
Ready, Set, Grow  

Information about Feeding 
 

Child’s Name:  _______________________________________________________________   

 

Child’s Date of Birth:  _________________________ Child’s Age:  _________________ 

 

Name of Parent/Caregiver:  _____________________________________________________________ 

 

How concerned are you about your child’s weight?  � Very       � Somewhat � Not at all 

 

What specific concerns do you have?  ____________________________________________________ 

 

___________________________________________________________________________________ 

 

How old was your child when you became concerned?  ______________________________________ 

 

What advice/comments have you received? ________________________________________________ 

 

What have you tried?  ____________________________________________________________________ 

 

______________________________________________________________________________________ 

 

What do you think will help?  ______________________________________________________________ 

 

Birth History:   

 

Birthweight _____________________ Birth Length:  __________________________ 

 

Was your child born early?  � No     � Yes—How early?  __________________________ 

 

Were there any complications with the pregnancy or birth? � No     � Yes—What?  _________________ 

 

______________________________________________________________________________________ 

 

Feeding History: 

 

Have you breast fed your child?  � No     � Yes—how many weeks? _____________________________ 

 

What was your reason for stopping?  � N/A     � Yes __________________________________________ 

 

Have you ever given your child formula?  � No     � Yes—What formulas have you tried?  ____________ 

 

______________________________________________________________________________________ 

 

How old was your child when you stopped giving formula?  ____________________ 

 

How old was your child when you started giving baby food?  ___________________ 

 

How old was your child when you started giving table food?  ___________________ 

 

 



Current Feeding: 

 

How would you describe your child’s appetite?  ______________________________________________ 

 

Who decides what your child eats?  ________________________________________________________ 

 

Feeding Skills 

  

Does Not Do 

Does with some 

difficulty 

 

Does Well 

 

Finger Foods 

 

   

 

Uses a Spoon 

 

   

 

Uses a Fork 

 

   

 

Uses a Sippy Cup 

 

   

 

Uses a Regular Cup 

 

   

 

How much of the meal does your child feed himself/herself?  �  None—too young 
 

�  None �  A Little � About Half       �  Almost All � All 

 

How long does it take your child to eat a meal?  __________________________________ 

 

Where does your child usually sit while eating? 
 

 � High Chair  �  In lap/held by Adult � Adult Chair 

 � Booster Seat �  Walker   �  Playpen 

 � Infant/Car Seat �  Child’s Chair  �  Other:  _________________________ 

 

Where does your child usually eat? 
 

� Kitchen  �  Dining Room �  It Varies 

� Living Room  �  Bedroom  �   Other:  ______________________________ 

 

Does your child usually eat alone or with others?  �  Alone    �  With others—who?  _______________ 

 

Does your child’s appetite or feeding behavior differ depending on who is around?  �  No      � Yes— 
 

 How does it change?  ____________________________________________________________ 

 

How many times a day does your child eat (including snacks)?  ________________________ 

 

Does your child usually eat at the same times and same places every day?  �  Yes        �  No— 

 

 �  It changes a little  �  It changes a lot Comments:  __________________________ 

 



What are your child’s favorite foods?  _______________________________________________________ 

 

What are your child’s favorite drinks?  ______________________________________________________ 

 

What are your child’s food dislikes?  ________________________________________________________ 

 

When is your child most hungry?  __________________________________________________________ 

 

How often is the television on during meals?  �  Never  �  Sometimes �  All the time 

 

Does your child prefer small snacks or frequent drinking over regular meals?   �  No �  Yes— 

  

 Please explain:  ___________________________________________________________________ 

 

How many times does your child get up from the table during a meal?  ____________________________ 

 

How do you know when your child is hungry?  _______________________________________________ 

 

How often does your child refuse to eat?  �  Never  � Occassionally     � Often     �  Almost every meal 

 

If/when your child refuses to eat, what do you do?  _____________________________________________ 

 

______________________________________________________________________________________ 

 

Resource Info: 

 

Do you have a kitchen?   � No     � Yes 

 

Do you have access to: Kitchen/Dining Room Table?   � No     � Yes 

    Microwave?  � No     � Yes 

    Refrigerator? � No     � Yes 

    Blender?        � No     � Yes 

    Highchair?     � No     � Yes 

 

In what ways do you get meals for yourself and your family? 

 �  I cook it myself   How many times a week?  __________ 

 �  Someone else cooks  How many times a week?  __________ 

 �  Take out foods/restaurant  How many times a week?  __________ 

 �  Eat at someone else’s home How many times a week?  __________ 

 �  Eat at a soup kitchen/meal program/shelter How many times a week?  __________ 

 �  Other:  __________________ How many times a week?  __________ 

 

Where do you usually buy food? 

� Big Supermarket  �  Convenience Store  �  Deli 

� Small Supermarket �  Other:  ______________________ 

 

Who usually shops for food?  _____________________________________ 

 

How often do you run out of formula or food because you are out of money? 

�  Never  � Occassionally     � Often     �  Almost every week 

 



Do you ever dilute formula or food to make it stretch until you have more money? 

�  Never  � Occassionally     � Often     �  Almost every meal 

 

How often does your child say he/she is hungry because there is not enough food in the house? 

�  Never  � Occassionally     � Often     �  Almost every meal 

 

What kind of milk does your child drink? 

� Breastmilk  � Whole/Vitamin D Milk � Evaporated/Condensed Milk 

� Formula  � 2% Milk        � Other:  __________________________ 

� Soy Milk  � Skim Milk 

 

Do you add cereal or other food to the bottle?  � N/A   � No     � Yes—What?  ____________________ 

 

Do you hold your baby when feeding the bottle?  � N/A   � No  �  Sometimes �  All the time 

 

Do you give your baby any other foods?  � No    � Yes—What Foods?  

              �  Cereal �  Fruit � Vegetables 

              �  Meats  �  Desserts  

              �  Other:  _____________________________________ 

 

Do you use: �  Store-bought baby foods      �  Home-made baby foods 

�  Combination of store-bought and home-made baby foods 

 

How many wet diapers does your baby have per day?  ___________________ 

 

How many stools does your baby have per day?   ___________________ 

 

 

Please provide any additional information you would like to share with the team:   

 

______________________________________________________________________________________ 

 

______________________________________________________________________________________ 

 

______________________________________________________________________________________ 

 

______________________________________________________________________________________ 

 

______________________________________________________________________________________ 

 

______________________________________________________________________________________ 

 

______________________________________________________________________________________ 

 

______________________________________________________________________________________ 

 

______________________________________________________________________________________ 

 

______________________________________________________________________________________ 

                


