
INFANT DAILY LOG 
 
Child’s Name:____________________________________ Date: __________________________ 
  
Caregiver:_______________________________________  
 
 
Fluids: Milk    Formula   Type:____________________________ 
______ oz Time ____ ______ oz Time ____ ______ oz Time ____ ______ oz Time ____ 
 
Water:        
______ oz Time ____ ______ oz Time ____ ______ oz Time ____ ______ oz Time ____ 
 
 
Juice: 

Type Amount Time 

   

   

   

   

Solids: 

Type Amount Time 

   

   

   

   

Diaper Changing: 

Time W / D / BM Time W / D / BM 

    

    

    
 
Activities / Tummy- Time: 

________________________________________________________________________________________

________________________________________________________________________________________  

Notes:___________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________  

Provide parent with copy if requested 
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