
 
 

Feeding Team History Form (Birth to 4 Months) 
 
*Please fill out the questionnaire as accurately and completely as possible. 
 
Child’s Name:_________________________________________  Birth Date:_______________ 
Person Completing this Form and relationship:________________________________________ 
Referred by:___________________________________________________________________ 
Diagnosis(es) (i.e., Down syndrome, tongue tie, failure to thrive, etc.)_____________________ 
_____________________________________________________________________________ 
What are your concerns regarding your child?_________________________________________ 
______________________________________________________________________________
______________________________________________________________________________ 
 
Parent/Guardian Name:___________________________________________________________ 
Relationship to Child: __Biological   __Foster   __Adoptive  __Other:_____________________ 
Address:______________________________________________________________________ 
Zip Code:___________  Cell Phone:__________________  Home Phone:__________________ 
Email:________________________________________________________________________ 
Education:____________________________  Occupation:______________________________ 
Employer:____________________________  Work Phone:_____________________________ 
 
Parent/Guardian Name:___________________________________________________________ 
Relationship to Child: __Biological   __Foster   __Adoptive  __Other:_____________________ 
Address_______________________________________________________________________ 
Zip Code:___________  Cell Phone:__________________  Home Phone:__________________ 
Email:________________________________________________________________________ 
Education:____________________________  Occupation:______________________________ 
Employer:____________________________  Work Phone:_____________________________ 
 
Marital Status (Please check): __  Married   __ Separated   __ Divorced   __ Widowed  __ Single  
__ Domestic Partnership 
 
Emergency contact information: 
Name:__________________________________________  Relationship:__________________ 
Phone Number:___________________________________ 
 
Child’s Pediatrician:_____________________________________________________________ 

 

 



 
 
Is any language other than English used in the home:  __Yes    __No 
If yes, what language(s):__________________________________________________________ 
 
MEDICAL HISTORY: 
Pregnancy: ___ Full Term   ___Premature                    
Length of Pregnancy:_________________(weeks or months) 
 
Problems encountered during pregnancy (e.g., illnesses, injuries, stress, bleeding, fainting spells, 
anemia, etc.):___________________________________________________________________​
______________________________________________________________________________​
______________________________________________________________________________ 
 
Length of total labor:_______________________________            
 
Labor/Delivery Complications:   
__Induced Birth     
__Breech Presentation    
__Limpness     
__Stiffness 
__Other:______________________________________________________________________ 
Elaborate on above labor/delivery complications:______________________________________​
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 
 
Delivery Type:   
__Vaginal     
__C-section      
. 
Complications following birth regarding child:  
__Jaundice     
__Cyanosis     
__Congenital defects 
__Other (please specify):_________________________________________________________ 
Length of hospitalization:___________________  Child’s birth weight: _____lbs. _____oz. 
 
 

 

 



 
 
Did your baby require any of the following after birth:   
__Oxygen               How long:_____________ 
__Transfusions       Type(s):_____________________________________________________ 
__Tube Feedings    Type(s) and how long:___________________________________________ 
Other (please specify):___________________________________________________________​
______________________________________________________________________________ 
 
Were there any feeding difficulties at birth:  __Yes    __No 
 
List illnesses/diseases/injuries/operations your child has experienced: 
Illness:___________________________________  Age:________________________________ 
Illness:___________________________________  Age:________________________________ 
Illness:___________________________________  Age:________________________________ 
Injury/operation:___________________________  Age:________________________________ 
Injury/operation:___________________________  Age:________________________________ 
 
Has your child experienced convulsions/seizures:  __Yes    __No 
Age:_______  Type:___________  Frequency:_________________  Medication:____________ 
 
Has your child experienced ear infections:  __Yes    __No   Frequency:_____________________ 
 
Date of last hearing evaluation:_______________  Results:______________________________   
Where was the hearing evaluation completed:_________________________________________ 
 
Date of last vision evaluation:_______________  Results:_______________________________ 
Where was the vision evaluation completed:__________________________________________ 
 
Allergies:   
__None    
__Seasonal     
__Food     
__Other 
Please list all allergies:___________________________________________________________​
______________________________________________________________________________ 
 
History of acid reflux:  ____Yes     ____No     
​ If yes, when and how was it treated:___________________________________________ 

 

 



 
 
Is your child currently taking any medications/vitamins/supplements:  __Yes    __No 
If yes, type(s):__________________________________________________________________​
______________________________________________________________________________ 
 
SPECIALTY SERVICES YOUR CHILD RECEIVES: 
__Audiologist                 __Cardiologist              __Chiropractor                   __ Dietitian                 
__ENT                            __ Neurologist              __Occupational Therapist  __Ophthalmologist     
__Optometrist                 __Orthopedist               __Physical Therapist          __Speech Therapist 
__GI   
__Other (please specify):_________________________________________________________ 
 
DEVELOPMENTAL HISTORY: 
Developmental Milestones: 
Approximate ages in which your child completed the following routinely: 
Holding up head while on stomach:_______________ 
Rolling over:________________ 
 
FEEDING: 

History of Feeding Method Age Introduced/Duration Difficulties Noted 
Feeding tube   

Breast-fed   
Bottle-fed   

Stage 1 baby food   
Stage 2 baby food   
Stage 3 baby food   

Table foods   

 
TUBE FEEDINGS: 
Type of tube currently using:_____________________________________________________ 
Feedings per day:___________     Length of Feedings:_______________ 
Volume per Feeding:___________________________ 
 
BREAST/BOTTLE FEEDING: 
Bottle nipple brand and level:___________________________________________________ 
Nipple shield required during breastfeeding? ______Yes         ______No 
Has your child been diagnosed with a tongue or lip tie?  ______Yes      ______No 
​ *If yes, at what age and who provided the diagnosis?__________________________ 

 

 



 
 
If your child was diagnosed with a tongue or lip tie, was a release completed? 
​ ______Yes      ______No 
​ *If yes, who performed the release?_________________________________________ 
 
CURRENT RESPONSE TO FEEDING: 

Behavior Always/Often/ 
Sometimes/Never 

Additional Comments 

Acid Reflux   
Arching Back   

Choking   
Coughing   

Crying   
Drooling   

Eating Too Fast   
Eating Too Slow   

Frequently Changes Nipple   
Gagging   

Hiccupping   
Nasal Regurgitation   

Poor Intake   
Refuses to Open Mouth   
Spillage of Food/Liquid   

Spits Out Food   
Turns Head Away   

Vomiting   

 
Has your child been following their own growth curve or has their growth percentile changed in 
the last few months? ___Yes  ___No 
If no, please explain_____________________________________________________________ 
______________________________________________________________________________ 
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