	Brite Beginnings
Child Care Center
	All About Me
(Infants)



	Child's Name  ________________________________________
	Birthdate  ________________________________________



	Daily Schedule



My daily drop off time will be  ________________________________________
My daily pick up time will be  ________________________________________
My days of week in care will be:  (Circle all that apply)
	MON
	TUES
	WED
	THURS
	FRI



	Bottle Instructions  (Check all that apply)



I have:
	☐  Breast Milk
	☐  Formula
	☐  Nursing at home


I like it:
	○  Cold
	○  Warm
	○  Room Temp


I like my bottles every:  (Circle)
	○  2 hours
	○  3 hours
	○  4 hours



Do not go over  _______  hours without eating a bottle.

	Food  (Circle YES or NO)



	I eat baby food:   YES  /  NO
	I eat table food:   YES  /  NO

	I eat finger food:   YES  /  NO
	



I may eat the food provided by Brite Beginnings when age appropriate:   YES  /  NO

	Diapering



Diaper Cream / Ointment Preferences:
☐  Apply diaper cream as needed (for redness or irritation)
☐  Apply diaper cream after every diaper change

Brand/Product to Use  ________________________________________
Special Instructions  ________________________________________

	Nap Time  (Check all that apply)



I like to be:
	☐  Rocked
	☐  Left Alone


I sleep on my:
	☐  Back
	☐  Stomach
	☐  Side


I like to use a:
	☐  Pacifier
	☐  Blanky
	☐  Other



Do not let me sleep more than  _______  hours at a time.
I like to sleep at these times at home:  _____________________________________________

	Anything Else We Should Know About Your Child?



	

	

	

	

	

	



Brite Beginnings Child Care Center  •  Thank you for entrusting us with your little one!
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