Infant/Toddler Needs and Service Plan
*This needs and service plan will be updated every 3 months

Date: ___________________

Child’s Name__________________________________ Date of Birth: _______________

Mother’s Name:________________________   Daytime Phone:  _____________________

Father’s Name __________________________ Daytime Phone: _____________________

Feeding
____ Bottle; Formula (What Brand) _________________      ____Breast Milk    Uses a Sippy cup: Yes   No
What is your child’s feeding schedule? _________________________________________________
________________________________________________________________________________
________________________________________________________________________________

What is the longest period of time you allow your child to go between feedings? _________________.

What needs does your child have during their feeding: (ex. Needs to always be burped, sit up after feeding, etc.)______________________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________

Foods

Does your child eat:   Baby Foods____ Table Food____ (menu will be provided)

List all food allergies, food sensitivities, or feeding issues: __________________________________________ 
_________________________________________________________________________________________
Any special instructions you would like us to follow regarding your child’s eating pattern? _________________
__________________________________________________________________________________________
Sleeping
Does your child use a pacifier? ___Yes   ____No

What is your child’s current sleeping schedule ___________________________________________________.
Can you tell us anything about your child’s sleeping habits that might be helpful? ________________________

__________________________________________________________________________________________
* It is our policy that infants must always be put to sleep on their backs.  If children have a medical condition requiring them to sleep in an alternate position, a signed physician’s note is required.

Diapering
Are there any specific creams or ointments to be used at diaper changing time?

 _________________________________________________________________________________________
Please note you will need to complete a topical ointment form and update this every 90 days. We cannot put on any cream without a prescription or signed physician’s authorization if it is a prescribed ointment. 

General Information

Does your child have any special needs: _________________________________________________________
Is there any other information you would like us to know about your child so we may give then the best possible care? _________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
Parent Signature__________________________________ Date: _____________________
Updated Parent Signature__________________________________ Date: _____________________

Updated Parent Signature__________________________________ Date: _____________________

Teacher Signature________________________________ Date: _____________________ 
Teacher Signature________________________________ Date: _____________________ 

Teacher Signature________________________________ Date: _____________________ 

