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INITIAL INFANT INFORMATION FORM


CHILD’S NAME:_________________________________  D.OB.:___________________________________

NICKNAMES BABY RESPONDS TO:_________________________________________________________

PARENT NAME:__________________________________ WORK PHONE :________________________

PARENT NAME:_________________________________ _WORK PHONE:_________________________

SIBLINGS:_________________________________________________________________________________

ALLERGIES:_______________________________________________________________________________

A. GENERAL INFORMATION:


1.EATING:


Does your baby enjoy eating? Yes________  No__________


Has your baby had any feeding problems?__________________________________________________


Is your baby breast fed?________________ Bottle fed?_______________________________


Does your baby attempt to hold his/her own bottle?__________________________________


Does your baby attempt to feed him/herself?________________________________________


Does your baby sit in a highchair to eat?___________________________________________


Foods your baby dislikes:_______________________________________________________


Dietary concerns:______________________________________________________________


What food is your baby eating now? Fruits_______ Vegetables__________  Cereal____________



Juice__________  Meats_____________ Milk__________ Formula______________



Table Food_______________________________________________________________


2.SLEEPING:

Does your baby enjoy sleeping? Yes________  No____________


How long does your baby typically sleep at night?__________________________________


What is your baby’s sleeping pattern for the day?


 
A.M_______________________________________________________



P.M_______________________________________________________


Does your baby sleep on his/her stomach?________________ Back?_____________________


Do you have any special ways of helping your baby go to sleep?_________________________


Does your baby enjoy a favourite sleep toy?_________________________________________


Does your baby usually cry when going to sleep?______ or when waking up?_______________


3.INTERESTS:

Does your baby have a favourite toy?________________________________________________


Does your baby have a favourite activity?_____________________________________________


B.PHYSICAL DEVELOPMENT:



Baby’s state of health?______________________________________________________



Illnesses your baby has had:__________________________________________________



Is your baby crawling? Yes_______ No__________ Attempting____________



Is your baby walking? With Help?_______________ Without Help?_________________



Any concerns about your baby’s  physical develpoment?__________________________


C.LANGUAGE DEVELOPMENT:


Is your baby saying any words?_______________________________________________


D.EMOTIONAL/SOCIAL DEVELOPMENT:


Does your baby get upset easily?______________________________________________



Does your baby enjoy being around other children?_______________________________



Does your baby enjoy separate easily?_____________ or make strange?______________



How do you feel your baby will adjust to daycare?_______________________________



Any concerns in this area?___________________________________________________


E.COMMENTS (ANYTHING ELSE YOU FEEL WE SHOULD KNOW):

______________________________________________________________________________________________________________________________________________________________________________________________

