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New Jersey Pediatric Feeding Associates

150C Tices Lane
East Brunswick, NJ  08816

Phone (732) 698-1100
Fax (732) 698-1140

I.  Identifying Information:

Evaluation Date:________________________
Today’s date:___________________

Child’s name:____________________________________     DOB:_________________

Age:___________

Gender:  M/F



Parent/Guardian Name(s):__________________________________________________ Street Address:___________________________________________________________

City:________________________________  State:__________  Zip Code:___________

Child’s Physician:_________________________________________________________

Physician Address:________________________________________________________

Physician phone number:___________________________________________________

Reason for Referral:_______________________________________________________

_______________________________________________________________________

Referral source if someone other than physician:_________________________________

Has any relative of the child had a history of: (if yes, please list relationship and describe the problem).

Speech problems:_________________________ Learning problems:______________

Stuttering:_______________________________ Cleft lift/palate:_________________

Hearing problems:_________________________ Neurological problems:___________

Other:_________________________________________________________________________________________________________________________________________

Explain:_________________________________________________________________________________________________________________________________________

II.  Birth History
Were there any illnesses or difficulties during your pregnancy? Please explain:

________________________________________________________________________________________________________________________________________________

Did you take any medication during your pregnancy:_____________________________

Length of pregnancy:______________________Length of hospital stay:_____________

Method of delivery (Caesarean):____________________Birth weight:_______________

Were there any difficulties during or following labor/delivery?  Please Explain:

________________________________________________________________________________________________________________________________________________

III. Medical History:
How is your child’s general health condition:________________________________

List any hospitalizations, surgery, emergency care (explain):____________________

_____________________________________________________________________

Has your child had any of the following : (indicate dates)


Head injury__________________________Ear Infections___________________


Fainting/seizures______________________Frequent colds__________________


High fevers__________________________Chronic congestion_______________


Sleep disturbance_____________________Allergies_______________________


Vision problems______________________Tonsil/Adenoid problems:_________


Hearing problems_____________________Asthma________________________


Other, explain______________________________________________________


__________________________________________________________________
Medications your child has taken or been exposed to in past/present and reason:

________________________________________________________________________________________________________________________________________________

Does your child have a physical limitation?_____________________________________

Assistive devices used (i.e. wheelchair)________________________________________

IV. Developmental History:
At what age did your child do the following?


Sit alone__________________crawl_______________walk_________________


Toilet train________________dress self____________ride bicycle____________

Do you have any concerns regarding your child’s gross motor abilities:_______________

________________________________________________________________________

V. Feeding History:

Did your child have sucking difficulties at birth?_________________________________

Was your child breastfed or bottle fed?___________________When weaned?_________

During feeding, did/does your child have difficulty with :


Sucking______________food tastes________________chewing_____________


Food textures__________swallowing________________food temperature______


Spitting out___________vomiting___________________cup drinking_________


Gagging______________drooling___________________handling utensils_____


Coughing_____________choking___________________.

Has your child received any testing due to feeding difficulty? (i.e., videofluoroscopy, swallow study)______________If yes, when and where?_______________________

_____________________________________________________________________

When did child:


Transition from bottle to cup drinking___________________________________


Transition from baby to table foods_____________________________________


Feed self independently______________________________________________


Any problems with positioning________________________________________

Time taken to eat typical meal_______________Picky eater_________________

Food allergies. If yes, to what?_________________________________________
VI.  Speech –Language History:   (please fill out all areas that apply to your child)

At what age did your child begin to:

Babble________________ Say first word______________Combine words___________

Does your child have difficulty with :


Pronouncing sounds/words___________________Forming sentences__________


Following directions________________________Remembering______________


Stuttering__________________________Vocabulary______________________


Voice quality_______________________Being understood by others__________


How much do you understand of your child’s speech ____________%  Others not


familiar with your child_______________%  Explain above:_________________

__________________________________________________________________


__________________________________________________________________

VI. Educational History

Present school________________________Street Address_____________________

City____________________________State_______________Zip_______________

Present grade_________

What school subjects does child:


Excel in___________________________________________________________


Have difficulty with_________________________________________________

Does child’s teacher describe problems with child’s


Behavior/cooperation____________________Hearing______________________


Attention span_________________________Listening_____________________


Learning______________________________Speaking_____________________

Indicate evaluations performed with your child, the date, place, specialist, etc:


Child study team evaluation:__________________________________________


Speech/language evaluation:___________________________________________


Hearing Evaluation:_________________________________________________


Psychological Evaluation:____________________________________________


Neurological Evaluation:_____________________________________________


Physical Therapy Evaluation:__________________________________________


Occupational Therapy Evaluation:______________________________________


Did/does child receive therapy or tutoring? (If yes, explain dates and places)____

__________________________________________________________________


__________________________________________________________________
VII. Behavior
Describe child’s:


Personality:________________________Attention Span____________________


Behavior problems:__________________best attention (list activities child likes)


__________________________________________________________________

Does your child exhibit the following?


Nervousness_______________________Temper Tantrums__________________


Shyness___________________________Sleeplessness_____________________


Overactivity________________________Daydreaming_____________________


Aggressiveness______________________Thumb sucking___________________


Repetitive Behaviors__________________Impulsiveness___________________


Use pacifier_________________________

How is this child best disciplined?_________________________________________

Describe your child’s play.  What are your child’s favorite play activities:__________

_____________________________________________________________________

VIII. List names and addresses to whom you would like a copy of the evaluation results sent to:

___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
