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 CHILD FEEDING HISTORY FORM

PART 1 - GENERAL INFORMATION
CHILD’S FULL NAME: 





  DATE OF BIRTH: 

______


HOME ADDRESS: 








____________











HOME PHONE:
 









_____

PHYSICIAN’S NAME:  ____________________________________  PHONE #: ___________________






COMPOSITION OF FAMILY IN WHICH CHILD CURRENTLY RESIDES (Primary Caregivers)

FATHER’S NAME: 





  DATE OF BIRTH: 







SOCIAL SECURITY #: 





  OCCUPATION: 








HIGHEST EDUCATIONAL LEVEL: 



  RELIGION: 


______




RELATIONSHIP TO CHILD (please circle one):    Biological     Adoptive     Step     Foster     Other              

MOTHER’S NAME:  





  DATE OF BIRTH: 






SOCIAL SECURITY #: 





  OCCUPATION: 







HIGHEST EDUCATIONAL LEVEL:  



  RELIGION: 








RELATIONSHIP TO CHILD (please circle one):    Biological    Adoptive     Step     Foster     Other             

Date of this marriage (if applicable):     ___________

Date of previous marriages: 


Mother



Father 

______

Date of previous divorces/separations:

Mother



Father

______

BIOLOGICAL PARENT INFORMATION (if not current caregiver or different from above):

FATHER’S/MOTHER’S NAME:  




  DATE OF BIRTH: 






ADDRESS: 














PHONE #: 








 MEDICAL HISTORY OF CHILD
It is very important to have as complete a medical history for your child as possible.  Please fill out the grid below, making sure you include an explanation for any question answered “yes”.  In your explanation, please include your child’s age(s) if relevant, any diagnoses made, and any treatments that have occurred. 

ITEM
NO
YES
DESCRIPTION
EXPLANATION

1


Frequent Colds/Respiratory Illness


2


Frequent Strep throat/sore throat


3


Frequent Ear Infections (?tubes)


4


Birth defect/genetic disorder


5


Lung condition/respiratory disorder


6


Allergies or asthma


7


Heart condition


8


Anemia/blood disorder


9


Kidney/Renal disorder


10


Urinary problems/infections


11


Hormonal problem


12


Muscle disorder/muscle problem


13


Joint or bone problems


14


Fractured bones


15


Skin disorder/skin problems (eczema)


16


Visual disorder/vision problems 


17


Eye infections


18


Neurological disorder


19


Seizures or convulsions


20


Stomach disorder/stomach pain


21


Vomiting/digestion problems


22


Failure to gain weight/feeding problems


23


Constipation/diarrhea problems


24


Dehydration episodes


25


Hearing Loss/Ear disorder


26


Significant accidents


27


Head injuries or concussions


28


Ingestion of toxins, poisons, foreign objects


29


Major medical procedures (detail below)


30


Chronic medications (for what? when?)


31


Any major childhood illness (pox, croup, measles, mumps, meningitis etc)


HOSPITALIZATIONS AND/OR SURGERIES:

List the dates of any hospitalizations your child has had and the reason.  List the dates of any surgeries your child has had and the reasons.

1. 






3.  ____________________________________

2. 






4.  ____________________________________

PRESENT HEALTH STATUS:
Most recent Height =  

  Weight =    

Date: 



Please note any illnesses for which your child is currently being treated, including their Current Medications:
FAMILY STRESSORS (please note/explain if any of the following stressful events happened in the last 12 months):

ITEM
NO
YES
EVENT
EXPLANATION

1


Marital separations/divorce


2


Death in the family


3


Financial crisis


4


Job change/difficulties


5


School problems


6


Legal problems


7


Medical problems


8


Household move


9


Extended separation from parents


10


Other stressful event


 Has your child had problems with any of the following (beyond expected for child’s age):

ITEM
NO
YES
DESCRIPTION
EXPLANATION

1


Sleeping problems


2


Bed wetting


3


Drooling


4


Thumb sucking


5


Temper tantrums


6


Head banging


7


Breath holding


8


Aggression/destructiveness 


9


Nervous habits (nail biting etc)


10


Masturbation


11


Fire play or cruelty to animals


12


Major mood swings


13


Under or over reactive to sounds


14


Under or over reactive to clothing


15


Under or over reactive to taste


16


Under or over reactive to smell


17


Any unusual fears?











