THE COMMONWEALTH OF MASSACHUSETTS
Department of Early Education and Care

Regulations for licensed child care facilities require this information to be on file to address the needs of
children while in care.

* Is your child fed held in lap?

High chair?

* Does your child eat with spoon?

Fork?

*Are disposable or cloth diapers used?
*00 you use: oil:__

_

, powder: __

Hands?

_

*Is there a frequent occurrence of diaper rash?

lotion:__

_

other:

_

*Are bowel movements regular?

How many per day?

_

*Is there a problem with diarrhea?

Constipation?

_

*Has toilet training been attempted?

_

*Please describe any particular procedure to be used for your child at the center:

*What is used at home? Pottychair?

Special child seat?

_

Regular seat?

_

*How does your child indicate bathroom needs (include special words):

~

Is your child ever reluctant to use the bathroom?

_

Does your child have accidents?

_

SLEEPING HABITS
*Does your child sleep in a crib?

Bed?

_

Does your child become tired or nap during the day (include when and how long)?

Please note: The American Academy of Pediatrics has determined that placing a baby on
his/Her back to sleep reduces the risk of Sudden Infant Death Syndrome (SIDSj.SICJsis the
sudden and unexplained death of a baby under one year of age. If your child does not
usually sleep on his/her back please contact your pediatrician immediately to discuss the
best sleeping position for your baby. Please also take the time to discuss your childJs
sleeping position with your caregiver.
l

_

SOCIAL RELATIONSHIPS
How would you describe your child? _~

Reaction to strangers:

_

Able to play alone?

_

Favorite toys and activities:

_

Fears (the dark, animals, etc.):

_

How do you comfort your child?
What is the method of behavior management/discipline at home?

_
_

DAILY SCHEDULE
Please describe your child's schedule on a typical day. For infants, please include awakening, eating,
time out of crib/bed, napping, toilet habits, fussy time, night bedtime, etc.
_

