Getting to know your Infant


Child’s Name:_____________________________________________________
NUTRITION PRACTICES AND ROUTINES
How is your child fed? Check all that apply: Breast     Bottle     Cup     Food
In the corresponding row, provide your child’s feeding details.
	
	Brand/Style
	Amount
	Preferred time given

	Formula/Milk
	
	
	

	Breast Milk
	
	
	

	Water
	
	
	

	Snacks
	
	
	

	Food
	
	
	



List special dietary requests and restrictions:
____________________________________________________________________________________________________________________________________________________________
Have solid foods been introduced? If so, please identify:
____________________________________________________________________________________________________________________________________________________________
Food likes and eating preferences:
____________________________________________________________________________________________________________________________________________________________
My child can eat with:             Spoon       Fork       Fingers   
SLEEPING ROUTINES
At home my child sleeps in (Check all that apply): Bassinet      Crib     Bed 
My child likes to nap these ways at home:
____________________________________________________________________________________________________________________________________________________________
Preferred sleep position:
____________________________________________________________________________________________________________________________________________________________
How to best get them to sleep:
____________________________________________________________________________________________________________________________________________________________
How often does your child/ do you like your child to nap?
____________________________________________________________________________________________________________________________________________________________
Should we wake your baby to feed them?
____________________________________________________________________________________________________________________________________________________________







This information was last updated on: ________________________________________

Child’s Name_____________________________________________________
SOMETHING ABOUT MY CHILD
How does your child like to be comforted?
____________________________________________________________________________________________________________________________________________________________
Does your child use a pacifier? Yes       No
Has your child had any previous experience with group care?
____________________________________________________________________________________________________________________________________________________________
If your child is part-time, where do they spend the rest of the week? (Optional)
____________________________________________________________________________________________________________________________________________________________
What are you child’s favorite toys?
____________________________________________________________________________________________________________________________________________________________
What are some goals for your child to reach in childcare?
____________________________________________________________________________________________________________________________________________________________
Any additional information:
____________________________________________________________________________________________________________________________________________________________


Getting to know your Toddler


Child’s Name: ____________________________________________
Feeding
Can your child eat with their: Fingers       Spoon       Fork 
How does your child eat at home: Standing       Highchair      At the table
Does your child hold their own sippy cup: Yes        No 
Do they still drink from a bottle? Yes       No  
Can your child drink from a cup without a lid? Yes      No 
Do they prefer to feed themselves or be fed by others?
______________________________________________________________________________
Any dietary restrictions or requests?
______________________________________________________________________________
Any other information we should know about their eating habits:
____________________________________________________________________________________________________________________________________________________________
Napping
What time does your child go to bed each night? _______________________________
What time does your child wake up each morning? ____________________________
When your child is not at the center how long will they nap? ____________________
How does your child best fall asleep?
____________________________________________________________________________________________________________________________________________________________
Do they use a pacifier? Yes      No 
Are there any specific needs they have for nap time? Stuffies, being patted, etc.? 
____________________________________________________________________________________________________________________________________________________________
[bookmark: _Hlk98145483]Help us know a little bit more about them:
My child:
___lives with both parents
___lives with one parent
___lives with other family members


Does your child have siblings?
___Yes     ___No   If Yes, list them below.
_________________________________________
_________________________________________

My child separates from me:
___with no problem
___teary, but recovers quickly
___has difficulty with separation, recovers slowly

For diapering, my child:
___wears a diaper, no signs of potty training
___wears a diaper, shows interest in potty training
___wears a pull-up, shows interest in potty training
___sits on the potty at home, does not go potty though
___sits on the potty at home, sometimes goes potty
___sits on the potty at home, goes potty regularly
___is fully potty trained and in underwear

Has your child been in childcare before?
___Yes    ___No

What does your child really enjoy? (Example, singing, a certain toy, playing outside):
__________________________________________________________________________________________________________________________________________________________________________

Is there anything else we should know about your child?
__________________________________________________________________________________________________________________________________________________________________________
Getting to know your Preschooler/Pre-K



Child’s Name: ___________________________________________

Food
Does your child have any allergies? Yes       No 
Do they have anything specific foods that they dislike? If so, what?
____________________________________________________________________________________________________________________________________________________________

Napping
What time does your child go to bed each night?
______________________________________________________________________________
What time do they wake up each morning?
______________________________________________________________________________
Do they nap regularly at home?
______________________________________________________________________________
If they do not usually nap, what can they do during a quiet time?
______________________________________________________________________________

Skills
My child can use scissors: Yes        No  
My child uses pencils at home: Yes        No  
My child uses crayons at home: Yes        No 
My child can potty completely alone: Yes       No 
If your child needs assistance in the bathroom, how so?
______________________________________________________________________________If they do not fully potty alone, are they in any pull ups, if so, when?
______________________________________________________________________________

Help us know a little bit more about them:
My child:
___lives with both parents
___lives with one parent
___lives with other family members


Does your child have siblings?
___Yes     ___No   If Yes, list them below.
_________________________________________
_________________________________________

My child separates from me:
___with no problem
___teary, but recovers quickly
___has difficulty with separation, recovers slowly

My child deals with emotions mostly by,
___throwing tantrums
___needing hugs (being comforted)
___asking for help
___sitting alone
___distractions (toys, stories, etc.)
___singing songs
___being around friends

Has your child been in childcare before?
___Yes    ___No

What does your child enjoy? (Example, singing, a certain toy, playing outside):
__________________________________________________________________________________________________________________________________________________________________________

Is there anything else we should know about your child?
__________________________________________________________________________________________________________________________________________________________________________

Getting to know your School Ager


Child’s Name: ____________________________________________
Child’s classroom grade: _________________________________
My child:
___lives with both parents
___lives with one parent
___lives with other family members

Does your child have siblings?
___Yes     ___No   If Yes, list them below.
_________________________________________
_________________________________________

My child deals with emotions mostly by,
___throwing tantrums
___needing hugs (being comforted)
___asking for help
___sitting alone
___distractions (toys, stories, etc.)
___singing songs
___being around friends

Has your child been in childcare before?
___Yes    ___No

My child learns best by,
__sitting one on one with a teacher
__working by him/herself
__working in a group setting
__visually and with objects

Is there anything else we should know about your child?
__________________________________________________________________________________________________________________________________________________________________________

