
 

Infant Daily Schedule 

Child Name:____________________________________Date________________________________________________ 

Any known allergies:_________________________________________________________________________________ 

Sleeping 

Nap start time:  ______________________________Nap End time:_________________________________________ 

Nap start time:  ______________________________Nap End time:_________________________________________ 

Nap start time:  ______________________________Nap End time:_________________________________________ 

Nap start time:  ______________________________Nap End time:_________________________________________ 

Nap start time:  ______________________________Nap End time:_________________________________________ 

Nap start time:  ______________________________Nap End time:_________________________________________ 

Special Instructions: 
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________ 

Feeding Schedules: 

Please make sure you have introduced all food items prior to suppling that food item.  

Bottles: 

Feeding time:________________________________Amount:___________________Type:________________________ 

Feeding time:________________________________Amount:___________________Type:________________________ 

Feeding time:________________________________Amount:___________________Type:________________________ 

Feeding time:________________________________Amount:___________________Type:________________________ 

Feeding time:________________________________Amount:___________________Type:________________________ 

 

Solid Foods: 

Feeding time:___________________Amount:___________________Type:___________________Method:___________ 

Feeding time:___________________Amount:___________________Type:___________________Method:___________ 

Feeding time:___________________Amount:___________________Type:___________________Method:___________ 

Feeding time:___________________Amount:___________________Type:___________________Method:___________ 

Special Instructions: 
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________ 



Foods and Dates introduced at home: 

Vegetables 
Food Date Food Date Food Date 
Carrots   Squash       
Creamed Corn   Potatoes       
Creamed Spinach   Sweet Potatoes       
Green Beans           
Peas           

Fruit 
Food Date Food Date Food Date 
Apple Sauce   Prunes       
Bananas   Plums       
Peaches   Apple Strawberries       

Pears   
Banana 
Strawberries       

Banana w/Apples           
Prunes w/Apples           

Meats 
Food Date Food Date Food Date 
Beef   Lamb       
Chicken   Ham       
Turkey   Veal       

Mixed Foods 
Food Date Food Date Food Date 
Veg/Ham   Mixed Turkey       
Veg/Bacon   Chicken Noodle       
Veg/Turkey   Lasagna       
Apples/Turkey   Spaghetti       
Apples/Chicken   Veg/Pasta       
Pears/ Chicken           

Cereals 
Food Date Food Date Food Date 
Rice           
Oatmeal           
Mixed           

 

Parent Signature__________________________________________________Date:______________________________  

 

   I have reviewed and updated this form. 

________January ________February ________ March  ________ April  

________May  ________June  ________ July   ________ August  

________September  ________October  __________November  __________December 


