Fljl CHILD HERLTH RECORD

This is your child’s health record, you must take care of it and
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EXCLUSIVE BREAST
FEEDING FOR FIRST
SIX MONTHS

/

Check baby’s mouth;
wipe tongue and gums
with damp clean cloth.

Mashed food 3 times a day.
Breast feed as often as
baby wants. If formula fed,
give food 5 times a day.

6 months

W

2-4

Wipe gums, teeth and
tongue daily with a
clean, damp cloth.

Give 5 meals a dair. Breast feed as
often as baby wants.

!
12 mths
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6-8
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Brush your child’s teeth with
a small, soft toothbrush.
First dental visit by age 1.

Remember! You may
continue to breast
feed well into the
second year of life
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Half a pea-size amount
of fluoride toothpaste.

3 Meals a day with 2 smaller ones in between. Be
sure to add fruit and vegetables to every meal.
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3 yrs
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20 Teeth
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Remember! You can take your
child to the dentist at any time.

!

mu i —— F L e
4 L . = P I
|
|
—_— i s N —— -___4‘ - . e S ——— e ——— = - - = — = —— = = —
|
|
| |
T S | N
| |
| |
——— . S LR e = o gl = i ——- - ——  — e i i i
| : . - — =L = — AW
| - |
' |
I |
| I | | .
....................................................... — S— P e eram——r— e P T TR PN T ST N R 4 —_— — TR IR 25 LN e =
- !
[ {
| | |
| ]
S— . e i — —_— o p— — o —— | — — d ’ e — — — —— —_— — — e —— — S — — s p— —
e e - ssmrecon e R ——— i e ke i Eag— —— ] wan

]
¥
i —— R EEEEE——————————SSSS




¥
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This card is printed on Teslin SP1000 substrate, a non-wood paper. Infant danger
signs and nutriion illustrations provided by UNICEF/URC/CHS. For further information

regarding this MCH Card, please consult the MCH Card Technical Manual.
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