Daily Experience Sheet – Infants

Name:                                                                              Date:

	Your phone number today is:  ___________________________

My child woke up at: __________              My child was diapered at:______________

My child last ate: ________________________________________  at ____________.

Sunscreen was applied at: _________.

Parent Comments:







	


Daily Comments:
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Child Info.


Has your child had medicine today?


                            Y/N


What/when?____________________


Does your child need medicine today?


                           Y/N


What/When? ___________________


Please sign in meds at front desk.


New bumps/bruises?











Things I need





Diapers             Wipes                Diaper Cream Clothes              Sunscreen        Other__________





Reason for change of clothes





Art                      Accident       Spill/Food


Spit-up                Outside           





Nap Times:  ________ to__________	    ________ to __________            ________to_________


Nap Times:  ________ to__________	    ________ to __________            ________to_________








Prepared   Fed                           


 By            By


                





Meals


                                                      


Breakfast____________________________________________





AM snack_________________





Lunch_______________________________________________





PM snack__________________





Diapers





Time              Diaper





 ______    W/BM/Dry





 ______    W/BM/Dry





 ______    W/BM/Dry


  


 ______    W/BM/Dry





 ______    W/BM/Dry





 ______    W/BM/Dry





Bottles





Time  Amt  Check Check 











____________________

















____________________





____________________








