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BIRTH TO THREE NUTRITION SCREENING 

Child’s Name: ____________________     D.O.B. ______ Date of Screening ______ Age:_______ Parent / Caregiver: _________________________________________

Address:__________________________     Date: ____________________________

                  __________________________      Tel. No. __________________________



 

Health / medical condition:______________________________________________


Service Coordinator____________________________________________________

To the parent or questioner:  Circle or check the correct answer or answers.

1. How does your child eat? Check choices below that best describe how.

__ uses bottle




__ finger feeds




__ breastfeeds




__ fed by spoon

__ takes sips from a cup


__ self-feeds with spoon/fork

__ drinks from a cup with/without lid 

__ uses special feeding equipment, what?

__ uses a straw




__ takes foods other than milk from a bottle

__ takes oral feeding supplements (Pediasure®, Boost®, Kindercal®, and Neocate®)

__ has feeding tube

2.  Do you have any concerns about whether your child is eating at an appropriate stage for his age?   






( No    ( Yes

3a.  Are you concerned about the amount or variety of foods your child takes in from the following food   groups?






( No     ( Yes (If yes, check all that apply)
__ milk and dairy foods




__ meats, eggs, fish, poultry

__ vegetables





__ fruits

__ breads, cereals, rice, beans, and grains

__ fats

             __ snack foods (chips, soda etc.)


__ sugars/sweets

3b.  Please note any dietary restrictions in your child’s diet:

4.  Do you or your doctor have concerns about your child’s size?  No     Yes  (If yes, explain)
     Child’s latest length___________weight____________

5.  Does your child have food allergies?
    (No  (Yes
(If yes, list)
6.  Does your child take any medications or other supplements (vitamins, iron, fluoride, or herbal 

     supplements) on a regular basis?      (No    (Yes     (If yes, list)

7.   Does your child experience any of the following:
(No
(Yes (If yes, check all that apply)
__ difficulty with sucking




__ diarrhea



__ difficulty with swallowing



__ constipation


__ difficulty with chewing



__ vomiting/reflux



__ difficulty tolerating food textures 


__ rashes

__ difficulty tolerating food temperature


__ gagging



__ choking





__ other:

8.  Do you have concerns about your child’s mealtime experiences and eating behaviors? (No   (Yes 

     If yes, check the choices below:

__ child refuses to eat




__ child unable to sit through meal

__ child spits out food




__ mealtimes are hectic

__ child throws food or utensils



__ meal seems to take too long

__ child eats too slowly




__child eats items, which are not food,

__ child stuffs mouth 
    (i.e. paint chips, crayons, dirt, paper,

__ child takes bottle to bed



    cigarettes, etc.)

__ no scheduled mealtimes


9.  Has your child ever had a history or diagnosis of any of the following:
(No     (Yes   (If yes, check











all that apply)

__ AIDS/HIV *



__ Lead Exposure

__ Autism
__ Muscle disorders (MS, Spinal Muscular Atrophy)

__ Bronchopulmonary Dysplasia

__ Myelomenigecele / Spina Bifida

__ Cardiac Problems


__ Nutrition Support  (tube or IV feedings,


__ Cerebral Palsy


     Other- please specify)

__ Cleft / Lip or Palate


__ Prader–Willi Syndrome

__ Congenital Heart Disease

__ Premature birth / Very Low birth weight (VLBW)

__ Cystic Fibrosis


__ Renal Disease

__ Diabetes



__ Seizure Disorder

__ Down Syndrome


__ William’s Syndrome




__ Failure to Thrive


__ Other - please specify

__ Fetal Alcohol Syndrome

__ Gastrointestinal disorders

__ Hyperinsulinemia

__ Inborn Errors of Metabolism  - Galactosemia, 

     Glycogen storage disease, Phenylketonuria (PKU), 

IF THERE ARE TWO OR MORE YES ANSWERS FOR QUESTIONS 2-9 THE CHILD IS LIKELY TO HAVE A NUTRITION PROBLEM

10.  Do you feel you have enough foods, formula for your child?
( Yes
( No

11.
Would you like to meet with someone about your child’s nutrition or eating habits? (Yes (No (Later


ACTIONS TAKEN:
( Refer to a nutrition specialist.

( Caregiver requests referral to nutrition specialist.

( No nutrition intervention needed at this time.  Recheck again _____________.
                                                                                                                                      date
( Is currently receiving nutritional services from  ____________________________________________

    These services are:_________________________________________________________________

___________________________________________________________________________________

( Nutrition services included as early intervention service in IFSP. 

Completed by: _________________________________ Title:__________________________________

Date: __________________ 
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* Any information shared regarding child or family’s AIDS/HIV status will be kept confidential in accordance with CT State Law (Sec. 19a-585).
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