
Feeding Therapy Intake

   

Child’s Name:  ________________________________ Date of Birth: _________________

1. Check any of the following symptoms or behaviors your child experiences during or after
feeding:

Spitting up Choking Wet pillow 
when waking

Hives

Wet Burps Vomiting Stops eating 
after small 
amounts of 
food

Eczema

Sneezing or 
runny nose

Nasal 
regurgitation

Arching Frequent sore 
throat

Gagging Hoarse voice 
or cry

Wet/gurgled 
voice sounds

Frequent ear 
infections

Persistent 
coughing 
(non-
seasonal)

Appearing 
colicky or 
fussy

Pain when 
swallowing

Itching

Wheezing Change in 
respiration 

Abdominal 
pain or 
cramping

Rash

2. How would you describe your child’s stool? Check all that apply.

Formed Pasty Runny Watery Hard/Small
pellets

Foul 
Smelling

 

3. Has your child experienced
chronic constipation? 

 Yes  No  Is currently 
experiencing



4. Has your child ever had any of the following studies completed? Please attach a copy of 
completed study if possible.

Study Date Completed Location Comments
Chest X-Ray

Videofluroscopy (an x-ray 
procedure done to evaluate 
safety of swallowing)
Upper GI series (a barium 
swallow used to take 
specialized x-rays of the 
esophagus and stomach)
Modified Barium Swallow
(a barium swallow used to 
determine if food or liquid is 
entering a person’s lungs 
during feeding)
Gastric Emptying Scan 
(special x-ray exam used to 
identify abnormalities 
related to emptying of the 
stomach
PH Study (small probe 
inserted into the nose to 
measure stomach acid PH 
level)
Endoscopy (a small tube 
inserted in the mouth and 
down the throat to view the 
esophagus, stomach, and 
parts of the small intestine)
Allery Study 

5. Does your child have any allergies?  If so, what are they allergic to and what reactions do
they experience?
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________



6. Does your child experience any of the following? 

Food Refusal (refusing 
all or most foods)

 Yes
 No

Comments:

Food Selectivity by 
Food Group (list 
groups)

 Yes
 No

Comments:

Food Selectivity by 
Texture (list textures)

 Yes
 No

Comments:

Dysphagia (problems 
with swallowing, 
painful swallowing)

 Yes
 No

Comments:

Is Rigid in Mealtime 
Routine (brand specific,
temperature specific, 
requires specific 
plate/utensils, specific 
place, etc.)

 Yes
 No

Comments:

7. Check off locations where your child regularly eats. 

Living 
Room 
Table

Dining 
Room 
Table

Kitchen 
Island

Living 
Room 
Couch

Bedroom

Other: 

8. Does your child eat better in some locations compared to others? If yes, please explain:

________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________

9. How is your child seated/positioned at mealtimes? Check all that apply. 

Parent’s Arms Highchair Booster Seat Adapted 
Seating

Child Sized 
Table & Chair

Table and 
chair

Standing Does not sit 
for meals 



Comments/Other: 

10. Does your child feed themselves independently using any of the following methods? 
Please check all that apply. 

Bottle/Breast Straw Cup Open Cup Sippy Cup

Finger Feed Spoon Fork Tube

Other/Comments:

11. If your child is not independently feeding, who is their primary feeder?  Do they eat best
with a one specific feeder or similarly with all feeders?
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________

12. How does your child communicate during mealtimes for the following?

When they are feeling 
hungry

Comments:

When they want more 
food 

Comments:

When they do not want 
to eat something

Comments:

When they are all done Comments:

13. What feeding techniques have you used or currently use to get your child to eat? Check 
all that apply. 

Coax/Bribe Praise Time Out Television/Screen Change 
foods 
offered 

Distract Limit 
Preferre
d Foods

Threaten Change Schedule Ignore 



Spank Offer 
Reward

Mini 
Meals

Force Feed Other 

If you answered “Other”, please explain. 

________________________________________________________________________

________________________________________________________________________

14. Does your child exhibit any of the following reactions to foods presented? Check all that 
apply. 

Looks away from 
certain foods 

Reluctant to touch 
certain textures

Pockets food in mouth

Eye blinking or 
watering

Coughs or gags at 
smell of food

Swallows food whole 
or barely chewed

Unable to tolerate 
foods on plate

Covers nose to avoid
smelling certain 
foods 

Cannot locate or loses
food in mouth 

Unable to tolerate 
foods on table 

Covers ears during 
meal 

Spitting out certain 
textures 

Coughs or gags at the
sight of food

Grinds teeth Coughing or gagging 
with food in mouth 

Distracted or 
inattentive during 
meals

Overstuffs mouth Drools during meals 

15. At what age did you become concerned that your child had a feeding problem? 

___________________________________________________________________________
___________________________________________________________________________

16. How does your child’s feeding problem affect the daily life and routines of the family?

___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________

17. What is your main concern about your child’s feeding abilities? 



___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________

18. What are your feeding goals for your child? Please check all that apply. 

Increase volume Increase weight gain Improve mealtime 
behaviors

Increase variety Decrease 
gagging/vomiting 
during meals 

Decrease tube 
dependency

Improve oral motor
skills 

Improve open cup 
drinking 

Other

If you answered “Other”, please list any other feeding goals you have for your child. 

________________________________________________________________________
________________________________________________________________________
________________________________________________________________________

We look forward to working with your family! 


