


 

Infant   and   Toddler   Information  
 

Child’s   Full   Name:   ___________________________     Birthdate:   ________________  

 

Typical   Daily   Schedule:    (sleeping,   eating,   playing,   how   long,   how   often,   etc.)  

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________  

 

Sleep   Routine:    (sleep   patterns,   habits,   how   often,   how   long,   etc.)  

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________  

 

Food   Interests:    (baby   food,   solids,   how   often,   how   much,   etc.)  

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________  

 

Liquid   Intake:    (cup,   bottle,   formula,   breast   milk,   milk,   etc.)  

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________  

 

Is   there   anything   else   you   would   like   to   tell   us   about   your   child   that   would   influence   the  

care   we   provide   or   behaviors   we   will   see   from   your   child?   If   so,   please   list   below:  

____________________________________________________________________________ 

____________________________________________________________________________  


