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FEEDING AND SWALLOWING PROFILE
Child name: ___________________________ DOB: _____________

Please write” N/A” if questions do not pertain to your child.
	Was your child breast fed?

     For how long?

     Were there any problems?

     (e.g. initial skill, poor suck, slow to feed)
	Yes
	No
	Comments


	When was your child first given a bottle?

      For how long?

      Were there any problems? 

     (e.g. initial skill, poor suck, slow to feed)
	

	What type of formula is your child taking at this time?

     Have your used other brands?

     Have you noticed a difference?
	

	Was or is your child fed through a feeding tube?

     For how long?
	Yes
	No
	

	Did your child use a pacifier? 

     For how long?
	Yes
	No
	

	Does your child have a history of respiratory illness? (i.e. pneumonia)


	Yes
	No
	

	Does your child have problems with constipation or diarrhea?


	Yes
	No
	

	Any blood in the stools?
	Yes
	No
	

	Has your child lost or gained any weight in the last 6 months, and how much?
	Yes
	No
	

	Would you describe your child’s weight as (circle one):
	Ideal          Underweight          Overweight

	Does your child have food allergies? 

If yes, please list.


	Yes
	No
	

	Does your child have environmental allergies?  If yes, please list.


	Yes
	No
	

	Does your child sleep well?

(Wakes frequently, gagging, coughing, snoring, mouth breathing)
	Yes
	No
	

	How is your child usually positioned during feeding?

(please check the position that is most frequently used)
	· Held on the lap                              

· Infant seat

· Booster seat

· Sitting in a wheelchair

· Sitting in a chair at the table

· Lying down

· High chair

· Floor

	How long does it take your child to complete a meal?
	· Less than 10 minutes

· 10-20 minutes

· 20-30 minutes

· Over 30 minutes

	How many times a day does your child eat?


	How many ounces of liquid does your child take in a 24-hour period?

Estimate the amount of food your child eats in a 24-hour period?



	What kinds of food does your child eat most of time?
	· Breast milk          

· Formula

· Stage 1 baby foods (smooth)

· Stage 2 baby foods (semi-chunky)

· Stage 3 baby foods (chunky)

· Mashed table food

· Chopped table food

· Regular table food

	At what age was solid food introduced?


	

	Does your child drink juice?

     How much per day?

 Is it given before, during, or after a meal? 


	

	List the foods that your child will eat and drink:

(Please indicate* which foods are favorites.)
	

	List the foods your child refuses:


	

	Are mealtimes pleasant?
	

	Describe the environment during a mealtime.  (i.e. noisy, quiet, distracting)
	

	Who is present for mealtime?

     Does your child eat/drink better when   

    siblings or peers are present?
	

	What seems to help (or not help) during mealtime?
	

	Does your child feed himself/herself?

     If no, who typically feeds your child?


	Yes
	No
	

	Other than parents, who else feeds your child?

     How frequently and in what setting?

     How does your child respond when others feed him/her?
	

	Is adaptive equipment used during feeding?

     If yes, please specify.


	Yes
	No
	

	What utensils are usually used and at what age were they introduced?
	Bottle_______                       Spoon or fork _______

Fingers ______                     Sippy cup ________

Straw_______                       Cup with lid ________

Other_______                       Open cup __________

	Does your child take any nutritional supplements? (product, amount, frequency)
	

	How do you know when your child is hungry?


	

	How do you know when your child is full?


	


Please check those that apply to your child:

	· Eats too much
	· Eats too little

	· Choking during meal


	· Gagging during a meal

	· Food or liquid coming out of the nose
	· Crying/screaming during meals

	· Difficulty swallowing

	· Reflux during/after meals

	· Trouble breathing during feeding
	· Vomiting during/after meals

	· Spitting food out

	· Holding food in his/her mouth

	· Throwing food
	· Refuses oral feeding

	· Postural changes during feeding


Please circle: Stiffening 

                               Hyperextending

	· Dislikes being touched by the mouth



	· Noisy breathing: During, before, or after feeding
	· Eats frequently throughout the day

	· Gurgly vocal quality: During before, or after feeding
	· Eats/drinks while in the car

	· Color change with meals (pale, gray)
	· Getting down from table during meal

	· Fatigues with meals
	·  “Picky” eater


	How much does your child drool?
	· Never

· Rarely

· Occasionally

· Frequently

· Constantly

	Do you feel your child likes to eat?


	Yes
	No
	

	Please describe any other feeding problems that your child is experiencing.

	

	Has your child had any formalized swallowing assessments (modified barium swallow study, upper GI, etc)?  

If yes, please provide type of test, date of test and doctor results/recommendations.
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