Daily Experience Sheet

Parent Information

Name________________________

Date: ______________
In__________________________











Out_________________________

Time of last feeding________________________

Child’s mood today________________________


Time of last diaper change___________________

How did child sleep?_______________________

Where can we reach you today?______________

Medication today? ___Y ___N       Time: ___:___
Who is picking up your child and what time?_______________

Time, amount and name of medication to be given today (if needed) __________________________________

Any new bumps, injuries, or signs of illness____________________________________________________

Caregiver Information

	             Breakfast
	              Lunch
	Snack

	All


	
	

	Most 


	
	

	A Little


	
	

	Refused


	
	


	 Diapers/Bathroom  

_________________   ________________

_________________   ________________

_________________   ________________

_________________   ________________ 

D=dry   W= wet  BM=bowel movement
	Naps

________________

________________

________________

________________
	Medication 
_______________

_______________

_______________

___Check ouch report 

Teachers must initial after giving meds


	Bottles  Time and oz

___________________

___________________

___________________

___________________


	Child Needs

___Extra clothes 

___Diapers

___Wipes

___Formula
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   About My Day:
