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INFANT FEEDING, DIAPERING, SLEEPING SCHEDULE

So that we may follow your infants preferred scheduled, please take a moment to fill out the following information:

Child’s Name:     

Date of birth:      
Feeding:   Is there anything which we should know about your child’s feeding schedule or eating habits that would make your child more comfortable?

     
Warm Bottle
 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Warm Food

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Self-feeder

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

High Chair

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Spoon


 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Feeding Instructions:


	Time
	Kind of Food
	Amount

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     


Sleeping:  Is there anything we should know about your child’s sleeping habits?  Is there a specific item with which your child likes to sleep with?  Does your child like to be rocked to sleep or just laid in bed?

     
Sleeping Instructions:

What does your child prefer?

Back or Side?     
 


	SLEEP TIME
	HOW LONG?

	            
	          

	            
	           

	            
	          

	            
	          


Pacifier?
 FORMCHECKBOX 
Yes

 FORMCHECKBOX 
 No

Other special instructions?

     
Diapering Instructions:

Do you have a specific routine that you follow for diaper changing?

     
Overall:  Is there anything else you can tell us which would help us to make your child comfortable and which would help us to provide a safe, stimulating environment?

     
Parent Signature: ________________________________
Date:___________________
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