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         Childhood Dietary Questionnaire


This questionnaire is designed to provide your nutritional therapist with the necessary information to build a tailored treatment programme. Please answer the questions as accurately as you can. All the details you provide on this form will be held private and confidential.
After completion, return by email to info@bodykind.com
Press the ‘Tab’ key to move to the next field. 
	PERSONAL DETAILS


	
	
	
	
	
	

	Your name:
	     
	
	Date:
	     
	

	
	
	
	
	
	

	Child’s name:
	     
	
	
	

	
	
	
	
	
	

	Relation to child:
	     
	

	
	
	
	
	
	

	Email:
	     
	

	
	
	
	
	
	

	Phone numbers:
	     
	

	
	

	Contact address:
	     
	

	
	

	GP name & phone:
	     
	

	
	
	
	
	
	

	GP address:
	     
	

	
	
	
	
	
	

	Date of birth:
	     
	Height:
	     
	Weight:
	     
	

	
	
	
	
	
	

	Do you give permission for your doctor to be contacted?
	 FORMCHECKBOX 

	(tick if yes)

	Is your child currently undergoing medical treatment?
	 FORMCHECKBOX 

	

	Does your child have any special dietary considerations? (e.g. vegetarian, allergies etc.)

	Please give details:
	     
	

	
	

	Reason for consultation:
	     
	

	
	
	
	
	
	


	MEDICATIONS AND SUPPLEMENTS 
List all medications and supplements that your child is taking. 


	     Medication/Supplement

	  Details


	1.
	     
	
	
	     
	

	2.
	     
	
	
	     
	

	3.
	     
	
	
	     
	

	4.
	     
	
	
	     
	

	5.
	     
	
	
	     
	

	6.
	     
	
	
	     
	

	7.
	     
	
	
	     
	

	
	
	
	
	
	


	ILLNESSES, DIAGNOSED CONDITIONS AND OPERATIONS
Please list any major operations and illnesses that your child has had. Also list any diagnosed conditions and any ongoing complaints such as eczema, hayfever etc.


	     Year

	    Details


	1.
	     
	
	
	     
	

	2.
	     
	
	
	     
	

	3.
	     
	
	
	     
	

	4.
	     
	
	
	     
	

	5.
	     
	
	
	     
	

	6.
	     
	
	
	     
	

	7.
	     
	
	
	     
	

	
	
	
	
	
	


	WEEKDAY FOOD DIARY



Please give full details of the food and drinks that your child consumes 
during a typical day.
	Breakfast
	     

	
	

	Snacks
	     

	
	

	Lunch
	     

	
	

	Snacks
	     

	
	

	Dinner
	     

	
	

	Snacks
	     


	DIETARY HABITS



What foods does your child …
	… enjoy.
	     


	… dislike.
	     


Does your child eat out?        FORMCHECKBOX 
Never     FORMCHECKBOX 
Occasionally      FORMCHECKBOX 
Frequently
Have you tried special diets for your child in the past? (Please list any diets tried.) 
	     


	HOME LIFE



	About how many hours sleep does your child get on weekday nights?
	     


	About how many hours sleep does your child get on weekend nights?
	     


How active is your child?    FORMCHECKBOX 
Inactive     FORMCHECKBOX 
A little    FORMCHECKBOX 
Moderately    FORMCHECKBOX 
Very
Does you child attend …     FORMCHECKBOX 
Day Nursery    FORMCHECKBOX 
Childminder    FORMCHECKBOX 
Playgroup    FORMCHECKBOX 
School
Do you keep a regular schedule for meals and bedtime?     FORMCHECKBOX 
Yes      FORMCHECKBOX 
No
	On a scale of 1-10 how motivated are you to make changes 
to your child’s diet and lifestyle?

	Not at all 
1
2
3
4
5
6
7
8
9
10
Extremely 
motivated
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

motivated



	On a scale of 1-10 how confident are you about making changes 
to your child’s diet and lifestyle?

	Not at all 
1
2
3
4
5
6
7
8
9
10
Extremely 
confident
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

  confident



 FORMCHECKBOX 
I confirm that the information provided is correct to the best of my knowledge.
Thank you. Please return this form by email to info@bodykind.com
© Nadia Mason 2010
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