
 

Infant Parent Questionnaire  

Please describe your child’s daily schedule including any naps and mealtimes. 
 

Eating (Please Check)  

How many Bottles Daily: ______       Ounces per bottle:______ 

 Please check those that apply- Nursing______  Formula______  Milk______ 

Does your child have any dietary restrictions?  No_______ 

Yes_____ Explain_______________________________________________________________________ 

Baby Food:     Vegetables______  Fruits______   Meats______    Table Food______ 

What indications does your child give that s/he is hungry? 

_______________________________________________________________________________ 

 

Are there any special feeding problems that we should know of? 

________________________________________________________________________________________ 

 

Favorite Foods: ________________________     Foods Refused:____________________________ 

Does your child eat with a Spoon:________    Fork:________    Hands:________ 

Does your child feed him/herself snacks?  Yes:_______    No:_______ 

If so, what type of snacks does your child eat?________________________________________ 

Does your child eat at a Table:_______  Highchair:_______ Other:________ 

 

Diapering 

Is your child prone to diaper rash? Yes:______  No:_______ 

 

Sleeping 

Does your child sleep in a crib or bed?  _____________________ 

Morning Naps (what time)     _________,  ___________ 

Afternoon naps (what time)    _________,  ___________ 

Does your child prefer to sleep with a special toy or blanket? _______________________ 

Does your child sleep with a pacifier? Yes: ________ No: ________ 

Please describe any special routine prior to naps (rocking, songs, etc…) 

________________________________________________________________________________________ 

________________________________________________________________________________________ 



 
 

Social Relationships 

Has your child had experience playing with other children? No:_____ Yes:______ 

Has your child ever been in a childcare center or with a babysitter before? 

No: ______Yes: _______  If yes, for how long? _________________________ 

Does your child have any particular fears that you have noticed? No____ Yes____ 

 Explain :______________________________________________________________________________ 

What toys, music and activities does your child enjoy? 

__________________________________________________________________________________ 

 

When is your expected time of arrival daily?    _______________ 

What is your expected time of departure daily? ______________ 

 

Is there any additional information about your baby that you feel would be helpful to your 

child’s caregiver? 

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________ 
 

 

Below you will find a recommended list of supplies that will help your child begin their new 

journey in our class: 

• 2 crib sheets 

• Sleep Sack 

• 2-3 complete changes of clothing 

• Diapers and Wipes 

• Several Bibs 

• Bottles or training cups 

• All food, drinks and utensils (etc) required to serve food 

 

Blankets and pacifier straps are no longer permitted for use in  

children under 12 months of age as per the state department. 

 


