COMMUNITY ACTION OF SOUTHEAST IOWA
NUTRITION ASSESSMENT

Child’s Name:    _______________________________________________   Sex: ______________   Birthdate: ____________
				
	
	Infants                                                                                                                              
	Updates

	Approximately how many times per day does your infant eat? 
              1-2 times/day ___     2-4 times/day___     4-6 times/day___    6+times/day___
	

	Approximately how much is consumed during a normal feeding?  
              ___Ounces
	

	What feeding method is used for your infant?
              Breast Fed___  Formula Fed___  Breast and Formula Fed___  Other: ___
	

	Toddlers/Children
	

	Does your child have a Food Allergy or Food Intolerance?  Please check all that apply:
              Milk___ Eggs___ Fish___ Wheat___ Peanuts___ Shellfish___ Tree Nuts/Seeds___ Other:__________
	

	What reaction occurs?
              Life Threatening ___ Difficulty Breathing___ Swelling___ Nausea/Vomiting___ Diarrhea___ Rash___    
              Other ____________________            
	

	Has this been diagnosed by a physician?   Yes___   No___
	

	Does your child require an EPI Pen for Food Allergy?  Yes___   No___
	

	Does your child require a Special Diet?  Yes___   No___
	

	What is the special diet? _____________________________________________
	

	Has this been diagnosed by a physician?  Yes___   No___
	

	Is your child restricted from foods due to:  Personal Reasons ____   Religious Reasons ____
Please check all that apply:
               Pork___ Beef___ Poultry___ Fish___ Eggs___ Milk___ Other___________________
Diet Modification form on file (marked “personal or religious”)?  Yes__  No__
	

	Does your child routinely eat things that are non-food items?  Yes__ No__
If yes, select all that apply:
                Dirt___ Clay___ Paper___ Crayons___ Chalk___ Paint Chips___ Ashes___ Pet Foods___ 
                Laundry Starch___ Corn Starch___ Large Amounts of Ice___ Other:____________
	

	On a typical day, which of the following does your child drink regularly? (select all that apply) 
                Fruit Juice___ Kool Aid ___Soda Pop___ Sports Drinks___ Tea ___ Energy Drinks___ Coffee ___
                Water ___  Other ___
	

	What type of milk does your child drink?
                Fat-Free (skim)___ Low-Fat (1%) ___ Reduced Fat (2%) ___ Whole___ Soy___ Almond___ 
                Lactose Free ___ Other:____________________________
	

	What does your child use to drink?  Bottle___ Sippy Cup ___ Regular Cup ___
	

	Does your child feed him/herself?  Yes___   No___
If yes, check all that apply:  
                 Bottle___  Sippy Cup___ Cup ___  Spoon ___  Fork ___  Fingers ___
	

	Does your child have any of these problems weekly or more often?
                 Vomiting ___ Diarrhea___ Constipation ___ Chewing ___ Swallowing ___ Dental Pain ___
	

	Are there certain foods that cause this reaction?  Yes___ No___
If yes, please explain: _____________________________________________

	


	Physical Activity
	

	On a typical day, how many hours is your child in front of a screen?  (TV, computer, tablet, cell phone, video games) 
                  Less than 1 hour___  1-2 hours___ 2-5 hours___5 hours or more___
	

	On a typical day, how many minutes does your child spend in active play/exercise?  
                  Less than 15 minutes___ 15-30 min___ 30-45___ 45 min___ 60 min or more____
	

	Do you have concerns about your child’s body size?  Yes___  No___
	


Process
1. During the time of application to the program, a Family Development Specialist will assist the family in the completion of this form and will ask any questions needed to achieve clarification as to a child’s condition and/or needs.
2. After the form is completed, the Nurse will review the document to make sure there are no other questions or cause for concern.  If any, the Nurse will discuss them with the FDS and HSC. 
3. Before a child begins attending, a Home Visit will be completed with the FDS.  At that time, the staff member will update the form with the family to make sure there have been no changes.  If there are changes, the FDS will notify the Lead Teacher, the RN, the Cook, and the HSC if necessary. 
COMPLETED:  Staff Signature:  ____________________________________________________   Date:  ____/____/____
UPDATE:  Staff Signature:  __________________________________________________________ Date:  ____/____/____



