
Reason for referral:  _________________________________________ 
 
Feeding History: Circle One 
 
1. Breast Fed    YES/NO 
 
2. Bottle Fed     YES/NO 
 
3.  Milk/Food Allergies    YES/NO 
 
4. Reflux    YES/NO 
 
5. Gagging   YES/NO 
 
 
 
When did feeding difficulties start?  
 
 
 
________________________________________________________________ 
 
 
Does your child have a history of constipation? If yes, 
please explain. 
 
 
 
 
 



Has your child been evaluated by a gastroenterologist? 
If yes, please explain.  
 
 
 
________________________________________________________________ 
 
 
Food Range List (Please be as specific as possible) 
Ex. (baked chicken, sliced strawberries sprinkled with 
sugar) 
 
Protein:  
 
 
 
Carbs/Starches: 
 
 
 
 
 
 
Fruits/Veggies:  
 


