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Early Head Start/Child Care

Child/Family Nutrition Needs Assessment (Infants & Toddlers)
	Child’s Name:
	     
	Gender:
	     
	Date of Birth:
	         

	

	A. INFANTS 
	(0-12 months old)

	Feeding Frequency (times per day):
	     
	Amounts of milk consumed in 24 hours:
	     
	(ounces)

	Type of food consumed:
	 FORMCHECKBOX 
 Breast Milk
	 FORMCHECKBOX 
 Formula
	 FORMCHECKBOX 
 Milk
	 FORMCHECKBOX 
 Other: (specify)
	     

	Feeding Method:
	 FORMCHECKBOX 
 Breast Fed
	 FORMCHECKBOX 
 Bottle Fed
	 FORMCHECKBOX 
 Other: (specify)
	     

	List types and amounts of solids eaten by infants:
	     

	     

	List fluids other than formula given to infant (juice, soda, water):
	     

	
	

	B. TODDLERS
	(13-24 months old)

	Eating frequency (times per day):
	     
	

	       At what age did the child start doing each of the following:
	     
	

	Eat solid foods:
	     
	Months 
	Drink from a cup:
	     
	Months
	Feed self:
	     
	Months

	Favorite foods:
	     

	Least favorite foods:
	     

	Part 1: Child and Family Eating Habits
	Yes
	No
	

	1. Is cereal put in a bottle or other feeder?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	2. Is your infant put to bed with a bottle?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	3. Is honey given to the infant?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	4. Does your child take vitamin/mineral supplements?

        If yes, do they contain iron?
	 FORMCHECKBOX 

 FORMCHECKBOX 

	 FORMCHECKBOX 

 FORMCHECKBOX 

	How often?
	     

	
	
	
	Were they prescribed?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
  No

	5. Are there any foods that your child should not eat for medical, 

    religious or personal reasons?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	List foods:
	     

	6. Is your child on a special diet?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	If so, what kind?
	     

	7. Are there any changes in your child’s appetite in the past month?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Explain:
	     

	8. Does your child drink from a bottle (if over 12 months)?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	9. Does your child eat or chew things that are not food?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	10. Does your child have trouble chewing or swallowing?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	11. Is your child frequently constipated?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	12. Does your child frequently have diarrhea?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	13. Do you have any concerns regarding what your child eats?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Explain:
	     

	14. Does your child participate in:   FORMCHECKBOX 
 WIC?     FORMCHECKBOX 
 MAC?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Part 2: Food Frequency

	        How often does your child eat the following foods? (Please circle the number of times per day.)

	
	Follow-up:

	1. Milk, cheese, yogurt
	0
	1
	2
	3
	4
	5
	     

	2. Meat, fish, poultry, peanut butter, eggs, dried beans, peas
	0
	1
	2
	3
	4
	5
	     

	3. Bread, cereal (hot/cold), rice, pasta, tortilla
	0
	1
	2
	3
	4
	5
	     

	4. Citrus fruit juices (Vitamin C foods such as orange or grapefruit)
	0
	1
	2
	3
	4
	5
	     

	5. Other fruits and vegetables (apples, bananas, peaches, pears, potatoes, corn, green beans)
	0
	1
	2
	3
	4
	5
	     

	6. Vitamin A rich foods: dark green or orange vegetables and fruits such as broccoli, carrots, greens, pumpkin, sweet potato, winter squash, apricots, canned plums, mangoes. [per week]
	0
	1
	2
	3
	4
	5
	     

	7. Soda & flavored drinks: fruit drinks, kool aid, pop
	0
	1
	2
	3
	4
	5
	     

	8. Sugar & sweets: cake, candies, cookies, high sugar drinks
	0
	1
	2
	3
	4
	5
	     

	9. Salty snacks: chips, salted pretzels
	0
	1
	2
	3
	4
	5
	     

	10. Fatty foods:  (a) fried foods, hot dogs, lunch meat, sausage

                           (b) butter/margarine, mayonnaise, sour cream
	0
0
	1
1
	2
2
	3
3
	4
4
	5
5
	     

	

	
	
	
	

	Parent/Guardian Signature
	
	Date
	     

	

	Staff Signature
	
	Date
	     

	


