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PEDIATRICS UNLIMITEDinc

                    9-D Maple Tree Court ( Greenville, SC 29615
                                              (864)-627-0009


                       355 Oak Grove Rd. ( Spartanburg, SC 29301
                                              (864)-595-4225


Occupational/Speech Therapy 

Pediatric Young Child Feeding Case History

Date:_________________

Patient’s Name________________________________________  Nickname_______________Date Of Birth_________________________

[   ] Male     [   ] Female     SS#____________________________   Home #___________________________________________________  

Street  Address____________________________________________City_______________________State______Zip Code____________

Referral Source_______________________________________________________Referral Source Phone #__________________________

Reason for Referral________________________________________________________________________________________________

Child’s Doctor_______________________________________________________Phone #___________________________________

Emergency Contact Person (Name,relationship, phone number)_____________________________________________________________

All information given in this questionnaire is considered strictly confidential.

Mother’s Name_____________________________________________________Age____________Marital Status_____________________

Work Phone #______________________Cell Phone #_______________________Occupation________________________________________

Father’s Name____________________________________________________Age____________Marital Status________________________

Work Phone #______________________Cell Phone #_______________________Occupation________________________________________

Brothers and Sisters

Name




Age



Speech, Hearing or Medical Problems

_____________________________________________________________________________________________________________

______________________________________________________________________________________________________________

Is your child in an Early Intervention Program?   _____yes   ______no   If  “yes”, name of program?_____________________________________

PRENATAL AND BIRTH HISTORY

Check any that apply:

_____need for hospitalization or bed rest   ______Excessive vomiting      _____drug use     _____alcohol use   _______diabetes 

_____excessive weigh loss     _____smoking   _____premature rupture of the membranes     _____hemorrhaging     _____medications

_____trauma/injuries      _____illnesses     _____excessive weight gain     _____RH incompatibility     _____previous miscarriages     

_____high blood pressure     _____other________________________________________________________________________________

Length of Pregnancy_________________Length of Labor____________Birth Weight____________Apgar Scores_____________________

Delivery:   _____vaginal   _____breech   _____caesarian   

MEDICAL HISTORY

Check any that apply:
_____tracheoesophageal fistula   _____tracheomalacia   _____laryngolmalacia   _____paralysis of vocal fold(s)   _____Reflux   _____asthma

_____bronchitis   _____allergies   _____seizures   _____ear infections   _____heart trouble   _____high fever   _____meningitis   

_____pneumonia     _____cleft lip &  palate     _____chronic colds/upper respiratory infections   _____other_______________________________

List and describe any operations your child has had_________________________________________________________________________
Has your child received neurological or genetic testing?   _____yes   _____no   If “yes” results?________________________________________
Has a special swallowing or stomach study (i.e. Modified Barium Swallow, Barium Swallow, Ph-probe, etc.)  been done?   _____yes   _____no





If “yes,” results?_______________________________________________________________________________________________________

INFANCY AND EARLY FEEDING HISTORY

During Feeding does your child?  Check all that apply.  ____Cough   ____Vomit  ____Spit Up   ____Gag   _____Choke   _____Hiccup

If so, Check all that apply   _____beginning of feeding   _____middle of feeding   _____end of feeding   _____after feeding

Does child have nasal stuffiness?   _____during feeding   _____after feeding   _____all the time   

Does child regurgitate liquid through the nose?   _____yes  _____no   

Does child have wet, gurgly breathing during feeding?   _____yes   _____no   Does child like to eat in a particular position?   _____yes   _____no

Does child swallow or smack their lips when not feeding?   _____yes   _____no   Does  child arch their back when eating?   _____yes   _____no

7. Does child hold their head to one side?   _____yes   _____no    Does your child use a pacifier?   _____yes   _____no

Is your child’s Dr. concerned with your child’s weight?   _____yes   _____no

List any medications your child is currently taking_________________________________________________________________________

CURRENT FEEDING

Is your child on breastmilk?  ______yes   _____no

Is your child on formula?   _____yes   _____no     Type of Formula:__________________________________________________________

How often do you feed your child?_____________________________________________________________________________________

How much does your child taking during a feeding?________________________________________________________________________

How long does it take to feed your child?________________________________________________________________________________

TUBE FEEDING (IF APPLICABLE)

Is your child on continuous  feeds?   _____yes   _____no     Rate feeds administered __________

Is your child on a bolus feed?   _____yes   _____no     How many tube feeds a day? __________    

 How many ounces per feed? __________     Couging/gagging with tube feeds? _____yes   _____no

Any liquid given orally?   _____yes   _____no     

How did you hear of our clinic?________________________________________________________________________________________

Thank you!  Your insights will help us to do our best for you!

Signature:__________________________________________   Date:________________ 

www.pediatricsunlimited.org


