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DEVELOPMENTAL HISTORY

General Information:

Child’s Name _____________________________________  Birth Date _____________

                          (first)           (last)                 (nickname)

Address ___________________________ City __________________ Zip ___________ Phone Home _______________ Cell _______________ E-Mail ____________________
Mother’s Name ________________________   Occupation _______________________

Employer _____________________________   Phone ___________________________

Father’s Name _________________________   Occupation _______________________

Employer _____________________________   Phone ___________________________

Emergency Contact

Name _______________________ Relation ________________ Phone _____________

School Child Attends ______________________________________________________

Child’s Physician (name, address, phone) ______________________________________

________________________________________________________________________

Who referred you for this evaluation? _________________________________________ 

Reason for Referral: _____________________________________________________​​
________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________
What are your main concerns at this time? _____________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Prenatal  and Birth History:

Did the mother:

1) Have any infections/illnesses during pregnancy? __________________________

Describe:__________________________________________________________

2) Have any injury, trauma or unusual stresses during pregnancy? _______________
Describe: _________________________________________________________

3) Receive and medication during pregnancy?_______________________________

If yes, what kind? ___________________________________________________

4) Have any complications during delivery/labor? ___________________________


Describe: _________________________________________________________

5) Did the mother require bedrest during pregnancy? _________________________

If yes, during which months? ________________ How long? ________________

6) Was the child unusually active during pregnancy? _________________________

7) Was the child inactive during pregnancy? ________________________________

Child’s Birth:

Was or did child:



Yes  
 No
1) Full term?



____
____
Weight at birth: __________
2) Premature?



____ 
____
Number of weeks: ________
3) Small for gestational age (SGA)?
____
____

4) Breech (feet first)?


____
____

5) Require forceps for delivery?

____
____

6) Require suction for delivery?

____
____

7) Cesarean Section?


____
____

8) Require extra hospitalization? 
____
____
How long: ______________
9) Require repeat PKU test?

____
____

10) Jaundiced? 



____
____  

Length of treatment? ________________________________________________
11) Have any birth injuries? 

____
____
 

Describe: _________________________________________________________

_________________________________________________________________________________________________________________________________________


12) If known, Apgar score at one minute: ___________  at five minutes: __________

13) Breastfed? ________________________________________________________


Difficulty learning to “latch on?” ______________________________________

14) Bottle Fed? ________________________________________________________

15) Experience any intolerance of formulas _________________________________

16) Spit up frequently? __________________________________________________

Infancy and Early Childhood:

Does or did your child:    (Y  or  N)

1) Have difficulty learning to take a bottle? _______ Describe: _________________


__________________________________________________________________

2) Have sleeping problems? _______ Describe: _____________________________


__________________________________________________________________

3) Have colic? _______ For how long? ____________________________________

4) Tend to be stiff? ____________________________________________________

5) Enjoy cuddles and “mold to you body”? _________________________________

6) Prefer certain positions as an infant? ________ Describe: ___________________

_________________________________________________________________

7) Enjoy car rides? ____________________________________________________

8) Enjoy infant swings? ________________________________________________

9) Tend to be generally compliant? _______________________________________
10) Go through “terrible twos”? ___________________________________________

If no, describe your child’s toddler stage: ________________________________

____________________________________________________________________________________________________________________________________

Developmental Milestones:

(Give approximate ages if remembered, or comment on anything unusual)

Roll over ______________   Walk ____________             Say words ____________

Sit alone ______________   Chew solid food_________   Say sentences ___________

Crawl ________________    Drink from a cup ________   

Was crawling phase brief? _____Absent? _____Did child crawl on hands & knees _____
Commando “Belly crawl”?  _________ Scoot on bottom or “Bear crawl”? ___________ Did the child use a walker (rolling plastic seat)? __________    How often? ___________

Experience hesitancy or delays in learning to go down stairs? ___________

Did the child climb out of the crib independently? _____ If yes, at what age? __________

Enjoy Slides? _______ Enjoy Swings? _______  

Is your child currently satisfied and happy with his current situation at:

     School?_______________________________________________

     Home?________________________________________________

     Friends/Social?_________________________________________

If the answer to any of the above is no, Please Explain ____________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Medical History: 

Has the child received previous evaluation and/or treatment?




