Sheldon Early Learning Center 

Infant Instruction

Child’s name: _______________________________ DOB: _________________
Parent Name: ____________________________________________
Usually arrives at_________________ Usually leaves at_________________
Circle one:

	Bottle


	Yes
	No

	Cup


	Yes
	No

	Jar foods


	Yes
	No

	Table foods


	Yes
	No

	Juice


	Yes
	No


Breast Milk
   or
Formula


Brand of formula__________________Burping is usually done _______________
Bottle times ______/______/_____/_____
ounces in each__________  
Diaper brand and size _____________________________
I authorize Sheldon ISD Early Learning Center to allow my child to receive, use or participate in the following:
	Powder
	Yes
	No

	Diaper Rash Ointment
	Yes
	No

	Pacifier
	Yes
	No

	Bouncer Seat
	Yes
	No

	Swing
	Yes
	No


 My child usually is put to sleep by (rocking, patting, etc.)
_______________________________________________

Allergies/ Special needs or other instructions:
___________________________________________________

___________________________________________________ 

___________________________________________________
Parents Signature_______________________ Date__________________
*This form must be updated and signed every 30 days 
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