
New Infant Information Sheet 
 
Child’s Name:       DOB: 
 
Parent’s Name: 
 
 
Is the child on a schedule? 
 
 
 
How many oz. at a time? 
 
 
 
Blanket? 
 
Binky? 
 
 
Sleeping preference?  (swaddled etc) 
 
 
 
Does she like the swing, activity mat? 
 
 
Any belly time? 
 
 


