Infant Needs and Service Plan/Getting to Know your Infant 
Please fill out this form about your infant. It will help us to get to know your child better. 
Date ______________Child’s Name: ____________________________ Child’s Date of Birth: __________________

Pre-Mature_____ or ____Full-Term     Child’s Birth Weight: _________      Home Birth_____ or Hospital____ 

Child’s General Mood: ______________________________________________________________________________

Has child stayed with anyone else besides parents? __________ If so who? ___________________________________

Siblings___________________________________________________________________________________________ 

Is child bottle or breastfeeding? _______________If using both, when do you use bottle vs. breast?  _______________   __________________________________________________________________________________________________
How do you give the bottle? Room temp, warmed, cold? ____________________________________________________
How many ounces at a time does your infant typically consume? ______________________________________________
How often does you infant eat? ________________________________________________________________________

Is child on baby cereal and if so how much? ______________________________________________________________ 

Is child on strained or other baby foods? _______ List the varieties you use fruits veggies etc: ______________________

__________________________________________________________________________________________________
Food likes: ____________________________ Food dislikes: _________________________________________________
List amounts of food, types of food and times your child usually eats below:

Breakfast __________________________________________________________________________________________
Lunch _____________________________________________________________________________________________
Snack _____________________________________________________________________________________________
Allergies? To________________________________________________________________________________________

Does your child use a pacifier? __________ When? ________________________________________________________
Does your child need a special comfort item to sleep with? ___________________________________________________

How does your infant typically fall asleep? ________________________________________________________________ 

What type of diapers will you be sending? _____________________________________ How often do you change your infant? _______________________ Does your infant rash easily? _______________ if so please provide diaper ointment. 

What is a typical day like? ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please list any other important information or special instructions on the care of your child below: __________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
Signature ________________________ Relationship to Child ____________________ Date_______________________
