BIRD OF PARADISE BILINGUAL CHILDCARE

Infant individual activity plan & feeding schedule

Child’s full name:__________________________  Date of Birth:__________________________
Primary Child Care Staff Assigned:  Neidy Morales-Ramirez
Circle type(s) of liquid you are currently offering your child          Breast milk    Formula    Juice    Water
How much/how often ______________________________________________________________
Do you offer cereal with formula? ____________   How much/how often_____________________
List below any foods other than milk/formula that are offered to your baby
Type of food______________________________________________________________________
Amount of food___________________________________________________________________
How much/how  often______________________________________________________________
Circle how your child usually eats these foods:     spoon fed     uses fingers     self-spooned      other
Does your child have difficulty eating?_________(spits up, chokes easily, allergies) other_________
What time does your child usually naps?/for how long? ____________   ___________  ____________  
How does your child like to fall asleep/nap? ________________________________________________
(To prevent SIDS, I must nap/sleep infants on their backs unless I have a doctor’s note on file).
What are some of the things your baby likes to do?
__________________________________________________________________________________________________________________________________________________________________________
Please list a daily schedule of what your baby does during the day
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please list any other information I need to know about your infant.
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Guardian/Parent Signature_________________________________  Date:_______________________

Reduce the Risk of SIDS Procedures

· I always put infants to sleep on their backs unless we have written instruction from an infant’s doctor directing me to do otherwise.
· I closely monitor sleeping infants to make certain that they are not overheated.
· I use only firm, flat surfaces for infants. (pack ‘n play).
· I make certain there is no loose bedding or soft toys or pillows where the infants are sleeping.
· I make certain that the infant’s head remains uncovered during sleep.
· Infants in my facility are supervised by me (Ms. Neidy) at all times, even when the infants are sleeping. 
· I am trained and certified in infant CPR and know to resuscitate infants if they do stop breathing for any reasons.
Please sign this statement in the space provided below.  Keep one copy for your own records.
We look forward to working with you to keep your infant safe, healthy, and happy

Sincerely;

Neidy Morales-Ramirez
Childcare Provider



We, the parents of _________________________________, have read this SIDS Risk Reduction statement and understand that our baby will be placed to sleep on his/her back while in care at Bird of Paradise Bilingual Childcare

___________________________________	          ____________________________________
Mother’s Name & Signature	          Date	          Father’s Name & Signature          Date


