
 

 

CHILD'S NAME: _____________________________ DATE OF BIRTH: ______________________________             

CHILD’S NICKNAME: _________________________________________ 

BRAND NAME & TYPE OF FORMULA: _______________________________________________________ 

(FCKA DOES NOT SUPPLY FORMULA) 
 

HOW OFTEN DOES YOU CHILD TAKE A BOTTLE: _____________________________________________ 

DOES YOUR CHILD HOLD HIS/HER OWN BOTTLE?   __________________________________________ 

DOES YOUR CHILD USE A PACIFIER?     ___________________ 

ANY INSTRUCTIONS REGARDING PACIFIER USE? 

_________________________________________________________________________________________     

HOW DOES YOUR CHILD LIKE TO BE PUT TO SLEEP: 

__________________________________________________________________________________________

__________________________________________________________________________________________ 

DOES YOUR CHILD HAVE ANY ALLERGIES?     _____________________________________                                                                                                                                                           

IF YES, PLEASE EXPLAIN: 

__________________________________________________________________________________________  

DO WE HAVE PERMISSION TO USE:    DIAPER RASH OINTMENT   __________    LOTION: ___________ 

DOES YOUR CHILD EAT BABY FOOD?   __________________________________________ 

 IF YES, WHAT FOODS HAVE YOU ALREADY INTRODUCED TO YOUR CHILD? 

_______________________________________________________________________________________ 

DOES YOUR CHILD DRINK FROM A SIPPY CUP? __________________    



 

 

ANY INSTRUCTIONS REGARDING SIPPY CUP: _______________________________________________ 
 

DOES YOUR CHILD EAT TABLE FOOD? _______________________                                                                                                                                                    

IF YES, WILL THEY BE EATING FOOD THE CENTER SUPPLIES? ___________________________________ 

DOES YOUR CHILD FEED HIM/HERSELF?  ____________________________________________________ 

ANY OTHER HELPFUL INFORMATION? _______________________________________________________ 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

BELOW, PLEASE PROVIDE US WITH AN EATING SCHEDULE FOR YOUR CHILD. 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

PARENT/GUARDIAN SIGNATURE:   __________________________ DATE: _________________________      

PARENT/GUARDIAN SIGNATURE:   __________________________ DATE: _________________________                                                                                                         

PARENT/GUARDIAN SIGNATURE:   __________________________ DATE: _________________________                                                                                                         

PARENT/GUARDIAN SIGNATURE:   __________________________ DATE: _________________________                                                                                                         

PARENT/GUARDIAN SIGNATURE:   __________________________ DATE: _________________________       

PARENT/GUARDIAN SIGNATURE:   __________________________ DATE: _________________________                                                                                                                                                                                       


