________  OID:________
In order to participate in the lactation program, I acknowledge and agree to adhere to the following:
· Participation in the lactation program requires a written order from the facility’s health care provider.

· I agree to submit to regular drug screens while I am participating in the lactation program. 

· I understand that one positive drug screen will result in my discharge from the lactation program. Any milk on current supply will be discarded. 
· I will follow instructions on the storage and handling of expressed breast milk.

· Upon medical authorization, the following items will be issued and kept in my room for the duration of pumping and up to a maximum of twelve (12) months following the birth of my child:

· Electric breast pump, tubing, breast cups, collection bottles and bags;

· Pen for labeling bags with my name, OID, number of ounces, and date of pumping;

· Small container of dish washing soap to clean equipment (to be refilled by nursing staff);

· One extra bath towel and a small stack (30 sheets) of paper towels to dry equipment;

· Breast pads to prevent milk leakage from soaking clothing;
· One extra bra and one extra state-issued t-shirt.
· Two cover-ups for privacy. 
· I will follow instructions on assembly, use, disassembly, and cleaning of the breast pump.

· I am responsible to use equipment and other issued items as instructed and only as instructed, as well as to clean items as instructed. 
· I am responsible for the cost of repair and/or replacement in the event the equipment is misused, damaged, lost, or stolen.
· I acknowledge that security staff can inspect any equipment and other issued items at any time for any reason.

· I will notify security staff immediately if any equipment or other issued items are unaccounted for.

· I am responsible for requesting, in writing, any items needed for pumping at least five (5) days in advance of the anticipated need. 

· I will use a private area, when available, for breast pumping. I understand that DOC cannot guarantee privacy for breast pumping. 

· I will pump my breasts according to my schedule (usually every 3 to 4 hours around the clock) but I will not pump during count times.

· There will be a locked freezer in a designated area for which designated staff will have a key. 

· Immediately after pumping, I will request arrangements to be made for the breast milk to be delivered to the designated area.

· The bag must be marked with my name, OID, number of ounces, and the date it was pumped.

· If I do not label the bag as required, the breast milk will be discarded.

· I may designate up to three (3) people who are authorized to pick up my breast milk. I will inform the visitor to bring a cooler with ice packs for the breast milk.

· Breast milk must be picked up at least every seven (7) days and I understand that breast milk dated over seven (7) days will be discarded. 

· I acknowledge that if there are three (3) consecutive weeks of missed pickups, my participation in the lactation program will be discontinued.

· I agree to not hold the Department of Corrections or any of its staff responsible for the safety or quality of the breast milk.

· I have read or had read to me this agreement and acknowledge and agree to adhere to this agreement.

· I acknowledge that participation in this program is dependent upon adherence to this agreement. 

· I understand that decisions to discharge me from the lactation program may not be appealed and are not grievable.
· I will notify the parenting coordinator immediately upon my decision to discontinue participation in the program.

· I will ensure that any breast milk being shipped out of the facility is being sent to the location where my infant resides.
______________________________________________________________________    ___________

Incarcerated Person’s Printed Name / Signature:                                                                       Date:

______________________________________________________________________    ___________

Staff Witness Printed Name / Signature:                                                                                       Date:
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