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Feeding & Swallowing Program Intake Form

Patient Information

Name:
Medical Record Number:
Current Age:

Date of Birth:
Today’s date:
Name of person(s) completing this form:

relationship:

1. _______________________________

___________________________

2. _______________________________

___________________________

Parent/Guardian Information

Name(s)

Address

Phone (H, W, Cell)

Email
Referral Information:
Primary Care Physician (Name and Phone #):_______________________________________________  

Who referred you for today’s visit?________________________________________________________
Purpose of Visit: What specific questions do you have?
1.

2.

3.


Medical Information: Please list all medical issues: 
Any history of vomiting, spit up or gastroesophageal reflux?

____Yes
_____No
List current medications for reflux:____________________________
Are there concerns with weight gain or growth?

____Yes
_____No
Most recent weight: _______
Date of recent weight________

Are there issues with constipation? 
____Yes
____No
List medications for constipation:_________________________________

Were there any issues with pregnancy or birth?_____________________________________________

Does your child have any food allergies or intolerances?
____Yes
____No

List all food allergies/sensitivities:_______________________________________
Does your child take any other medications not listed above (please list)?_________________________ ___________________________________________________________________________________

Does your child have a history of chronic upper respiratory infections or pneumonia? 

____Yes
____No

If yes, how many in the past year?_______________________________________________________

When was the most recent respiratory infection/pneumonia____________________________________

Has your child been seen by these other specialists? Name of specialist?
Otolaryngologist (ENT)
Pulmonologist 
Gastroenterologist

Nutritionist

Feeding Specialist
Early Intervention

Has your child had a feeding evaluation, feeding therapy, or a swallow study?  When and where?  
What were the results?

Feeding History  
How is your child currently being fed? (check all that apply)
_____Mouth
_____G-tube
_____J-tube
_____NG-tube  ____NJ-tube
Any problems (current or past) with: (please describe)
Breast feeding:
Bottle-Feeding:
Sippy Cup or Straw Drinking:
Spoon-feeding (jarred purees, homemade purees, yogurt, etc.):
Chewing (soft solids, crunchy solids, tablefoods)
___________________________________________________________________________________
___________________________________________________________________________________
How much time does it take for your child to complete an average meal?_________________________
How would you describe the variety of food in your child's oral diet: 

____Extremely picky 
_____Moderately picky  
____Mildly picky
_____No concern 

Does your child demonstrate any difficult behaviors during mealtimes?  If yes, please describe:________ ______________________________________________________________________________________________________________________________________________________________________

Does your child cough or choke when drinking or eating?
_____Yes with liquids

_____Yes with solids

____No coughing or choking

What does your child eat on a “typical” day? List specific foods and times
Morning

Noon

Evening

Overnight

___________________________________________________________________________________

Additional information or concerns you would like us to know about your child:
PLEASE RETURN THIS FORM TO:

Via Email:
FeedingandSwallowingScheduling@childrens.harvard.edu

Via Fax:  
617-730-0320
Via Mail:  
Boston Children’s Hospital



Attn: Speech-Language Pathology

333 Longwood Ave, 3rd floor
Boston, MA  02115
_912100956

