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                                            Let’s Eat!

PATIENT INFORMATION INTAKE

Date:_____________________

Name:________________________________________________________________________________ 
DOB:__________________________________________________ Age:__________ Circle One:  M  or  F
Address:______________________________________________________________________________
_____________________________________________________________________________________


	Parent Name:
	Parent Name:

	Address:
	Address:

	
	

	Home Phone:
	Home Phone:

	Cell Phone:
	Cell Phone:

	Work Phone:
	Work Phone:

	Email:
	Email:

	Employer:
	Employer



	Preferred Contact #:




Please list names and ages of siblings:
Name							Age			Male / Female
____________________________________________     _________________     ___________________
____________________________________________     _________________     ___________________
____________________________________________     _________________     ___________________

Referring Physician:_____________________________________________________________________
Address:______________________________________________________________________________
Office Phone number:___________________________________________________________________






Please list names and phone numbers of any other healthcare providers that routinely treat your child: _____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________

School:______________________________Teacher:_________________________ Grade:___________

List all Diagnoses:_______________________________________________________________________


MEDICAL HISTORY

Describe your experience during labor and delivery___________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________

									Comment
Length of Labor			_____________hrs	_______________________________________
Premature: Please specify    	Yes_____ No_____	_______________________________________
Caesarean birth 		Yes_____ No_____	_______________________________________
Birth Weight			_____lbs ______oz	_______________________________________

Did your baby require any of the following immediately AFTER birth:
Hospitalization			Yes_____ No_____	_______________________________________
Oxygen				Yes_____ No_____	_______________________________________
Heart Monitor			Yes_____ No_____	_______________________________________
Surgery				Yes_____ No_____	_______________________________________

Please list all hospitalizations and surgeries during childhood: ___________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________

Has Hearing been tested:  	Yes_____ No_____	_______________________________________
Has Vision been tested:		Yes_____ No_____	_______________________________________
Has your child had tubes:	Yes_____ No_____	_______________________________________

Please list any medications has taken in the PAST:


Medication__________________________ Purpose_____________________ When taken___________
Medication__________________________ Purpose_____________________ When taken___________
Medication__________________________ Purpose_____________________ When taken___________

Please list any medications your child IS CURRENTLY taking:

Medication__________________________ Purpose_____________________ When taken___________
Medication__________________________ Purpose_____________________ When taken___________
Medication__________________________ Purpose_____________________ When taken___________


Developmental Milestones
At what age did your child hit the following developmental milestones?

Roll over 	__________		Sit Alone 	__________		Crawl	 __________
Pull to stand 	__________		First Word	__________		Walk 	 __________
Chew solid food__________		Drink from cup	__________

Going back to your child’s first TWO YEARS of age, did your child (if applicable):
									Comment
Suck a thumb/pacifier?		Yes_____ No_____	_______________________________________
Have sleeping problems?	Yes_____ No_____	_______________________________________
Have feeding problems?	Yes_____ No_____	_______________________________________
Have colic/act ‘fussy’?		Yes_____ No_____	_______________________________________
Prefer certain positions?	Yes_____ No_____	_______________________________________
Dislike lying on stomach?	Yes_____ No_____	_______________________________________
Dislike lying on back?		Yes_____ No_____	_______________________________________
Self soothe?			Yes_____ No_____	_______________________________________
Have a regular schedule?	Yes_____ No_____	_______________________________________
Enjoy  bouncing?		Yes_____ No_____	_______________________________________
Enjoy car rides and swings?	Yes_____ No_____	_______________________________________
Toe Walk?			Yes_____ No_____	_______________________________________

Childhood Illnesses
									Comment
Respiratory problems		Age ____________	_______________________________________
High fever			Age ____________	_______________________________________
Meningitis			Age ____________	_______________________________________
Ear infections			Age ____________	_______________________________________


Adenoid problems		Age ____________	_______________________________________
Frequent colds			Age ____________	_______________________________________
Strep throat			Age ____________	_______________________________________
Allergies			Age ____________	_______________________________________
Asthma				Age ____________	_______________________________________
Skin problems			Age ____________	_______________________________________
Bedwetting			Age ____________	_______________________________________
Seizures			Age ____________	_______________________________________




PEDIATRIC FEEDING HISTORY

1. Please explain, in your own words, what your child’s current feeding problem is: _____________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

2. Is (was) your child breast fed?   Yes_____ No_____ If so, from when to when?  ______________
Is (was) your child bottle fed?    Yes_____ No_____ If so, from when to when?  ______________
Please describe your child’s current (past)skill on the breast and/or bottle: _________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

a. How often does (did) your child like to eat/drink?________________________________
b. How many ounces of liquid does (did) your child take in a 24 hr period? _____________
c. How long does (did) it take your child to breast or bottle feed?_____________________
d. What position does (did) your child prefer to be in during feeding?__________________
e. Any problems with milk supply?			   _______Yes  _______No  _______N/A
f. How many wet/soiled diapers per day? _______________________________________
g. What formula is (was) your child taking? (if applicable)___________________________
h. Have (did) you tried other brands of formula?___________________________________


