Kiddie Konnection

2707 Muscatine Ave

Iowa City, Iowa 

319-354-6454 

APPLICATION FOR INFANT ROOM

Diet____________________________________________ 

Breast or bottle fed?(circle one)
Feeding schedule__________________________________

Feed on demand_____Yes/No

Sleep habits during the day__________________________ 

________________________________________________

Does your child sleep on back or side?(circle one)

What are some of your babies favorite things to do? ________________________________________________________________________________________________ 

Any history of colic?______Frequent diaper rash________

Is the baby’s skin highly sensitive?________

Do you use: Oil?_____Powder?_____Lotion?_____Other?_____

Are bowel movements regular?____how many per day___

Is diarrhea______or constipation______ a problem?

Does your child use a pacifier or suck thumb? _______

Does your child pull up?_____crawl_____walk _____

Does your child have a fussy time?___________________ 

_______________________________________________ 

How do you handle this fussy time?___________________ 

________________________________________________ 

Has she/he had experiences with other children?_________ 

________________________________________________

How does she/he relate to strangers?__________________ 

________________________________________________

Is she/he frightened by anything?_____________________ 

________________________________________________ 

Give any other information you believe will be helpful to us in caring for you child.

