Pediatric Feeding and Swallowing Center
Follow up Appointment Questionnaire

You must complete this form and bring to your child’s follow-up visit.

Name: Date of Birth: Date of Visit

1. What concerns do you have regarding your child’s feeding that you would like to discuss at this visit?

2. Have there been any changes in your child’s feeding (better, worse or about the same)?

3. What led to the change?

4. Have there been any changes in your child’s health since we last saw him/her?
(If you check “Yes™, please give details such as dates, reason, results etc)

IlInesses? __YES __NO
Hospitalizations? __YES __NO
Surgical procedures? _YES __NO
Tests/blood work? __YES __NO
Vomiting? __YES __NO
5. Isyour child having any pain or discomfort associated with feeding? _ YES __ NO
(If yes, please describe)
6. Does your child have any allergies? _ NO __ YES (please list any allergies)

7. Isyour child taking any medications, inhalation treatments, herbal and/or vitamin supplements?
(Please list medication name, amount and how many times/day it is given below).

Nutrition (Please fill out the 24-hour food recall that is attached to this sheet)
1. Were you able to do the nutrition recommendations given at your last visit? __ YES _ NO _ N/A
2. If ‘yes,” what was successful? If “‘no,” what was unsuccessful? Why?

Speech Pathology

1. Were you able to follow the oral motor/swallowing (speech therapy) recommendations given at your last visit?
_YES __NO_ N/A

2. What was successful/unsuccessful?;

3. Have there been any changes to your child’s therapies? _ YES __ NO. If so, what are the changes?

Occupational Therapy

1. What does your child sit in for meals and does he/she remain seated throughout the meal?
2. Isyour child able to self feed independently; _ finger foods with utensils ___ drink from a cup?

3. Does your child enjoy all foods including: __ textures ___ tastes ___ temperatures?

Social Work

1. Does this child live with his/her biological parent(s)? YES __ NO

a.) If no, who does this child live with (for example, foster_parent, grandparent, other family member)?
b.) Who has legal custody (parental rights) of the child?

2. If the biological parent or legal guardian is not coming to the Feeding appointment, do you have a signed
consent for medical treatment from the biological parent or legal guardian? _YES _ NO

3. Were you able to follow the social work recommendations given at your last visit? __ YES __ NO __ N/A
a. If “yes,” what was successful? If ‘no,” what was unsuccessful? Please explain.

4. The Social Worker is available at the Main Campus or by phone. Do you have any questions for the Social

Worker? YES __ NO __ If yes, please explain:

Please use the back of this form to elaborate on the answer(s) to any of the above questions.



Name: Date of Birth: Date of Visit

24 hour Diet Recall

Please write down everything your child ate and drank for one day.

Breakfast: Amounts of food and drink actually consumed
Snack: Amounts of food and drink actually consumed
Lunch: Amounts of food and drink actually consumed
Snack: Amounts of food and drink actually consumed
Dinner: Amounts of food and drink actually consumed
Bed Time Snack: Amounts of food and drink actually consumed
Is your child receiving a tube feeding? _ Yes  No

If yes, what formula are you giving through the tube?

What is his/her current tube feeding schedule? (Include times and amount of formula given)

Are you using any calorie boosting in your child’s diet? (For example - oil, Duocal, heavy cream) If so
how much per day?
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