
Baby’s Symptom Diary 
 
Baby’s Name: ______________________________ Baby’s Med Record #:____________________      Date: _______________ 
 

Time 
when 
baby  
falls 

asleep 

Time 
when 
baby  

wakes up 

Time of 
baby’s 
feeding 

Breast 
feeding 
(total # 

minutes) 

Bottle 
feeding 
(total 
# mL) 

Check 
box 
for 
pee 

Check 
box  

for poop  
(note if 
loose or 
watery) 

Put check 
mark in 

box with 
each 

sneeze 

Put 
check 

mark in 
box 
with 
each 
yawn 

Excessive 
suck and 

not 
hungry 

Parent Comments 

 
10:00 am 

 
12:00 pm 

 
12:15 pm L – 15 min 

R – 10 min mL 
 
√ 

 
√ 

loose 

 
√ √√ 

 

 
√ 
 

 
√ 
 

Was fussy after vaccine. 
Breastfed great.   

   L -  
R - mL       

   L -  
R - mL       

   L -  
R - mL       

   L -  
R - mL       

   L -  
R - mL       

   L -  
R - mL       

   L -  
R - mL       

   L -  
R - mL       
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