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SUPPLEMENTAL NUTRITION PROGRAM FOR WOMEN, INFANTS & CHILDREN





Name:





Client #:




1.
Who is your child’s doctor? 










When is your child’s next doctor’s appointment? 



  Dentist? 




2.
If child is less than 2 years old (this question only):

What was your due date with this child? 



  (37 if born ≤ 37 wks)
3.
Does anyone living in your household smoke inside the home?
( No
       (Yes (904)
4.
Does your child take any medications, vitamins, or herbals? (Possible 47)

( None
( Vitamins/minerals
( Fluoride
( Iron
( Herbal
( Other medications

If any selected, explain: 

5.
Does your child have any health problems?


( None
( Allergies (type:
 52 if food)
( Rash
( Constipation
( Diarrhea

( Recent surgery (90)
( Asthma (90 if on daily meds)
( Other (28/45/90/91/93)


If yes to any, explain: 












6.
Does your child have tooth decay? 
( No
( Yes (35)
7.
Has your child had a blood lead test?
( No

( Yes
8.
Does your child regularly eat things other than food?

( No

( Yes (47)
If yes, select:

( Dirt
( Clay
( Carpet fibers
( Dust
( Ashes
( Laundry starch
( Cigarette butts
( Paint chips

Other (list) 





9.
Did you run out of food or money to buy food in the last 6 months?

( No

( Yes
10.
Who prepares food for your child?

( Parent
( Caregiver
( Relative
( Friend
( Daycare
( Other (list) 





(over)

11.
How would you describe your child’s eating?

( Good
( Picky
( Too much
( Too little
( Other 







12.
How many meals does your child eat per day? 


Snacks? 


13.
Is your child on a special diet?
( No
( Yes (47)
If yes, explain: 






14.
What does your child drink on most days?  ( Juice  ( Soda (47)  ( Kool-Aid®/punch (47)  ( Sports drinks (47)   ( Water

Milk:
( Whole
( Skim (47-under 2)
( Lowfat (47-under 2)
( Soy (49/52)
( Lactaid(49)


( Raw (47)
( Goat’s (49/52)
( Breastmilk

15.
What does your child eat on most days?

( Grains
( Vegetables
( Fruits


( Milk products
( Meat and beans
( Fats and sweets
16.
What does your child drink from?
( Bottle (36)
( Sippy cup
( Breast
( Cup
17.
Does your child usually feed herself or himself?
( Yes

( No (47)
18.
How do you feel about your child’s growth?

( Not concerned
( Concerned

If concerned, please explain: 











19.
What kinds of active play does your child do regularly? 








20.
How many hours of screen time (TV, computer, video games, movies, videos, DVDs, Game Boy®, etc.) does your child get in a typical day? 



21.
What nutrition and health questions do you have today? 























Signature

Date
	Child


Nutrition Assessment





�





FORM 137E – 06/08





Clinic Use (Optional)


DOB: 				  BW: 		     BL: 		      Wt: 		      Length: 		  Hgb: 	____	


Risk Factors: 				   If < 2 years, up to date on shots?  ( Yes  ( No    Next appt for shots: _____		








