Infant/Toddler Daily Report

Child’s Name:  ______________________________________________
Date:  ___________________

Parent’s Section

Time of arrival:  _________________________
Time your child awoke:  ______________________

How did your child sleep last night?  ______________________________________________________

Breakfast at home?
Yes
No
Comments: ____________________________________________

Mood upon arrival?
Happy

Okay

Sleepy

Grouchy
Crying

Good

I have noticed

Runny Nose
Diarrhea
Congestion
Temperature
Rash

Cough





Bruises or marks ___________________________________________
None

Any different phone number or pick up info. today?








Any other comments:





Care Giver’s Section
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Accidents / Incidents:

Linda’s Comments: 