     Professionals Name

     Dates of Service’s

A Physical Therapist? _____________________________________________________

Occupational Therapist? ___________________________________________________

Speech & Language Therapist? ______________________________________________
Psychologist? ____________________________________________________________

Neurologist? _____________________________________________________________

Other? __________________________________________________________________

Please provide any other reports you feel may be relevant to your child’s care.

Medical Diagnosis (if any) _________________________________________________

Other Diagnosis __________________________________________________________

Has the child had a vision test? _________     If yes, when ________________________


By whom? ___________________     Results ____________________________

Has the child had a hearing test? ________     If yes, when ________________________


By whom? ___________________
  Results ____________________________

Did your child receive Birth to Three Services? _________________________________

Has your child had any of the following? If yes, describe and give approximate dates. 
Childhood diseases or major illness: __________________________________________

________________________________________________________________________

Congenital Abnormalities: __________________________________________________

Surgery: ________________________________________________________________

Serious Injury:____________________________________________________________

Casts or braces:___________________________________________________________

Ear infections:____________________________________________________________

Tubes in ears:____________________________________________________________

Allergies:________________________________________________________________

Seizures:________________________________________________________________

Other:__________________________________________________________________

Has your child received medications in the past for any of the above mentioned conditions? _______  If yes, when and what? ___________________________________

________________________________________________________________________
List any medications your child is currently receiving and the frequency of dosages: 
________________________________________________________________________
________________________________________________________________________

Are there any medical precautions the therapist should be aware of when working with your child? ______________________________________________________________

Does your child have any assistive devices (e.g., glasses, casts, wheelchair)? __________

________________________________________________________________________

What do you hope to gain from this evaluation and/or treatment? ________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________

Sleep History:

Does your child go to sleep the same time every night? Yes _______ No _______
What time does he go to bed? _______________________________________________ Does he fall asleep the same time each night? _______ 

What time does your child usually fall asleep? _______
Does he stay up later on weekends?_________  Bedtime _________

Does your child awaken during the night? _______ If yes, how often per night? _______
               How many times per week? ________________________

               What times does he awaken?________________________

               Under what circumstance? (just cant sleep, nightmares,  sleepwalking, hungry, thirsty, bathroom?) ________________________________________________________

________________________________________________________________________

What time does your child awaken on:


Weekdays? ________________________________________________________



Do you need to awaken him? ____________________________________



Is he refreshed, happy or cranky? ________________________________


Weekends? ________________________________________________________



Do you need to awaken him? ____________________________________



Is he refreshed, happy or cranky? ________________________________

What activities does your child enjoy in the afternoon? 

________________________________________________________________________________________________________________________________________________

What activities does your child enjoy after dinner? ________________________________________________________________________________________________________________________________________________

What activities right before bed? ________________________________________________________________________

________________________________________________________________________
Does your child ever doze while:


Watching TV ________________________________


Riding in the car ______________________________


At the dinner table ____________________________

Does your child prefer baths or showers?__________ At morning or night? ___________
Would you call your child an “early bird” or “night owl”? _________________________

Does your child sleep with a nightlight on? _____________________________________ If so, how bright is the light? ________________________________________________
Does your child grind his teeth at night? _______________________________________
Does your child snore? _____________________________________________________

Does your child complain of pain or stiffness in arms or legs at night? _______________
_______________________________________________________________________Does your child complain of being too cold or too hot at night? ____________________

_______________________________________________________________________Does your child perspire heavily at night?______________________________________

Does your child kick off covers? _____________________________________________

    Like lots of covers? _____________________________________________________

Does your child twitch and move as he falls asleep? ______________________________