3.     Does (did) your child frequently:
When/Why/How long?
i. Arch		Yes_____ No_____	_______________________________________ 
j. Cry		Yes_____ No_____	_______________________________________
k. Spit up		Yes_____ No_____	_______________________________________
l. Gag		Yes_____ No_____	_______________________________________
m. Cough		Yes_____ No_____	_______________________________________
n. Vomit		Yes_____ No_____	_______________________________________
o. Pull off nipple	Yes_____ No_____	_______________________________________




IF YOUR CHILD EATS BY MOUTH, PLEASE ANSWER THE FOLLOWING QUESTIONS:

3. Describe how the weaning process off the breast and/or bottle went and why the child was weaned:___________________________________________________________________________________________________________________________________________________________________________________________________________________________________

4. At what age did your child transition to:
 Baby cereal?  	__________  		Baby food? 		____________	
Finger foods? 	__________ 		Fully to table foods? 	____________

5. List the foods your child will currently eat and drink (put a star next to their favorites): ________
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

6. List the foods your child used to eat but now refuses: ___________________________________
____________________________________________________________________________________________________________________________________________________________

7. List the foods your child refuses:  ___________________________________________________
____________________________________________________________________________________________________________________________________________________________

8. List the foods your child is allergic to: ________________________________________________
______________________________________________________________________________

9. Who typically feeds your child? ____________________________________________________
Who typically eats with your child? _________________________________________________
What type of chair is used? ________________________________________________________
Where is your child typically fed? ___________________________________________________
Typically, how long are the meals? __________________________________________________
What utensils does the child use? ___________________________________________________
Are there any other activities going on during meals? ___________________________________

10. Please describe the typical daily meal schedule for your kiddo (i.e. What times are the meals, what does the child typically eat, and how much does the child typically eat?): ______________
____________________________________________________________________________________________________________________________________________________________

IF YOUR CHILD IS TUBE FED, PLEASE ANSWER THE FOLLOWING QUESTIONS:

11. What type of formula is used and how do you mix it? ___________________________________
______________________________________________________________________________

12. Please detail your child’s feeding schedule below:
	Time of feeding
	NG, G, or Continuous
	Amount
	Gravity or Pump
	Over what time period or what rate

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	



13. Describe where you child is tube fed and what activities are occurring at the same time: ______
____________________________________________________________________________________________________________________________________________________________

14. Describe your child’s reactions to the tube feedings (connecting, during, disconnecting): ______
____________________________________________________________________________________________________________________________________________________________



PLEASE ANSWER THE FOLLOWING QUESTIONS  FOR ALL CHILDREN:

15. Has your child ever been on any type of special diets other than what you have already described? If yes, please describe the type of diet(s), at what age(s), why you did the special diet, and what the child’s response was: _____________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

16. How do you know your child is hungry or full? _________________________________________
______________________________________________________________________________

17. Has your child lost or gained any weight in the last 6 months?  If so, how much? _____________
______________________________________________________________________________

18. Would you describe your child’s weight  as:  Ideal _____ Underweight _____ Overweight______

19. Does your child have any of the following problems (please check all that apply):

_____frequent constipation		_____frequent diarrhea		_____ vomiting
_____choking				_____gagging			_____coughing
	
	Please describe: _________________________________________________________________
	______________________________________________________________________________

20. Does your child take a vitamin supplement?  If so, which one? ____________________________

21. How do YOU feel after a meal? ____________________________________________________
How does your child feel after a meal? _______________________________________________

22. What other evaluations have been completed regarding your child’s feeding difficulties and what were the results? (If available, please provide a copy of the report) ___________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________




23. What treatments have been tried for this problem and what were the results? ______________
____________________________________________________________________________________________________________________________________________________________

24. Describe how you feel about food and eating?  Do you enjoy meals with your child? __________
____________________________________________________________________________________________________________________________________________________________

25. Do you feel anxious, worried, sad or unhappy about the way your child eats? _______________
______________________________________________________________________________

26. Do you frequently remind you child to eat or to finish the food that is on the plate?  Why? _____
____________________________________________________________________________________________________________________________________________________________

27. Do you only serve foods you know your child will eat? __________________________________

28. What are you looking for in a feeding program? _______________________________________

SENSORY HISTORY

Tactile Sensation:							           Often/Sometimes/Rarely
									              (please put an X in the corresponding spot)
Does your child:
1. Object to being touched?---------------------------------------------------------------	/	/	
2. Seem irritable when held?--------------------------------------------------------------	/	/	
3. Isolate self from other children?------------------------------------------------------	/	/	
4. Avoid/dislikes getting hands messy?-------------------------------------------------	/	/
5. Becomes upset when face is being washed?--------------------------------------	-	/	/
6. Becomes upset when having hair combed?----------------------------------------	/	/
7. Becomes upset when having fingernails clipped?--------------------------------	/	/	
8. Becomes upset when having teeth brushed?--------------------------------------	/	/
9. Prefer long sleeve clothing?------------------------------------------------------------	/	/	
10. Seem sensitive to certain fabrics and avoids wearing clothes made from them?	/	/
11. Have trouble changing to new types of clothing when seasons change?		/	/
(i.e. from long pants to shorts/t-shirts to sweaters)
         12.  Avoid going barefoot? (i.e. in sand or grass)-------------------------------------------	/	/
       13.  Become irritated by tags on clothing?-----------------------------------------------	/	/
       14.  Seem to crave being held or cuddled?-----------------------------------------------	/	/
       15. 	Express discomfort when touched by other people, even as in a friendly hug?	/	/

