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Feeding/Swallowing Evaluation Intake 


Patient Information


Name of child:_______________________
           Date of Birth:________________


Address:_____________________________________________________________
          

Telephone: (___)____________________
           Cell phone: (      )_____________


Name of parent/caregiver:________________________________________________


Physician:________________________________
Telephone: (     )______________

Address:______________________________________________________________

Date of evaluation:______________________________________________________
Medical History
Where there any problems during your pregnancy?_____________________________

Did you take any medications/drugs during your pregnancy?______________________

Length of Pregnancy:_____________
Delivery method:____________________

How long was your child in the hospital?_____________________________________

Where there any complications during your delivery?  If so, please explain.__________

_______________________________________________________________________________________________________________________________________________.

Where there any complications following your delivery?  If so, please explain________

_______________________________________________________________________

_______________________________________________________________________.

Was your child ever fed by a tube, either nasogastric or gastrostomy?_______________

Any additional information that you feel may be important for this evaluation_________ 
________________________________________________________________________________________________________________________________________________

Is your child taking any medications at this time?  If yes, please explain______________

________________________________________________________________________

Has your child been diagnosed with a medical condition?  If yes, please explain________

________________________________________________________________________________________________________________________________________________

Feeding History
What is your major concern regarding your child’s feeding? _______________________ ________________________________________________________________________
________________________________________________________________________
Does your child have any of the following problems?  (Please include estimated date of onset):

______Food refusal (refusing all or most foods)

Onset:________________

______Food Selectivity by Texture (eating only textures that are not developmentally appropriate)

Onset:________________

______Food Selectivity by Type (eating only a narrow variety of foods)

Onset:_________________

______Oral Motor Delays (problems with chewing, lip closure or tongue lateralization)

Onset:_________________

______Dysphagia (problems with swallowing, painful swallow, aspiration)

Onset:_________________

Describe: ____________________________________________________________

______Abnormal preferences (refuses food if not a certain temperature, eats only certain brands, must have a certain cup or special silverware to eat)

Onset:_________________

Describe:_____________________________________________________________
What issues are you trying to resolve? (Check as many as apply)

	
	Increase the volume of food my child eats
	
	Increase the texture of food my child eats

	
	Increase the variety of foods my child eats
	
	Improve cup drinking

	
	Improve oral motor skills
	
	Improve mealtime behaviors

	
	Decrease gagging during eating
	
	Decrease vomiting related to eating

	
	Reduce/eliminate diarrhea
	
	Reduce/eliminate constipation

	
	Increase weight gain
	
	Decrease tube feedings

	
	Resolve reflux or other GI issues
	
	Other___________________________


Has your child ever had a problem with _____vomiting, ________gagging, or ______choking?
If yes, when did the problem start?____________________________________________

How and when was the problem resolved?______________________________________

When does vomiting occur?



How often does vomiting occur?


During feeding?________________


____times per day

After feeding?__________________


____times per week

Unrelated to feeding?____________


____times per month

When upset?___________________


____occasionally
Are stools usually: _____watery, ______formed, ______runny, ______pasty.
Has your child ever had a problem with ongoing constipation? ______Yes ______No

Does your child have any food allergies?  _______Yes ______No

Please describe: ______________________________________________________

Does your child receive tube feeding?  ________Yes _______No


What is the schedule_____________________________________________


At what rate is your child’s feeding?________________________________


What formula is used? ___________________________________________


What percentage of daily intake is through the tube?____________________


Are there currently problems tolerating the tube feeds? _____Yes ______No


If yes, please describe ___________________________________________

Feeding Environment
Where does the child eat? (Check all that apply)

____Caregiver’s lap

____Booster Seat

____Infant Seat

____Table/Chair

____High Chair

____Other (please specify)

Does the child eat alone or with the family?______________________

Does the child demonstrate behavior problems before and/or during mealtimes?______


If yes, please specify:


a.____throws food



f._____messy eater


b.____spits food



g._____takes food from others


c.____cries, screams



h._____refuses food


d.____leaves the table before finished
i.______overeats


e.____only eats certain foods


j.______other (please describe):


_________________________________________________________________

_________________________________________________________________
What do you do when your child is demonstrating his/her behaviors during mealtime:     

________________________________________________________________________________________________________________________________________________________________________________________________________________________

What feeding techniques do you use with your child to get him/her to eat?
_____Coax

_____Distract with Toys

______Limit Food

_____Threaten
_____Change meal schedule

______Spank

_____Offer reward
_____Mini-meals


______Force Feed

_____Ignore

_____Praise



______Time out

_____Use television
_____Change foods offered

Other:__________________________________________________________________   ___________________________________________________________________

Please describe your child’s feeding history:
Bottle Feeding  _____Yes  _____No


If yes, type of bottle/nipple___________________________________________


If no, at what age was bottle feeding discontinued?________________________

Breast Feeding ______Yes ______No


If yes, how often? __________________________________________________


If no, at what age was breast feeding discontinued?________________________

Were oral feeds ever interrupted/discontinued? ______Yes ______No

If yes, please describe the reason for the interruption in PO feeding ___________ _________________________________________________________________

What supplemental feeding was implemented? ___________________________

Spoon Feeding ______Yes ______No


If yes, what stage of baby food?_______________________________________


Is the child self-feeding?_____________________________________________

Cup Drinking _____Yes ______No


If yes, what type of cup? ______Sippy Cup ______Open Cup _____Straw

Solids ______Yes _______No


If yes, at what age were solids introduced? ______________________________

Please check all that apply:

	Food Consistency
	Does Eat
	Can’t Eat
	Never Tried
	Cant’ Eat

	Liquids/Soups
	
	
	
	

	Stage 1or2 baby foods
	
	
	
	

	Stage3/Jr. baby food
	
	
	
	

	Creamy foods
	
	
	
	

	Blended table foods
	
	
	
	

	Mashed table food
	
	
	
	

	Chopped table food
	
	
	
	

	Regular table food
	
	
	
	

	Crisp food (crackers)
	
	
	
	

	Chewy food (meat)
	
	
	
	

	Crunchy food (carrot)
	
	
	
	


Does your child self-feed? ______Yes ______No

Using hands?          ______Yes ______No


Using utensils?       ______Yes ______No

Is it hard for you to determine if your child is hungry? _____Yes _____No

Does your child’s food intake vary from:


Meal to meal? ______Yes ______No


Day to day? ______Yes ______No

Does your child eat better for one caregiver or the other? _____Yes _____No


If yes, please specify the individual:___________________________

Does your child refuse to touch certain foods or objects? ______Yes _____No


If yes, which textures?_______________________________________

Does your child object to certain smells?_____Yes _____No

How long does a typical feeding take? ________________________________

Please indicate a few activities that your child enjoys:

________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please list physicians/therapists that you would like to receive a copy of the evaluation (please indicate their name and address):
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Has your child ever been evaluated for his/her feeding/swallowing skills?  If yes, please list the facility and date of the evaluation ( if evaluated at by more than one facility, please list).______________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

What were the results?_____________________________________________________

________________________________________________________________________________________________________________________________________________

Was therapy recommended? If yes, where did you receive therapy and for how long?___________________________________________________________________

________________________________________________________________________

Is your child continuing to receive therapy at this facility? If not, why was it discontinued?___________________________________________________________________________________________________________________________________

Thank you for completing our questionnaire.  We look forward to meeting you.

