
 

 

Infant All About Me  

 

Child’s name: ________________________  DOB: ____________________ 

 

Is your child on a schedule or on demand? _______________________________________ 

 

Daily schedule: Please provide an example of a typical day for your child 

 

7:00-8:00___________________________    8:00-9:00________________________________ 

 

9:00-10:00__________________________    10:00-11:00______________________________ 

 

11:00:12:00_________________________    12:00-1:00_______________________________ 

 

1:00-2:00__________________________      2:00-3:00_______________________________  

 

3:00-4:00__________________________      4:00-5:00________________________________ 

 

5:00-6:00__________________________  

     

6:00-7:00_________________________________ 

 

Does your child drink from a bottle or cup? _______________________ 

 

Does your child drink their bottle cold or warm? ___________________ 

 

What type of formula does your child drink? ______________________ 

 

Is your child on cereal, jar, or baby food? ________________________ 

 

What does your child eat for lunch? ____________________________ 

 

Does your child use a pacifier at nap time? ______________________ 

 

Does your child use diaper ointment? _______Type: _______________ 

 

Can your child sit up, scoot, crawl, or walk? ______________________ 

 

Update:  Month_______ Month_______ Month_______ Month_______ Month_______         

Month ______ Month_______ Month_______ Month_______ Month_______ Month________ 

 


