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Feeding & Mealtime Skills Questionnaire
Helping us understand your child’s feeding needs

Child’s Information:

• Child’s Name: ________________________

• Age: __________

• Parent/Caregiver Name(s): ________________________

• Contact Information: ________________________

• Primary Concerns About Your Child’s Feeding: ________________________

1. General Feeding Background

• How would you describe your child’s eating habits? 
✅  Eats a variety of foods with no issues 

✅  Picky or selective eater 

✅  Has strong food preferences or avoids certain textures 

✅  Difficulty chewing or swallowing 

✅  Eats very little or seems disinterested in food 

✅  Gags, coughs, or chokes while eating 

✅  Other: __________________________________________________

• Has your child ever had a feeding evaluation or therapy? 
✅  Yes, currently receiving therapy 

✅  Yes, but no longer in therapy 

✅  No, but I am interested 

✅  No, never evaluated

• Does your child have any medical conditions that impact feeding? 
✅  Reflux or GERD 

✅  Food allergies/intolerances 

✅  Oral ties (tongue/lip tie) 
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✅  Respiratory/breathing issues 

✅  Prematurity or NICU history 

✅  Other: __________________________________________________

• Is your child currently: 
✅  Breastfed 

✅  Bottle-fed 

✅  Eating purees 

✅  Eating solid foods 

✅  Drinking from an open cup 

✅  Using a straw cup 

✅  Using a sippy cup

2. Sensory Responses to Food

• How does your child react to different textures? 
✅  Prefers crunchy foods 

✅  Prefers smooth/pureed foods 

✅  Avoids mixed textures (e.g., yogurt with fruit, soup with chunks) 

✅  Overstuffs mouth or pockets food in cheeks 

✅  Avoids getting hands messy with food 

✅  Seeks out very strong flavors (salty, spicy, sour)

• Does your child struggle with any of the following? 
✅  Sensitivity to food smells 

✅  Gagging at the sight or smell of food 

✅  Prefers or avoids extreme temperatures (hot/cold foods) 

✅  Needs foods to be a certain color, brand, or shape

📝  Describe any sensory challenges during meals:
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3. Oral Motor Skills & Chewing/Swallowing

• Does your child… 
✅  Struggle with chewing tough foods (meat, raw veggies)? 

✅  Spit out food instead of swallowing? 

✅  Gag or choke when eating or drinking? 

✅  Drool excessively past age 2? 

✅  Avoid using utensils and prefer finger-feeding?

📝  Describe any concerns about your child’s chewing, swallowing, or drinking skills:

4. Mealtime Behavior & Routine

• What are mealtimes like in your home? 
✅  Calm and structured 

✅  Stressful and challenging 

✅  Short and rushed 

✅  Long with a lot of coaxing 

✅  Child eats separately from the family

• Does your child… 
✅  Stay seated for the whole meal? 

✅  Throw food, utensils, or cups? 

✅  Refuse to try new foods? 

✅  Need distractions (TV, toys, tablet) to eat?

• How many foods does your child regularly eat? 
✅  More than 20 different foods 

✅  Between 10-20 foods 

✅  Less than 10 foods

📝  Describe any mealtime challenges:
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5. Parent Goals & Next Steps

• What are your top three concerns regarding your child’s feeding?

1.
2.
3.

• What goals would you like to focus on during our consultation? 
✅  Expanding the variety of foods my child eats 

✅  Helping my child tolerate new textures and flavors 

✅  Improving chewing and swallowing skills 

✅  Reducing mealtime stress and struggles 

✅  Weaning off bottles, sippy cups, or purees 

✅  Encouraging independence with self-feeding 

✅  Other: __________________________________________________

Thank You!

Team NewDay Child Coaching 
Rachel Lynn, SLP 🩷  | Amanda Rae, OTR 💛  | Amber Michelle 💚  

Your responses will help us develop a personalized plan to support your child’s fine motor and 
self-care development. We look forward to connecting with you!
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