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Safety Pledge for Infants and Safe Sleep Practices

v lunderstand that the safest place for my baby to sleep is on their back in their
crib, cot, or isolette.

v lunderstand that there is a risk of suffocation, entrapment, or falls associated
with co-bedding (parent and child sharing the same bed) and that WRHN does
not endorse co-bedding.

vl will let my nurse know if my baby was dropped or slipped to the floor even if
he/she seems okay.

vl understand that the crib side rails or isolette door must be up and in a locked
position when | am not able to give my full attention to my baby.

v lunderstand that | must be within arm's reach of my infant if the isolette door is
open or if the crib side rail is down.

vl will let me nurse know if | think that | am at risk of falling asleep when holding
my baby.

v | will ask for help if | feel dizzy, weak, or am in severe pain before picking up my
baby.

v lunderstand that | cannot walk outside of the patient room with my baby in my
arms. If | must leave the room, my baby will be transported in a crib, bassinet,
car seat, stroller, cot, or | will be holding my baby in a wheelchair.

vl understand that there should not be any items in the crib with my baby (loose
blankets, soft toys).

| confirm that | have reviewed the safety pledge for infants and safe sleep practices and
will share this information with other individuals who may be involved with my infant.

Name:

(Print name)

Relationship to Infant:

Signature:

Date:

Witness:
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