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Breastfeeding Continuity of Care
Questionnaire
Submit questionnaire with proposal.
Please provide answers to the following questions:

1. What is the demographic make-up of clients served in your breastfeeding programs/organization?

a. Race/ethnicity



b. Average income of participants’ household




2. Approximately what percentage of your program participants reside in DeKalb County?





3. Does your organization have the capacity to train parents, caregivers, health care workers, etc.? Describe your experience with providing virtual and in-person training around lactation support and breastfeeding continuity of care.






4. Briefly describe your organization’s experience with establishing referral networks and creating linkages to care.






5. Tell us why you would like to partner with the DeKalb County Board of Health and how addressing continuity of care in breastfeeding will be beneficial to the population that you serve. Also, include any current or previous work around organizational breastfeeding policy, breastfeeding friendly designations, and hosting lactation support clinics. 
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