       16.  Tend to bump or push others?--------------------------------------------------------	/	/
       17.  Seem overly sensitive to pain? (i.e. especially bothered by small cuts)--------------	/	/
       18.  Seem less sensitive to pain than others? (i.e. to falls and bruises)-----------------	/	/
       19.  Mouth objects or clothing often?-----------------------------------------------------	/	/
       20.  Have difficulty judging how much strength to use?------------------------------	/	/
	(i.e. when petting animals may use too much force)
Auditory Sensation:
       21.  Seem over sensitive to sound?--------------------------------------------------------	/	/
       22.  Seem confused about the direction of sounds?----------------------------------	-	/	/	
       23.  Like to make loud noises?--------------------------------------------------------------	-	/	/
       24.  Become distracted or have trouble if there is a lot of noise around?-------	-	/	/
       25.  Respond negatively to unexpected or loud noises?------------------------------	/	/

Gustatory Sensation:
29. Act as though all food tastes the same?-------------------------------------------	-	/	/
30. Explore by tasting?-----------------------------------------------------------------------	-	/	/
31. Dislike foods of a certain texture or color?-----------------------------------------	/	/
32. Chew or lick non-food items?----------------------------------------------------------	/	/


Olfactory Sensation:
33.  Explore objects by smelling them?---------------------------------------------------	/	/
34. Discriminate odors?----------------------------------------------------------------------	/	/
35. React defensively to smell?-------------------------------------------------------------	/	/
36. Seem bothered by smells that most other people don’t notice?-------------	/	/

Visual Sensation:

37. Become easily distracted by visual stimulation?----------------------------------	/	/
38. Express discomfort at bright lights?--------------------------------------------------	/	/
39. Avoid or have difficulty with eye contact?------------------------------------------	/	/
40. Have a hard time picking out a single object from many?----------------------	/	/
(i.e. finding a specific toy in the toy box)
       38.  Have difficulty with or seem irritated by a camera flash?----------------------	/	/

Vestibular Sensation:
       39.  Seem fearful in space? (i.e. going up &down stairs, riding a tricycle)----------------------	/	/
         40.  Appear clumsy, often bumping into things and/or falling down?------------	/	/
       41.  Prefer fast-moving, spinning carnival rides?---------------------------------------	/	/

       42.  Have poor balance?----------------------------------------------------------------------	/	/
       43.  Become anxious or distressed when his/her feet leave the ground?--------	/	/
       44.  Avoid climbing or jumping?------------------------------------------------------------	/	/
       45.  Dislike elevators or escalators?--------------------------------------------------------	/	/
       46.  Dislike riding in a car?--------------------------------------------------------------------	/	/
       47.  Dislike activities where head is upside down or when lifted overhead?----	/	/
	(i.e. such as with hair washing or somersaults)
       48.  Love to be tipped upside down or lifted overhead?------------------------------	/	/
       49.  Seek out all kinds of movement activities?-----------------------------------------	/	/
       50.  Jump a lot in beds or other surfaces?------------------------------------------------	/	/
       51.  Like to spin him/herself?----------------------------------------------------------------	/	/
       52.  Bang his/her head on purpose?-------------------------------------------------------	/	/
       53.  Throw him/herself against the floor, wall or other people for enjoyment?	/	/
       54.  Take unusual risks during play?-------------------------------------------------------	/	/

Coordination:
       55.  Manipulate small objects easily?------------------------------------------------------	/	/
       56.  Seem accident prone? (i.e. have frequent scrapes and bruises)------------------------	/	/
       57.  Neglect one side of the body or seem unaware of it?---------------------------	/	/
       58.  Use one hand more than the other?-------------------------------------------------	/	/

Feeding:
       59.  Need assistance to feed him/her?----------------------------------------------------	/	/
       60.  Tend to eat in a sloppy manner?------------------------------------------------------	/	/
       61.  Frequently spill liquids?-----------------------------------------------------------------	/	/
       62.  Drool?----------------------------------------------------------------------------------------	/	/
       63.  Have trouble chewing?------------------------------------------------------------------	/	/
       64.  Have trouble swallowing?--------------------------------------------------------------	/	/
       65.  Have difficulty eating foods with lumps?-------------------------------------------	/	/
       66.  Stuff or put too much food in his/her mouth?-------------------------------------	/	/

Other: (Please list anything else you would like us to know about your child)	
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