
San Francisco Department of Public Health: Child Care Health Program 
 

K-6 

15 MINUTE NAP CHECK LOG 
(Must be kept on file for 3 years) 

 
Name of Infant: _______________________    Room: ______________ 
 
Name of Staff ________________________     Initials _____ 
Name of Staff ________________________     Initials _____ 
Name of Staff ________________________     Initials _____ 
Name of Staff ________________________     Initials _____ 
 
Date  

 
Time  Position 

(Circle one) 
Signs of Distress? 

(Circle one) 
Staff 
Initials 
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