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North Carolina Department of Health and Human Services 
Division of Public Health/Women’s and Children’s Health Section/Nutrition Services Branch 

WIC Program Medical Documentation 
Infant (Birth to 12 Months of Age) 

 
The WIC Program promotes breastfeeding for infants the first year of life and beyond 

and actively supports the American Academy of Pediatrics’ Statement 
on Breastfeeding and the Use of Human Milk. 

 
A written prescription is required for an infant who uses a formula/product other than a North Carolina 
WIC contract milk- or soy-based infant formula. Prescription is subject to WIC approval and provision 
based on program policy and procedures. 

Please complete all sections (A-D) for all prescriptions. 
 

A. PARTICIPANT INFORMATION 
 

Participant’s name: DOB: 

Medical condition(s) indicating need for prescribed product: 

 
B. FORMULA/PRODUCT 

 

Formula/product prescribed: 

Amount prescribed per day: 

Special instructions for preparation or dilution: 

Duration of prescription (limited to 12 months of age): 

 
C. SUPPLEMENTAL FOODS 

 

Beginning at six months of age through the 11th month of age, WIC supplemental foods are available in 
addition to the prescribed formula. Please indicate which foods this infant should not receive for the duration of 
this prescription. 

   No Infant Cereal    No Infant Fruits or Vegetables 

 
D. HEALTH CARE PROVIDER INFORMATION 

 

Signature of health care provider: 

Provider’s name (please print): 

Medical office/clinic (include address): 

Phone #: Fax #: Date: 

Contact your local WIC program for information on formulas allowed. 
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