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Galena Park ISD Early Head Start
WIC Individualized Nutrition Plan

Child’s Name: DOB:

|.  Please provide the following information:
Height in.  Weight Ibs.  Hgb or Hct:

Next Date Due:

II.  Type of counseling received (circle all that apply):

Breast Feeding support/ education Meal Planning
Anemia Bottle- feeding
Dental Caries Pregnancy
Overfeeding Underfeeding
Introduction of solid foods Grocery buying
Budgeting Other:

lll.  Please describe the child’s nutritional plan/ recommendations:




