
1. Child’s Name (First, Middle, Last) 2. Child’s Birth Date

3. Your Name (First, Middle, Last) 4. Relationship to Child

Yes No 

Yes No 

Yes No 

Today’s Date ____________________

Boy 
Girl  

�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�&�H�U�W�L�4�F�D�W�L�R�Q���'�D�W�H�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B

5. If receiving Medicaid, please provide Medicaid number: 

6. Is this child Hispanic or Latino? Yes No 

7. Race (Check all that apply)

American Indian or Alaska Native Black or African AmericanAsian �1�D�W�L�Y�H���+�D�Z�D�L�L�D�Q���R�U���3�D�F�L�4�F���–�V�O�D�Q�G�H�UWhite

11. How many weeks did your pregnancy last?

10. At what Birthing Facility was the child born?

16. If your child was in the hospital in the last 3 months, please tell us why. 359

17. What concerns, if any, do you have about having enough food to feed your family?

22. On a scale of 0 to 10, 
      How well do you think you think your child is eating?

a. He/she usually eats_______________ meals/day and ________________ snacks/day.

0 1 2 3 4 5 6 7 8 9 10 Very WellNot Well

342���������&�K�H�F�N���W�K�H���E�R�[���L�I���\�R�X���K�D�Y�H���D�Q�\���R�I���W�K�H���I�R�O�O�R�Z�L�Q�J���F�R�Q�F�H�U�Q�V���D�E�R�X�W���\�R�X�U���F�K�L�O�G��

Chewing/Swallowing Choking/Gagging Constipation Diarrhea Vomiting Other

18. I am breastfeeding my child.

20. What was the reason that breastfeeding was stopped?

���������–�I���\�R�X�U���F�K�L�O�G���X�V�H�G���V�����I�R�U�P�X�O�D�����D�W���Z�K�D�W���D�J�H�����Z�H�H�N�V���R�U���P�R�Q�W�K�V�����G�L�G���\�R�X���4�U�V�W���R�•�H�U�"

19. If breastfed, what date did it begin? When did breastfeeding end?

Yes No 

425.04
428���������0�\���F�K�L�O�G���H�D�W�V��Liquid Foods Finger Foods Table Foods Mashed, Pureed / Baby Foods

�E�����+�H���V�K�H���X�V�X�D�O�O�\���H�D�W���I�U�X�L�W�V��

�F�����+�H���V�K�H���X�V�X�D�O�O�\���H�D�W���Y�H�J�H�W�D�E�O�H�V����

1 cup/day or less

1 cup/day or less

2 cups/day

2 cups/day

3 cups/day or more

3 cups/day or more

Eating & Feeding

Child Application
���:�R�P�H�Q�����–�Q�I�D�Q�W�V�����&�K�L�O�G�U�H�Q�����:�–�&�����3�U�R�J�U�D�P�����$�O�D�V�N�D���'�H�S�D�U�W�P�H�Q�W���R�I���+�H�D�O�W�K���	���6�R�F�L�D�O���6�H�U�Y�L�F�H�V

14. List any medication, vitamin, mineral or herbal supplement your child takes. 357
425.07
425.08

15. Please, tell us if your child sees a doctor, dietitian or health care provider for medical or emotional reason(s)
�H�[�����K�\�S�H�U�W�H�Q�V�L�R�Q�����S�U�H���K�\�S�H�U�W�H�Q�V�L�R�Q�����G�L�D�E�H�W�H�V�����I�H�W�D�O���D�O�F�R�K�R�O���V�\�Q�G�U�R�P�H�����J�D�V�W�U�R�L�Q�W�H�V�W�L�Q�D�O���G�L�V�R�U�G�H�U�V���R�U���D�Q�H�P�L�D��

�'�H�V�F�U�L�E�H��

151
201

341-357
359

360,362
382



30. Does your child eat meals with the family?

31. Is your child on a special diet?

Additional

Yes No 

Yes No 

Yes No 

Yes No 

Yes No 

Yes No 

Yes No 

32. Does your child have any problems eating any type of food for any reason such as dental problems, food intolerances, or others? 354
355
381

353

425.06

381���������:�U�L�W�H���W�K�H���G�D�W�H���R�I���\�R�X���O�D�V�W���F�K�L�O�G���V���O�D�V�W���G�H�Q�W�D�O���F�K�H�F�N���X�S�������0�R�Q�W�K�����<�H�D�U��

45. For dads ,���S�O�H�D�V�H���W�H�O�O���X�V���\�R�X�U���Z�H�L�J�K�W�� �K�H�L�J�K�W��

43. Do you have problems taking care of your child? 902

904

801

801

802

901
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