Form 3-6
CHILD & FAMILY DEVELOPMENT PROGRAMS

Child Nutrition Screening Survey
Child’s Name: 




  Age: ____  DOB:



Head Start Center: 



   Today’s Date:



Please circle YES or NO for each question as it applies to your child:
	1. Does your child have a medical diagnosis of a food allergy? 
	YES*
	NO

	2. Do you currently receive food stamps?
	YES
	NO

	3. Does your child require a special food/diet or formula for medical reasons? Name of special food/diet or formula:

	YES*
	NO

	4. Is there any food your child should not eat for medical, religious or personal reasons?  Please explain:

	YES
	NO

	5. Has your child ever received services from WIC (Women, infant & Children)?   
	YES
	NO

	6. In the past 6 months have you been told by a health provider that your child has a low iron level and/or is anemic?
	YES*
	NO

	7. Were there any days last month when your family did not have      enough food to eat or enough money to buy food?
	YES*
	NO

	8. Does your child have problems with: (mark all that apply)
           (    ) sucking   (    ) swallowing   (    ) chewing,   (    ) gagging 

           (    ) Dental issues
	YES*
	NO

	9. Does your child have ongoing chronic problems with: (mark all that apply)
      (    )  loose stools   (    ) hard dry stools   (    ) throwing up  
	YES*
	NO

	10. Does your child eat clay, paint chips, dirt or any other things that are not food?
	YES*
	NO

	11. Does your child refuse to eat, throw food, or do other things that upset you at mealtime frequently enough to be a problem?
	YES*
	NO

	12. Do you have concerns about your child’s appetite?  If yes, describe:

	YES*


	NO



	13. Do you have concerns about your child’s energy level?  If yes, please describe:  

   
	YES*
	NO

	14. Does you child seem tired or pale?
	YES*
	NO

	15. Is your child drinking liquids from a bottle?
	YES
	NO

	16. Do you sit down and eat meals with your child?
	YES
	NO

	17. How does your child look to you? (mark all that apply)
           (    ) just right   (    ) too heavy   (    ) underweight   (    ) short         
	YES*
	NO

	18. Are you and /or your doctor concerned about your child’s growth?
	YES*
	NO

	19. Does your child watch TV and/or play on the computer more than 2 hours per day?
	YES
	NO

	20. Does your child drink more than 8 ounces per day of sugared drinks (Kool-Aid, soda pop, etc)?
	YES
	NO

	21. Is there a family history (parents/grandparents) of:  (mark all that apply)
           (    )Heart disease   (    )Diabetes    (    ) Cancer   

           (    ) High blood pressure   (    ) Other (please describe):  
	YES
	NO

	22. Is your child taking a multivitamin or herbal supplement?  If yes, what kind?

	YES
	NO


This form and the child’s growth chart will be sent to a nutrition consultant for review.  Starred (*) answers may require follow-up.  
(    )  I do give permission for the nutrition consultant to contact me by phone.
Phone:  ______________________   The best time to reach me is:  ___________ 

(    )  I do not give permission for the nutrition consultant to contact me by phone.

Signature:  ______________________________________ DATE:  ________________
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