
 

 Infant Toddler Information 

           Date: _________________ 

Child’s Name _______________________________________  Date of Birth ____________________________  
Name Child Goes by _________________________________   Home language _________________________ 

Parent/Guardian Name_____________________________________________   Phone Number____________________ 

Email address ______________________________________________________________________________________ 

Parent/Guardian Name_____________________________________________   Phone Number____________________ 

Email address ______________________________________________________________________________________ 

What will be the typical drop off and pick up hours for your child? 

 Monday _______ _______ 

 Tuesday _______ _______ 

Wednesday _______ _______ 

Thursday _______ _______ 

Friday  _______ _______ 
 

Please list all members of your household (including pets) and their relationship to your child: 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

 

 

Health 

Were there any special circumstances surrounding you child’s birth such as premature birth, early trauma, 

adoption, prolonged hospitalization, etc.? If yes please describe: 

_________________________________________________________________________________________ 

__________________________________________________________________________________________

_________________________________________________________________________________________ 

Does your child have any allergies or sensitivities? If yes, describe fully: 

__________________________________________________________________________________________

__________________________________________________________________________________________ 

Has your child ever been hospitalized? Yes_________ No ___________ If yes, give dates and reasons: 

__________________________________________________________________________________________

_________________________________________________________________________________________ 

Does your child currently or has your child ever had special issues with speech, vision, hearing, eating and/or 

health? 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

 

 



 

Individual Needs 

Does your child say and words? What do they mean? ______________________________________________ 

__________________________________________________________________________________________ 

What languages are spoken at home? __________________________________________________________ 

What are his/her favorite games, toys and things to do? ____________________________________________ 

__________________________________________________________________________________________ 

How do you comfort your child when she/he is upset? _____________________________________________ 

__________________________________________________________________________________________ 

Please list a typical day for your child 

7:00 ____________________________________ Any Special Routines? 

7:30 ____________________________________ 

8:00 ____________________________________ Does your child like to be rocked?  

9:00 ____________________________________  

10:00 ___________________________________ Is your child always put on his/her back to sleep? 

11:00 ___________________________________  

12:00 ___________________________________ When does your child usually sleep? 

1:00 ____________________________________ 

2:00 ____________________________________ How long is a typical nap? 

3:00 ____________________________________ 

4:00 ____________________________________ 

5:00 ____________________________________ 

 

Food 

Is your family/child vegetarian? ________________________________________________________________ 

What types and amounts of food does your child eat? ______________________________________________ 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

Liquids 

Cup ______ Bottle ______  Please note- Grandma’s Place policy states bottles will not be given to children 2 years and older. 

Milk: Breast _______ Formula _______ Whole _______ 1% _________ 

Juice: Apple _______ Orange _______ Prune _______ Grape _________ Pineapple ________ 

Any other Liquids? __________________________________________________________________________ 

__________________________________________________________________________________________ 

 

All information given is kept confidential and is used to make your child comfortable and to accommodate 

your child in every way possible. 

 

Please take the time to fill out our parent volunteer form. We want to include all families in our school and 

welcome families to share in their culture and family traditions. 


