
Child’s name:                                    Date:                      DOB:                    

INFANT FEEDING PLAN

only complete if your child is 6 weeks-12months

                 
Is the bottle warmed?      Yes     No                  Can the child feed self?     Yes    No 

Does the child take a pacifier?     Yes     No     What type of formula used?            

Parent’s Name:                                                    Parent’s Signature:                                             Date:                               

Time AMOUNT TYPE

FORMULA/BREASTMILK SCHEDULE

Wake my child to feed:    Yes     No-Length of time to let sleep past feeding time        mins   
My child is:    Breastfed only      Breastfed & Bottle     Bottles only
    I’m flexible with schedule       Schedule is strickly followed

updated amounts of formula/bm

AMOUNT date

Food

Time AMOUNT TYPE
instructions for intro to solids

                                                    

                                                    

                                                     

                                                     

                                                     

updated dietary changes or

allergies

                                                     

                                                     

INFANTS ONLY