Does your child crave contact with another person to fall asleep? ___________________
________________________________________________________________________

Describe your bedtime routine. ______________________________________________
________________________________________________________________________

________________________________________________________________________________________________________________________________________________

Nutritional/Metabolic/GI History:

Is your child a picky eater? _________________________________________________

Does your child sit through dinner at the table? _________________________________

________________________________________________________________________
List your child’s favorite foods ______________________________________________ ________________________________________________________________________________________________________________________________________________
Are there foods that your child craves? ________________________________________ ________________________________________________________________________
When does he most crave them? _____________________________________________

What foods does your child dislike? __________________________________________

________________________________________________________________________

Do any foods elicit a gag response? ___________________________________________
________________________________________________________________________

Is your child particular about food texture? _____________________________________

     Temperature?__________________________________________________________

Do you feel that your child eats enough or too much food? ________________________

Does he eat a variety/balanced diet? __________________________________________

Does your child eat breakfast? _______________________________________________

Does your child wake up hungry? ____________________________________________

Does he get rashes or red cheeks? ________________ Red ears? ___________________
History of eczema? _______________________________________________________

Does your child have little bumps on upper arms or upper thighs? __________________
Any food allergies? _______________________________________________________
_______________________________________________________________________

Any food intolerances? ____________________________________________________
_______________________________________________________________________
Are there any dietary constraints in the family (i.e. weight loss diets, allergies, modifications for disease?__________________________________________________

Is your child vegetarian? ___________________________________________________

Are there family meals?____________________________________________________

Briefly describe the mealtime environment: ____________________________________

________________________________________________________________________

Does your child overfill his/her mouth at times? _________________________________

Can your child “make do” with less favored foods, or refuse foods without becoming upset? __________________________________________________________________

Is there bargaining with your child to get him/her to eat? __________________________

Does your child have rough skin on their upper arms or thighs? ____________________

Do you have any concerns about your child’s weight? ____________________________

Do you have concerns about your child’s fitness or muscle strength? ________________

_______________________________________________________________________
Bowel and Bladder:

Is your child toilet trained? ________________

At what age did your child:

a) Indicate discomfort of soiled pants? ____________

b) Anticipate need to eliminate? ___________

c) Indicate need to use toilet? __________

d) Begin toilet training? __________

Does or did your child:

e) Continue to have accidents during the day? ________________________

If no, trained at what age? ______________________________________ 

If yes, under what circumstances? ________________________________
f) Continue to have accidents at night? ______________________________

If no, trained at what age? ______________________________________ 
If yes, under what circumstances? ________________________________

g) Seem fearful of sitting on toilet? _________________________________

Does your child tend to be constipated? _______________________________________


Loose bowels? _____________________________________________________

Complain of stomach aches?________________________________________________

  
If yes, when? (am, pm) ______________________________________________

Frequency of BM’s________________________________________________________

Play Skills:

1) What are your child’s favorite play things? _______________________________

____________________________________________________________________________________________________________________________________

2) What does he or she do with these toys? _________________________________


__________________________________________________________________
__________________________________________________________________
3) Who does the child prefer to play with? _________________________________

__________________________________________________________________

4) What activities does the child least enjoy? _______________________________


__________________________________________________________________

5) Are there any things which your child tends to fear or avoid? ________________

If yes, describe _____________________________________________________

6) How long does the child play with one toy? ______________________________

7) Does the child tend to play with things by lining them or piling them up? _______ __________________________________________________________________

8) Does your child tend to play in one position more than any others? ____________

If so, what?  _______________________________________________________

9) What extra-curricular activities is your child involved in (i.e., Gym-boree, swimming lessons, etc.) ______________________________________________
10) Does Child Have a favorite color?  _____________________________________    

a. If so, What color(s)? __________________________________________

       

 Is the child strongly attracted to this color? ________________________

Sensory History:

Please check the appropriate area, comment as desired, and cross out any parts of questions which do not apply to your child.

