[image: image1.jpg]Family Integrated Care





	Date: ________________                                              Today’s weight: _______________

Baby’s name: _____________________                       Corrected age:________________

                

	Time
	Temp
	Spells
	Activity
	Intake
	Output
	Medication

	
	
	
	
	Route
	Type
	Volume
	Urine
	Stool
	Spitups
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	


Parent Flow Sheet
	Activity                                 
	Intake
	Output

	
	Route
	Type
	Type
	Consistency

	S     Skin to skin

H     Handling

I      Interaction

LS   Light Sleep

DS   Deep sleep

B     Bath
	BR  Breast

B     Bottle

NG  Nasogastric 

        Tube

OG  Orogastric

        Tube
	1    Expressed            

      Breast Milk

2    Fortified 

      Expressed         

      Breast Milk

3    Formula


	Y   Yellow

B    Brown

P    Pasty

S    Seedy

M    Meconium

T     Transitional

G     Green

FB   Frank Blood
	S  Small

M  Moderate

L   Large

SU “spit up’s”


	Breast Feeding

	Time
	S

(Swallowing)
	T

(Time) 
	I

(Infant state during the feed)
	M

(Milk Supply)
	M

(Mother’s sense of how the baby fed)
	S

(Infant satisfaction after the feed)

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	Questions/concerns:
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