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Meal 1:  Meal 2:  

Date: __________________ 
  (month/day/year) 

Complete (Reimbursable) Meals and Snacks:  
#Breakfast: ____  #Lunch: ____  #Supper: ____  #AM Snack: ____  #PM Snack: ____ 

Snack:  

Parent Supplied items must be labeled with PS. 
 
*Solid foods are not required for infants 0-5 months. Some 
infants at 4-5 months may be developmentally ready for 
solids and may be offered additional solid foods.  
 

 

Daily Infant Menu Record for 0-5 Month Old Infants 

This institution is an equal opportunity provider. 
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