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Pediatric History Form
Child’s Name:__________________________Caregiver name(s)___________________

Today’s Date:_________Date of Birth ___________Age____________Sex:___________

Phone number______________Email______________________Other_______________

Height ______________Weight______________________________________________

Weight History (loss/gain)(days/weeks/months)_________________________________

	Dietitian notes:

Ideal Weight for Height: (lbs/kg)________
In office weight(lbs/kg): _____________

In office Height(in/cm): ______________      Height for Age: (percentile) __________

Weight for Age: (percentile)___________
Ideal Height for Age: (in/cm)_________

BMI: 


Is your child allergic to any food or drinks? (Yes/No) If yes, allergic reaction to what? ___________________________________________________________________

Does he/she get a rash or edema or swelling? (Yes/No) If yes, allergic reaction to what? ___________________________________________________________________

Does your child take any vitamins/minerals or food supplements? (Yes/No)

If yes, which ones? ________________________________________________________

If your child is not taking a vitamin, does your water supply contain fluoride? (Yes/No)

Has your child had any major hospitalizations, operations, or major injuries? (Yes/No)

If yes, what? _____________________________________________________________

________________________________________________________________________

Does your child have any chronic illnesses? (Yes/No) Please list medical history:______ ________________________________________________________________________ ________________________________________________________________________

Does your child take any medications on a regular basis? (Yes/No) If yes, what medication(s) and what dosage(s)? ____________________________________________

________________________________________________________________________

When your child is eating, is there evidence of pain during swallowing? (Yes/No) If yes explain_________________________________________________________________

Has your child ever had any problem with vomiting, chocking, gagging? (Yes/No). If yes explain _________________________________________________________________

At what age did the problem start? ___________. At what age did it stop? _____________

Does vomiting occur during feeding (Yes/No), after feeding (Yes/No), unrelated to feeding (Yes/No), when upset? (Yes/No). ______________________________________

How often does vomiting occur? _____________________________________________

How often does your child have a bowel movement? ____________________________

Are stools usually watery, formed, runny, and/or pasty or other? ____________________

Has your child ever had a problem with ongoing constipation? (Yes/No)

Family History

	
	Current Age
	Medical History
	Cause of Death
	Age at Death

	Mother


	
	
	
	

	Father


	
	
	
	

	Sister


	
	
	
	

	Brother


	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Maternal Grandmother
	
	
	
	

	Maternal Grandfather
	
	
	
	

	Paternal Grandmother
	
	
	
	

	Paternal Grandfather
	
	
	
	


Does your child follow any special diet? (Yes/No)
If yes, is your child compliant with this diet? (Yes/No)
If yes, what are the special restrictions/type of diet? __________________________

________________________________________________________________________

What type of milk are you feeding your child? 

· Breast milk, cow’s milk, goat’s milk soy milk or other? __________________

· Whole, 2%, 1%, skim? _____________

· Is it flavored such as chocolate milk? ____________  

· # fl oz/day? _____________________

What else does your child drink during the day and how much/day? ______________________

________________________________________________________________________

Does your child drink from a bottle, sippy cup or cup?____________________________

When did you start to introduce solid foods into his/her diet?___________________

How is your child’s appetite? (Excellent/Good/fair/poor)
How many meals does your child eat during the day? ________________________

Does your child skip meals? (Yes/No). If yes, which ones and why? _____________

________________________________________________________________________

How many meals away from home does your child eat every day? ______________

Which meals? _______________________________________________________

How many snacks does your child eat during the day? _______________________

Does your child usually eat the food that is prepared for the family? (Yes/No)
Does your child avoid any specific foods, such as milk or meats? (Yes/No)
If yes, which ones? ___________________________________________________

_______________________________________________________________________

What problem does your child have with feeding? (Check all that apply)

___Eats too fast

___Eats too slow

___Does not chew

___Spits food out

___Throws/drops food

___Cries or tantrums

___Turns away from spoon

___Eats too little

___Eats too much

___Pushes food away

___Does not suck

___Refuses to open mouth

___Takes food from others

___Refuses to swallow food

___Sneaks or steals food

___Messy eater

___Plays with food

___Leaves table

___Finicky eater

___Drools

___Ruminates

___Vomits/gags

___Other____________

Does your child chew on any of the following? 

___Dirt      ___Clay      ___Paint Chips       ___Woodwork       ___Ice      ___Plaster ___Newspaper    ___Other______________​​​​​​​​​​​​​​​​​​​​​​​​​​_____________________________
Describe a typical day for your child in terms of what he/she eats and drinks at meals and for snacks.

	Time


	Food Item and Amount
	Notes

	e.g. 7:30 a.m.
	½ cup oatmeal 


	


Does your child have a predictable feeding schedule? (Yes/No)_____________________

________________________________________________________________________

How long does the feeding take? _____________________________________________

Does your child communicate food preferences? (Yes/No) ___________________
What are your child’s special food likes and dislikes? ____________________________________
___________________________________________________________________

Is your child attentive during meals? (yes/No)

Is it hard for you to tell if your child is hungry? (Yes/No)

Does your child’s food intake vary much from meal to meal? (Yes/No) Day to day? (Yes/No)

Is your child likely to eat more at one meal than other meals? (Yes/No). If so, which meal and why? ________________________________________________________________


Does your child eat better for one caregiver or the other? (Yes/No) If yes please specify

________________________________________________________________________

Does your child refuse to touch certain food or objects? (Yes/No) __________________

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

___Coax

___Threaten

___Offer reward

___Ignore

___Use television

___Distract with toys

___Change meal schedule

___Mini-meals

___Praise

___Change foods offered

___Offer another food item

___Limit foods

___Spank

___Force feed

___Send to room/time out

___Other_____________

_____________________

_____________________

Does your child self-feed? (Yes/No). Use hands (Yes/No) Use utensils (Yes/No)


Does your child serve him/herself or does a caregiver put foods on plate etc.?__________

________________________________________________________________________

Does your child drool during feeding? (Yes/No)

Where do you feed your child?

___Lap






___Stand/roam
___Infant Seat






___Floor
___High chair (regular___________adapted__________)
___Couch
___Booster seat





___Other____________________________
___table/chair

___Modified chair (e.g. wheelchair, tumble form chair, etc.)

How often does your child go to “fast food” restaurants? ______________________

What does he/she usually order?_________________________________________

How much candy, other sweets, processed snack foods, and soda pop does your child eat/drink? ___________________________________________________________________
Does your child help prepare foods? (Yes/No) Plan grocery list and/or go shopping with caregivers? (Yes/No) ____________________________________________________

Is your child physically active? (Yes/No) If yes, how often and what type of activity does he/she participate in? ___________________________________________________________________________________
What, if any, concerns do you have about your child’s appetite, feeding behavior, or diet?

______
____________________________________________________________________________________

Thank you for taking the time to complete this questionnaire.
