MONTH/YEAR __________________________________

INFANT DAILY FEEDING SCHEDULE

Please list when your child eats, what he/she eats (formula, breastmilk, jar food, juice, etc), and how much.  
MORNING: _______________________________________________________________________
_______________________________________________________________________
AFTERNOON:
_______________________________________________________________________
_______________________________________________________________________
EVENING:
______________________________________________________________________________
______________________________________________________________________________
[bookmark: _GoBack]Please answer the following with YES or NO.
Does your child drink from a bottle?		Y		N
Does your child drink from a sippy cup? 	Y		N
Does your child drink from an open cup? 	Y		N
Is your child a self-feeder (can he/she	Y		N
pick up cereal and other finger foods?)	
Can your child use a spoon?			Y		N
Does your child have any food allergies?	Y		N
If yes, please explain: ______________________________________________________

Anything else I should know about your child’s eating habits/patterns? 
_____________________________________________________________________________________________________________________________________________________________________________________________________________________

