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Parent/Guardian Nutrition Questionnaire Form
Child’s Name: ________________________________________________
Height: _________ Weight: ________  Age: ____  DOB: ____/____/____
Allergies: ____________________________________________________
Current Dietary Supplements (If Any):____________________________
_____________________________________________________________
Please Check all that apply:

 FORMCHECKBOX 

Unplanned weight loss or gain of more than 3lbs in 1 wk, 7lbs in 1 mo., 10lbs in 3mos. or 14lbs in 6mos.

 FORMCHECKBOX 

Child has a diagnosis of Diabetes, Renal disease, Cancer, Anorexia, Bulimia, or Chronic Overeating, Obesity (check history/physical in Child’s chart for information) that is not under physician’s care?

 FORMCHECKBOX 

Child has food allergies

 FORMCHECKBOX 
 
3 or more medications are ordered for the Child
 FORMCHECKBOX 

Child has hard time chewing or swallowing food for at least 1week

 FORMCHECKBOX 

Child has not felt like eating for at least 1 week

 FORMCHECKBOX 

Child or Child’s family (if living at home) has a hard time getting enough food to eat

 FORMCHECKBOX 

Child has a history of eating or drinking non-food items such as dirt, clay or paint.

_______________________________________________________

Signature of Person completing this form
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