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PEDIATRIC PHYSICAL, OCCUPATIONAL, & SPEECH THERAPY





Feeding & Swallowing Therapy Intake Form: Infants
Name: __________________________________________________________________________________
Parent’s/Caregiver’s Names: ________________________________________________________
Date of Birth: _______________________________________________     Age: __________________
Who Referred You: ___________________________________________________________________
Feeding Concerns

1. Why were you referred for feeding therapy/What is your primary concern?

__________________________________________________________________________________________

__________________________________________________________________________________________
__________________________________________________________________________________________

__________________________________________________________________________________________
2. What is your goal for feeding therapy? 

__________________________________________________________________________________________

__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________

3. What signs of feeding difficulty does your infant exhibit? Please circle.

Arching body

Stiffening body

Decreased alertness when eating

Irritability

Long duration feedings

Drooling

Labored breathing

Frequently spitting up

Frequently vomiting

Poor Breath Quality After Eating (e.g., gurgle)

Medical History
1. Medical diagnosis: _________________________________________________________________

2. Please circle if your infant has a history of any of the following medical conditions.

Dysphagia

Seizures

Reflux/GERD

Failure to Thrive

Frequent Ear Infections

Pneumonia

Respiratory Illnesses

Eczema

Frequent Skin Rashes

Frequent Strep Throat

Dehydration

Constipation

3. Medications

	Name
	Dose
	Administration Schedule
	Start Date

	1. Multivitamin
	
	
	

	2.
	
	
	

	3.
	
	
	

	4.
	
	
	

	5.
	
	
	


4. Hospitalizations/Surgeries

	Reason for Hospitalization
	Hospital
	Date Admitted
	Date Discharged

	1.


	
	
	

	2.


	
	
	

	3.


	
	
	


5. Procedures

	Procedure
	Date
	Results

	Swallow Study (MBSS)
	
	

	Gastric Emptying pH probe
	
	

	Upper GI
	
	

	Allergy Testing
	
	

	Fiber optic Endoscopic Evaluation of Swallowing (FEES)
	
	


6. Growth/Development based on most recent medical appointment

	Measurements
	Percentile

	Height: 
	

	Weight: 
	


7. How often does your infant have a bowel movement? _________________________
Does your infant experience constipation?  Yes / No   

Does your infant experience loose stools?  Yes/ No

Typical consistency of stools: ________________________________________________________

Mucous?  Yes / No
Blood?  Yes / No

Developmental Feeding History

1. Milestones

	Milestone
	Age Completed

	Drank from Sippy Cup
	

	Drank from Open Cup
	

	Drank from a Straw
	


2. Is your infant breastfed? Yes / No  If yes, please answer the following:
a. Are you currently breastfeeding? Yes / No

b. Did you supplement with formula? Yes / No

c. Do you experience any difficulties with breastfeeding? Yes / No                       If yes, describe: __________________________________________________________________________________________

__________________________________________________________________________________________
3. Is your child bottle-fed? Yes / No   If yes, please answer the following: 

a. Are you currently bottle-feeding? Yes / No

b. Type of Formula: ___________________________________________________________________

c. Type of Bottle/Nipple: _____________________________________________________________

d. Do you experience any difficulties with bottle feeding? Yes / No 

If yes, describe: __________________________________________________________________________________________
4. Food Introduction
	Type
	Age Introduced
	Describe Any Problems

	Stage 1 Baby Food
	
	

	Stage 2 Baby Food
	
	

	Stage 3 Baby Food
	
	

	Solids
	
	

	Table Foods
	
	


Medical/ Therapy Services
1. Past Therapy Services (early intervention, PT, OT, speech, feeding, etc.)

	Type of Service
	Provider Name/Facility
	Start Date
	End Date

	
	
	
	

	
	
	
	


2. Current Therapy Services (early intervention, PT, OT, speech, feeding, etc.)

	Type of Service
	Provider Name/Facility
	Start Date
	End Date

	
	
	
	

	
	
	
	


3. Medical Services

	Type of Service
	Provider Name/Facility
	Phone Number
	Fax Number

	Pediatrician/Primary Care Provider

	
	
	

	Gastroenterologist


	
	
	

	ENT


	
	
	

	Nutritionist


	
	
	

	Pulmonologist 


	
	
	


*Note: Please fill out authorization of release form for providers you wish for your feeding therapist to be in communication with. 

Feedings
1. How often does your infant nurse/take a bottle? _______________________________
2. Number of ounces consumed per feeding? ______________________________________

3. How long does each feeding take? ________________________________________________

4. Where does your infant eat the best (e.g., home, daycare, etc.)? _______________
5. Does your infant respond better to a particular feeder? ________________________
6. How does your infant express hunger? __________________________________________
7. Do you use any extra positioning devices when feeding your infant? __________________________________________________________________________________________

__________________________________________________________________________________________

7. Typical feeding schedule for your infant: 
	Time of Day
	Typical Number of Ounces Consumed

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	


Other Important Information
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________

__________________________________________________________________________________________
__________________________________________________________
___________________________
Signature/Relationship to Child



Date