Visual-Spatial Processing:

	
	Does child:
	Often
	Sometimes
	Rarely/Never
	Comments

	1
	Become easily distracted by visual stimulation?
	
	
	
	

	2
	Dislike having eyes covered?
	
	
	
	

	3
	Like playing in the dark?
	
	
	
	

	4
	Blink at bright lights or seem irritated by them?
	
	
	
	

	5
	Turn eyes away from adult eye contact (early infancy)
	
	
	
	

	6
	Have trouble following objects with the eyes?
	
	
	
	

	7


	Avoid or have difficulty with eye contact
	
	
	
	

	8
	Play in enclosed spaces, i.e., play houses?
	
	
	
	

	9
	Dislike having head covered with a blanket?
	
	
	
	


Auditory and Language Processing:

	
	Does/is child:
	Often
	Sometimes
	Rarely/Never
	Comments

	1
	Like to sing or dance to music?
	
	
	
	

	2
	Have difficulty maintaining or copying rhythms?
	
	
	
	

	3
	At times, seem not to understand what is said?
	
	
	
	

	4
	Seem overly sensitive to sounds?
	
	
	
	

	5
	Become distracted by lots of noise?
	
	
	
	

	6
	Become distracted by background noises such as refrigerators, fluorescent lights, fans etc.?
	
	
	
	

	7
	Seem to have trouble remembering what was said?
	
	
	
	

	8
	Have speech or articulation difficulties?
	
	
	
	

	9
	Have trouble expressing what he/she wants?
	
	
	
	

	10
	Unable to follow 2 or 3 directions given at once?
	
	
	
	


Movement

	
	Does or is Child:
	Often
	Sometimes
	Rarely/Never
	Comments

	1
	Enjoy swings?
	
	
	
	

	2
	Seem to have good balance?
	
	
	
	

	3
	Enjoy merry-go-rounds or fast carnival rides?
	
	
	
	

	4
	Like being tipped upside down or lifted overhead?
	
	
	
	

	5
	Hesitate or avoid climbing on equipment such as jungle gyms?
	
	
	
	

	6
	Hesitate or have difficulty going down stairs?
	
	
	
	

	7
	Seem fearful of catching balls?
	
	
	
	

	8
	Fearful when laid down for diaper changes?
	
	
	
	

	9
	Walk on toes?
	
	
	
	

	10
	Jump a lot on beds or other surfaces?
	
	
	
	

	11
	Bang head on purpose?
	
	
	
	

	12
	Rock in bed?
	
	
	
	

	13
	Like to spin self around?
	
	
	
	

	14
	Become carsick easily?
	
	
	
	

	15
	Afraid of sitting on a tall chair with feet off floor?
	
	
	
	

	16
	Dislike lying on surface higher than a bed? (e.g., Dr.’s examination table, changing table)
	
	
	
	

	17
	Dislike rocking chairs (by self or in adult’s lap)?
	
	
	
	

	18
	Become upset if head is tilted backwards as in hair washing?
	
	
	
	

	19
	Enjoy walking on uneven surfaces, i.e., pillow on the floor?
	
	
	
	

	20
	Fearful of elevators?
	
	
	
	

	21
	Enjoy spinning on swings, sit and spins, etc?
	
	
	
	

	22
	Fall asleep easily in car?
	
	
	
	


Taste and Smell:

	
	Does child:
	Often
	Sometimes
	Rarely

/Never
	Comments

	1
	Tend to explore with smell, deliberately smell objects?
	
	
	
	

	2
	React defensively or seem overly sensitive to some odors?
	
	
	
	

	3
	React defensively to the taste and texture of many foods?
	
	
	
	

	4
	Act as though all food tastes the same?
	
	
	
	

	5
	Have more difficulty eating textured foods than smooth foods?
	
	
	
	

	6
	Prefer crunchy to textured foods?
	
	
	
	

	7
	Have difficulty eating smooth foods with a few lumps (i.e. soup)?
	
	
	
	

	8
	Lick, suck or chew on non-food items (past 18 months)?  What items? (write in comments)
	
	
	
	


Touch (Tactile Processing): 
	
	Does child:
	Often
	Sometimes
	Rarely/ Never
	Comments

	1
	Seem excessively ticklish?
	
	
	
	

	2
	Become irritated by tags in the back of shirts?
	
	
	
	

	3
	Prefer to touch rather than be touched?
	
	
	
	

	4
	Strongly dislike haircutting or shampooing?
	
	
	
	

	5
	Dislike nail cutting?
	
	
	
	

	6
	Tend to examine objects by touching thoroughly with hands? (past 2 years)
	
	
	
	

	7
	Have difficulty petting animals, may use too much force?
	
	
	
	

	8
	Complains if socks aren’t on correctly?
	
	
	
	

	9
	Seem to crave being held and cuddled?
	
	
	
	

	10
	Dislike being touched unexpectedly?
	
	
	
	

	11
	Tend to prefer long sleeves and pants regardless of the weather?
	
	
	
	

	12
	Dislike cloth of certain texture
	
	
	
	

	13
	Avoid getting hands in paste, finger paints or other messy things? 
	
	
	
	

	14
	Often seem overly active?
	
	
	
	

	15
	Tend to bump or push others?
	
	
	
	

	16
	Tend to be more sensitive to pain than others?
	
	
	
	

	17
	Become especially bothered by small cuts?
	
	
	
	

	18
	Tend not to feel pain as much as others?
	
	
	
	

	19
	Seem oblivious to bruises and heavy falls?
	
	
	
	

	20
	Tend to remove shoes whenever possible?
	
	
	
	

	21
	Complain that others often hit or push him or her?
	
	
	
	

	22
	Pinch, bite or otherwise hurt self? 
	
	
	
	

	23
	Tend to masturbate frequently?
	
	
	
	

	24
	Over or under dress for the temperature?
	
	
	
	

	25
	Overheat easily?
	
	
	
	

	26
	Become upset when coming out of the bath?
	
	
	
	

	27
	Become extremely irritated when splashed with water?
	
	
	
	

	28
	Dislike walking barefoot on grass or sand?
	
	
	
	

	29
	Seem overly sensitive to food or water temperature?
	
	
	
	

	30
	Dislike hand or face washing?
	
	
	
	

	31
	Dislike having hand held by an adult or other child?
	
	
	
	

	32
	Dislike tooth brushing?
	
	
	
	

	33
	Dislike hugs and cuddling?
	
	
	
	

	34
	Dislike wearing band-aids or stickers?
	
	
	
	


Social:

	
	Does child:
	Often
	Sometimes
	Rarely/
Never
	Comments

	1
	Make friends easily?
	
	
	
	

	2
	Tend to prefer to play alone?
	
	
	
	

	3
	Have a strong desire for sameness and routine?
	
	
	
	

	4
	Tend to crave attention?
	
	
	
	

	5
	Seem sensitive to criticism
	
	
	
	

	6
	Lack self-confidence?
	
	
	
	

	7
	Have strong outbursts of anger, tantrums?
	
	
	
	

	8
	Have trouble getting along with other children?
	
	
	
	

	9
	Have difficulty calming down after active play?
	
	
	
	

	10
	Tend to be quiet & withdrawn?
	
	
	
	

	11
	Tends to be careless/ impulsive?
	
	
	
	

	12
	Tend to be relaxed and patient
	
	
	
	

	13
	Tend to be intense, easily frustrated?
	
	
	
	

	14
	Tend to be in perpetual motion
	
	
	
	

	15
	Tend to have difficulty separating from parents?
	
	
	
	

	16
	Tend to be very set in his or her routines?
	
	
	
	

	17
	Prefer the company of adults to children?
	
	
	
	

	18
	Hit or bite other children?
	
	
	
	

	19
	Seem discouraged or depressed?
	
	
	
	


Motor Skills:

	
	Does child?
	Often
	Sometimes
	Rarely/ Never
	Comments

	1
	Bump into things frequently?
	
	
	
	

	2
	Have difficulty with motor tasks which have several steps
	
	
	
	

	3
	Approach new motor activities in an overly cautious manner?
	
	
	
	

	4
	Avoid drawing activities?
	
	
	
	

	5
	Have difficulty walking around chairs or toys without bumping into them?
	
	
	
	

	6
	Seem shaky when doing fine motor tasks?
	
	
	
	

	7
	Seem weaker than others his or her age?
	
	
	
	

	8
	Frequently grasp objects very tightly?
	
	
	
	

	9
	Tend to break many objects?
	
	
	
	

	10
	Drop things easily?
	
	
	
	

	11
	Tire easily with physical activity?
	
	
	
	

	12
	Seem to deliberately fall or tumble?
	
	
	
	

	13
	Tend to eat in a sloppy manner?
	
	
	
	

	14
	Find small manipulative activities difficult?
	
	
	
	

	
	Does child?
	Often
	Sometimes
	Rarely/ Never
	Comments

	15
	Prefer playground to table activities?
	
	
	
	

	16
	Prefer table activities to playground activities?
	
	
	
	

	17
	Perform movements in a slow and plodding fashion?
	
	
	
	

	18
	Take a long time to do most motor tasks?
	
	
	
	

	19
	Appear reluctant to participate in gross motor activities?
	
	
	
	

	20 
	Tend to move in and out of chair while eating or working?
	
	
	
	

	21
	Things tend to feel heavier when lifted than anticipated?
	
	
	
	

	22
	Have flat feet?
	
	
	
	

	23
	Slump while sitting?
	
	
	
	

	24
	Have difficulty with handling eating utensils?
	
	
	
	

	25
	Frequently spill liquids?
	
	
	
	

	26
	Drool?
	
	
	
	

	27
	Keep mouth open most of the time?
	
	
	
	

	28
	Have trouble chewing?
	
	
	
	

	29
	Have difficulty giving a kiss?
	
	
	
	

	30
	Have difficulty getting in and out of a car seat?
	
	
	
	

	31
	Have difficulty getting in and out of a highchair?
	
	
	
	

	32
	Seem to be a “dare devil,” unaware of necessary safety concerns?
	
	
	
	


Developmental Skills:

	
	Can your child:
	No
	Yes
	Some difficulty
	Average
	Good

	1
	Sit independently?
	
	
	
	
	

	2
	Walk independently?
	
	
	
	
	

	3
	Walk up and down stairs?
	
	
	
	
	

	4
	Climb on playground equipment?
	
	
	
	
	

	5
	Throw a ball?
	
	
	
	
	

	6
	Catch a ball?
	
	
	
	
	

	7
	Propel a riding toy with feet?
	
	
	
	
	

	8
	Ride a tricycle or a Big Wheel?
	
	
	
	
	

	9
	Pick up small objects with fingers?
	
	
	
	
	

	10
	Stack rings on a ring stand?
	
	
	
	
	

	11
	Turn pages of a book?
	
	
	
	
	

	12
	Stack blocks?
	
	
	
	
	

	13
	Complete single piece puzzles?
	
	
	
	
	

	14
	Complete interlocking puzzles?
	
	
	
	
	

	15
	Color with crayons?
	
	
	
	
	

	
	Can your child:
	No
	Yes
	Some difficulty
	Average
	Good

	16
	Draw lines and circles?
	
	
	
	
	

	17
	String beads?
	
	
	
	
	

	18
	Finger feed self?
	
	
	
	
	

	19
	Drink from a cup?
	
	
	
	
	

	20
	Feed self with a spoon?
	
	
	
	
	

	21
	Hold arms and legs up for dressing?
	
	
	
	
	

	22
	Unzip a jacket?
	
	
	
	
	

	23
	Undress self?
	
	
	
	
	

	24
	Put on/take off shoes?
	
	
	
	
	

	25
	Unbutton large buttons?
	
	
	
	
	

	26
	Blow soap bubbles?
	
	
	
	
	

	27
	Blow whistles?
	
	
	
	
	

	28
	Drink from a straw?
	
	
	
	
	

	29
	Kick a ball?
	
	
	
	
	


Comments: 
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What particular skills would you like your child to achieve in the next six months?

