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SUPPLEMENTAL NUTRITION PROGRAM FOR WOMEN, INFANTS & CHILDREN






Name:





Client #:




1.
Who is your baby’s doctor? 











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






2.
What was your baby’s due date? 



 (37 if born ≤ 37 wks gestational age)
3.
Does anyone living in your household smoke inside the home?
( No
       (Yes (904)
4.
Does your baby take any medications, vitamins, or herbals? (Possible 46)

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

If any selected, explain: 

5.
Does your baby have any health problems?


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


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


If yes to any, explain: 













6.
How do you know when your baby is hungry? 









7.
How do you know when your baby is full? 










8.
What do you feed your baby?
( No solids yet
( Family/table food
( Baby food in jars

If baby is eating solids, what foods does your baby eat?


( Cereal (How is cereal given?   ( bottle (46)   ( spoon)

( Yogurt
( Cheese
( Vegetables
( Fruits
(Meats

Other (list)














9.
Do you add any salt, sugar, corn syrup, or honey to your baby’s food?
( No
( Yes (46)
(over)
10.
What does your baby drink?
( Breastmilk
( Formula

Do you give your baby anything else to drink?   ( No    ( Yes (Possible 46)    If yes, list 




11.
Was your baby ever breastfed?
( Yes
( No

At what age did your baby first have formula? 




At what age did your baby stop breastfeeding? 




Why did you stop or decide not to breastfeed? 










12.
What does your baby drink from?
( Bottle
( Sippy cup
( Breast
( Cup
13.
If the participant is bottle feeding:

Do you prop the bottle to feed your baby?
( No
( Yes (46)

Does your baby take a bottle to bed?
( No
( Yes (36)
If yes, what is in the bottle? 




14.
If participant is breastfeeding or combination feeding: 


How is breastfeeding going? 












How often do you breastfeed?


 day


 night


In the last 24 hours (day and night), how many wet diapers did your baby have? 




How many dirty diapers did your baby have? 




Are you pumping your milk?
( No
( Yes

If yes, would you like information on pumping and storing your milk?
( Yes
( No

15.
If participant is formula feeding or combination feeding:


How is formula feeding going? 












How often does your baby take a bottle of formula?  

 day


 night 

How many ounces of formula does your baby drink at a feeding? 

 oz

What formula do you give your baby?

( Similac Advance
( Isomil Advance   ( Similac Sensitive
( Other (list) 






What type of formula is it?
( Powder
( Concentrate
( Ready-to-feed


Explain how you make formula. (46 if mixing incorrectly) 








16.
Did you run out of food or money to buy food in the last 6 months?
( No
( Yes
17.
What questions do you have about how your baby is eating and growing?
Signature

Date
�
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Clinic Use (Optional)


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


Risk Factors: 					   Up to date on shots?  ( Yes  ( No    Next appt for shots: _____		











