DIET AND SYMPTOM RECORD FOR 

A BREAST-FEEDING MOTHER AND HER BABY
How to keep a one week food and symptom record:

1. Write down everything you eat, drink, take as medications and supplements.  Record each as you consume it.  Keep the record and a pen with you.  Record each at the time you are eating, drinking, or taking medication. Trying to remember in hindsight does not work well.
2. Record the time of each item you eat, drink, take, or use it.

3. If the food has more than one ingredient, write down as many of the ingredients that you know.  For example, if you eat a pizza, write down the ingredients of the pizza, such as:  crust, tomato sauce, cheese, pepperoni (anchovy, salami, ham), pineapple (green pepper, mushrooms, onions, etc).   Take the labels of any food or drink with many ingredients and keep in an envelope marked for each day.

4. Estimate the amount of each food that you eat, for example, a cup of pasta; ½ cup sauce; 2 tablespoons grated mozzarella cheese; two chocolates with strawberry cream filling; ½ cup of French vanilla yogurt.

5. You can write down the medications that you take regularly on a separate sheet of paper, and indicate their use with a number or letter that you assign to that medication.  Do the same for supplements that you take regularly.

6. When you take a medication that you use occasionally (for example Tums for heartburn; Tylenol or aspirin for pain), write that down as you take it.
7. Write down each time you nurse your baby:

a. Time of nursing

b. Length of time baby nurses
8. Complete the symptom record for your baby at the same time as you complete the food record.  Please record your baby’s symptoms in as much detail as possible. If you wish to list his or her symptoms on a separate sheet and assign each a letter, you can use the letter designation on the chart and assign a rating to it as in 9 below
9. If your baby is eating some solid foods, include those in the food column separately and indicate which ones baby is consuming
10. Try to rate your baby’s symptoms on a scale of 1 to 10.  1 is mild, 10 is the most severe.
11.  Record any unusual events that you think might affect you or your baby, for example, stressful situations; extreme changes in routine; extreme changes in environmental factors (location, climate, etc).
FOOD AND SYMPTOM RECORD

DAY 1

NAME: ________________________________________________________   DATE___________________________

	TIME
	FOODS, DRINKS, MEDICATIONS, SUPPLEMENTS
                  Mother’s Intake                              Baby’s Intake
	BABY’S NURSING

TIME AND DURATION
	SYMPTOM SCALE

0 -  10

0 – no symptoms

10 – worst possible

	
	
	
	
	

	
	

	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


DAY 1 CONTINUED

NAME________________________________________________________DATE ____________________________         

	TIME
	FOOD, DRINKS, MEDICATIONS, SUPPLEMENTS
	BABY’S NURSING

TIME AND DURATION
	SYMPTOM SCALE

0 -  10

0 – no symptoms

10 – worst possible

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


DAY 2

NAME _______________________________________________________ DATE _____________________________

	TIME
	FOOD, DRINKS, MEDICATIONS, SUPPLEMENTS
	BABY’S NURSING

TIME AND DURATION
	SYMPTOM SCALE

0 -  10

0 – no symptoms

10 – worst possible

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


DAY 2  CONTINUED

	TIME
	FOOD, DRINKS, MEDICATIONS, SUPPLEMENTS
	BABY’S NURSING

TIME AND DURATION
	SYMPTOM SCALE

0 -  10

0 – no symptoms

10 – worst possible

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


DAY 3

NAME _____________________________________________________  DATE _____________________________

	TIME
	FOOD, DRINKS, MEDICATIONS, SUPPLEMENTS 
	BABY’S NURSING

TIME AND DURATION
	SYMPTOM SCALE

0 -  10

0 – no symptoms

10 – worst possible

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


DAY 3  CONTINUED

	TIME
	FOOD, DRINKS, MEDICATIONS, SUPPLEMENTS 
	BABY’S NURSING

TIME AND DURATION
	SYMPTOM SCALE

0 -  10

0 – no symptoms

10 – worst possible

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


DAY 4 

NAME _____________________________________________________  DATE ____________________________

	TIME
	FOOD, DRINKS, MEDICATIONS, SUPPLEMENTS 
	BABY’S NURSING

TIME AND DURATION
	SYMPTOM SCALE

0 -  10

0 – no symptoms

10 – worst possible

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


DAY 4  CONTINUED

	TIME
	FOOD, DRINKS, MEDICATIONS, SUPPLEMENTS 
	BABY’S NURSING

TIME AND DURATION
	SYMPTOM SCALE

0  -  10

0 – no symptoms

10 – worst possible

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


DAY 5

NAME ______________________________________________________DATE_____________________________

	TIME
	FOOD, DRINKS, MEDICATIONS, SUPPLEMENTS 
	BABY’S NURSING

TIME AND DURATION
	SYMPTOM SCALE

0 – 10 

0 – no symptoms

10 – worst possible

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


DAY 5  CONTINUED

	TIME
	FOOD, DRINKS, MEDICATIONS, SUPPLEMENTS 
	BABY’S NURSING

TIME AND DURATION
	SYMPTOM SCALE

0 -  10

0 – no symptoms

10 – worst possible

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


DAY 6

NAME ________________________________________________________  DATE ___________________________

	TIME
	FOOD, DRINKS, MEDICATIONS, SUPPLEMENTS 
	BABY’S NURSING

TIME AND DURATION
	SYMPTOM SCALE

0  -  10

0 – no symptoms

10 – worst possible

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


DAY 6  CONTINUED

	TIME
	FOOD, DRINKS, MEDICATIONS, SUPPLEMENTS 
	BABY’S NURSING

TIME AND DURATION
	SYMPTOM SCALE

0  -  10

0 – no symptoms

10 – worst possible

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


DAY 7

NAME __________________________________________________________ DATE __________________________

	TIME
	FOOD, DRINKS, MEDICATIONS, SUPPLEMENTS 
	BABY’S NURSING

TIME AND DURATION
	SYMPTOM SCALE

0 -  10

0 – no symptoms

10 – worst possible

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


DAY 7  CONTINUED

	TIME
	FOOD, DRINKS, MEDICATIONS, SUPPLEMENTS 
	BABY’S NURSING

TIME AND DURATION
	SYMPTOM SCALE

0 -  10

0 – no symptoms

10 – worst possible
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