" Y INDIVIDUAL INFANT MEAL RECORD

0 THROUGH 3 MONTHS

INFANT'S NAME

MEALS CLAIMED AGE (MONTHS) DATE OF BIRTH
|:| Breakfast |:| Lunch |:| Snack |:| Supper
CENTER/PROVIDER BREASTMILK FORMULA TYPE CLAIM MONTH/YEAR
[ ]ves [ INno
CLAIM ONLY APPROVED MEALS
DATE DATE DATE DATE DATE
REQUIREMENTS
QXSEUNNT TIME AMOUNT EATEN | TIME | AMOUNT EATEN TIME | AMOUNT EATEN TIME | AMOUNT EATEN | TIME

4-6 Oz. Breastmilk or Iron
Fortified Infant Formula*

4-6 Oz. Breastmilk or Iron
Fortified Infant Formula*

4-6 Oz. Breastmilk or Iron
Fortified Infant Formula

4-6 Oz. Breastmilk or Iron
Fortified Infant Formula*®

4-6 Oz. Breastmilk or Iron
Fortified Infant Formula*

4-6 Oz. Breastmilk or Iron
Fortified Infant Formula*

MO 580-1805 (9-03)

CACFP-215



