
 

Additional Infant Information 

 

Your Child’s Name: __________________________________________________ 

Sleeping Schedule: __________________________________________________ 

__________________________________________________________________ 

Eating Schedule: ____________________________________________________ 

__________________________________________________________________ 

Likes: _____________________________________________________________ 

__________________________________________________________________ 

Dislikes: ___________________________________________________________ 

__________________________________________________________________ 

How often does your child take a bottle? _________________________________ 

__________________________________________________________________ 

How many ounces? __________________________________________________ 

At what temperature does your child prefer his/her bottle?   

Cold     Room Temperature   Warm 

 

Please list any additional information about your child that you think we should 
know: 

 

 


