Infant Intake Form

Date______________________

Child’s name _______________________________ Gender M//F

Child’s birthday________________________ Nickname____________________

Address_______________________________________________________________________

Contact Info:

Mom’s name________________________________________________
Dad’s name________________________________________________
 
(Mother)Work Phone_____________________________________
(Mother’s) Cell Phone_____________________________________

(Father)Work Phone_____________________________________
(Father’s) Cell Phone_____________________________________

Emergency Contact Person_________________________________
Contact’s phone_________________________________________

Emergency Contact Person_________________________________
Contact’s phone_________________________________________

Do you have a backup care provider? ___________________________________________________________________

Service Info:
Beginning date needing care________________________________________________
Days//Hours: 
Monday___________________ Tuesday____________________ Wednesday___________________ Thursday____________________ Friday______________________ 

Parent planning to drop child off ________
Parent planning to pick child up _________
Eating 
Is your child on breastmilk/formula? (Please circle) Yes//No Please specify: _______________
Has your infant started on any other foods besides formula or breast milk? (Please circle) 
Yes//No -- Specify (rice cereal, homemade food, baby led weening, etc.,) __________________
Does your child have a special diet? (Please circle) Yes//No
____Vegetarian ____ovo-lacto ____vegan ____other [image: page1image15418592]
Does your child have any food allergies? _____________________________________________________________________________
What does your child use to drink?
____bottle ____ sippy cup ____ regular cup ____nursing _____other:___________________ 
How often does your child eat? _______________________________________________________________ 
Sleeping 
Does your child nap? (Please circle) Yes//No 
How many times per day? _________ How long? ____________ 
Does your child sleep with a special blanket, toy or “lovey”, or pacifier? (Please circle) Yes//No 
Toileting 
Does your child use diapers? (Please circle) Yes//No   ____Cloth ____Disposable ____Pull ups 
If cloth, remember that we are unable to launder diapers and they will be bagged and sent home un-rinsed and un-emptied. 
Can your child be relied upon to indicate bathroom wishes? (Please circle) Yes//No

What words does your child use for: Bowel movements __________ urination___________

Your Child’s Health
Does your child have any known allergies? ________________________________________________________________________
__________________________________________________________________________

Does your child have any medical conditions which I should be made aware of? ____________________________________________________________________________________________________________________________________________________
__________________________________________________________________________ 

	Does your child have any problems with any of these? (Please circle)
	Has your child had any of these diseases?

	Constipation
	Asthma

	Convulsions
	Bronchitis

	Diarrhea
	Chicken Pox

	Fainting Spells
	Diabetes

	Frequent Colds
	Heart Disease

	Frequent Ear Infections
	Hepatitis

	Frequent Sore Throats
	Impetigo

	Lice
	Measles

	Ringworm
	Mumps

	Skin Rash
	German Measles

	Soiling
	Polio

	Stomach Upsets
	Scarlet Fever

	Urinary Problem
	Tuberculosis

	Worms
	Whooping Cough


 
Does your child have any speech, language, hearing, visual, fine motor, gross motor, or social difficulties//disabilities? __________________________________________________________________________

Does your child require medication? Yes//No
If yes, what medication, when, and how to administer? 

________________________________________________________________________
Would there be any restrictions to play or activities? ________________________________________________________________________
________________________________________________________________________ 


About Your Child
 
Has your child ever been in childcare before? (Please circle) Yes//No
What type? (Please circle) Center//family daycare//family//friend//nanny//other

Was it a positive experience? ___________________________________________________________


Are there any recent traumatic situations the child has been exposed to such as a death in the family, divorce, new sibling etc? ________________________________________________________________________

What is your normal method of discipline? 

_______________________________________________________________

Generally, what is your child's temperament? 

Does your child sleep in a bed or crib, other? ____________________________________
 
Are there any siblings? Please name them and specify ages and gender.
Name _____________________ age __________________ gender _______________
Name ______________________ age __________________ gender _______________
Name ______________________ age __________________ gender _______________
Has your child had experience playing with other children? __________________________

______________________________________________________________________
 
________________________________________________________________________
What language(s) are spoken at home? 

________________________________________________________________________
Does your child have any security objects such as a blanket, soother, bottle, toy etc? 

________________________________________________________________________

 _________________________________________________________________________
What are your child's favorite activities, toys, books, or games? 

_________________________________________________________________________
Are there any other comments or information you would like to let me know about? 

_________________________________________________________________________ 



______________________________________________________________________________

Any specific concerns?


______________________________________________________________________________
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