______________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Family History:

Handedness: (left or right handed?)

     Mother _______ Father _______ Siblings ___________________________________
Do you or anyone else in your family have similar difficulties to your child’s?  If so, describe below and/or mark pertinent sections of the questionnaire in a second color. ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
If similar difficulties do exist, how have they affected your life or the lives of other family members?  (Attach an additional page if desired.)

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Food Record

Please follow the instructions carefully when completing the three-day Food Records.

1. Write down everything your child eats/drinks, all vitamin and mineral supplements and medications for three days. Specify time items were consumed. 

2. If applicable, write down comments on behavior, reactions to skin, or bodily reactions such as flatulence, diarrhea, or constipation.  

3. Record the amounts of food eaten. Measure or estimate portion sizes as best as possible. Think in terms of level measuring cups, teaspoons, tablespoons, ounces, slices or inches.

4. Indicate how the food was prepared…fried, steamed, baked, raw, etc. 

5. List brand names of all food products, for example, oatmeal might be “Quick Quaker Oats.”

6. Be sure to measure and record all those little extras….gravies, salad dressings, taco sauce, pickles, jelly, sugar, ketchup, margarines, etc.  Indicate the amounts.   

7. Include recipes for any unusual items you prepared at home. Cut out and provide labels of unusual food products.

8. Consider the following points as you are recording different types of foods.

a. Beverages – record amounts in ounces, cups, teaspoons or tablespoons; list type of milk, such as whole, skimmed, 2%, evaporated, chocolate, reconstituted dry; indicate type of other beverages, such as fruit drink, fruit-flavored drinks, soda, Hi-C, wine, beer alcohol, mixers

b. Fruits and Vegetables – indicate whether fresh, frozen, dried, canned; indicate whether processed in water, light syrup, or heavy syrup for fruit or  whether vegetables have butter, gravy or sauce

c. Cereals – Dry Cereals: level portions of cup or tablespoons; if margarine, milk, sugar, fruit, etc. are added, measure and record amount and type

d. Breads – Indicate brand, whether whole wheat, rye, white, gluten-free, etc. 

e. Meats – Record in approximate measurements after cooking (e.g., cooked hamburger patty – 3 inches across, ½ inch thick).  If weight of food is indicated on package, give this information.  Record measurements only on the cooked edible part – without bone or fat that is left on plate.  Tell how meat was prepared.

f. Desserts – Measure and record portion size of cakes, pies, cookies (thickness, diameter, width or length, depending on item).  If bought, give brand name.

Three Day Food Record









Todays Date _______

Childs Name (first & last) ________________________ Age ____ Date of Birth ______ 

Height _________  Weight _________  Activity level ____________________________
Parents name ____________________________  Phone  _________________________
Day One

	
	Time                      
	Food & drinks
	Mood/Energy/Behavior

	Breakfast

	
	
	

	Snack

	
	
	

	Lunch


	
	
	

	Snack

	
	
	

	Dinner

	
	
	

	Snack


	
	
	


Day Two

	
	Time                      
	Food & drinks
	Mood/Energy/Behavior

	Breakfast


	
	
	

	Snack


	
	
	

	Lunch


	
	
	

	Snack


	
	
	

	Dinner


	
	
	

	Snack


	
	
	


Day Three

	
	Time                      
	Food & drinks
	Mood/Energy/Behavior

	Breakfast


	
	
	

	Snack


	
	
	

	Lunch


	
	
	

	Snack


	
	
	

	Dinner


	
	
	

	Snack


	
	
	


Vitamin/mineral supplements ______________________________________________
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1

