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	DYSPHAGIA CLINIC – DPD CLIENTELE
QUESTIONNAIRE FOR PARENTS
	



To parent(s) or legal guardian: Please complete this questionnaire and give it to your therapist one week before your appointment at the dysphagia clinic.

	Therapist’s name: 
	
	Email:  
	

	
	
	
	

	
NAME OF THE PERSON WHO FILLED OUT THE QUESTIONNAIRE: ______________________________

[bookmark: _GoBack]RELATIONSHIP TO CHILD: ______________________	DATE: _______________________________



	GENERAL INFORMATION

	 
CHILD’S WEIGHT:  ____________________ kg 		DATE: ______________________________

CHILD’S HEIGHT: ____________________ cm		DATE: ______________________________ 

WHEN DID YOUR CHILD START HAVING FEEDING DIFFICULTIES? 
	

	

	



WHAT ARE YOUR CHILD’S FEEDING DIFFICULTIES? 
	

	

	



	HAVE THERE BEEN ANY ATTEMPTS TO ADDRESS THIS ISSUE?	 ☐ Yes 		☐  No	
	Details:

		

	




	
WHAT ARE YOU EXPECTING FROM OUR INTERVENTION?
	

	

	




	
DOES YOUR CHILD HAVE ANY HEALTH PROBLEMS RELATED TO THE DYSPHAGIA? 
Check all that apply and indicate any additional problems

	 ☐ Respiratory infections
	 ☐ Reflux
	 ☐ Recurrent vomiting

	 ☐ Choking 	
	 ☐ Failure to gain weight
	

	Other (specify):
	









NATURAL PRODUCTS: 

Does your child take any supplements/natural products?	 ☐ Yes 		☐ No	
	Details:

		




	FOOD PREFERENCES



WHAT ARE YOUR CHILD’S FAVOURITE AND LEAST FAVOURITE FOODS? 
	

	

	

	



HOW DOES YOUR CHILD COMMUNICATE THEIR FOOD-RELATED NEEDS?
E.g., hunger, thirst, fullness, preference for a certain food, etc.

	☐ They point
	 ☐ They make sounds
	 ☐ They shake their head

	☐ They gesture or mime
	 ☐ They use words
	 ☐ They cry

	☐ They push away my hand or the food 
	 ☐ They yell
	 ☐ They refuse to eat

	☐ They spit out the food
	 ☐ They smile
	

	☐ Other (specify):
	

	☐ They never show hunger or thirst



DOES YOUR CHILD PREFER THEIR FOOD TO BE A CERTAIN TEMPERATURE? DO THEY PREFER CERTAIN FLAVOURS? 

	
	
	PREFERS
	INDIFFERENT
	DISLIKES

	TEMPERATURE
	Hot
	☐	☐	☐
	
	Warm
	☐	☐	☐
	
	Cold
	☐	☐	☐
	
	Comments:
	

	FLAVOURS
	Sweet
	☐	☐	☐

	
	Salty
	☐	☐	☐

	
	Spicy
	☐	☐	☐

	
	Bland
	☐	☐	☐

	
	Comments:
	




HOW DOES YOUR CHILD TOLERATE AND HANDLE DIFFERENT TEXTURES? 
Indicate how your child tolerates different textures. If you don’t know, check “not applicable.”
	
	EASILY
	WITH DIFFICULTY
	INCAPABLE
	NOT APPLICABLE

	LIQUID
	☐	☐	☐	☐
	THICK LIQUID
	☐	☐	☐	☐
	STORE-BOUGHT BABY PUREES
	☐	☐	☐	

	HOMEMADE PUREES (prepared with a blender)
	☐	☐	☐	☐
	STORE-BOUGHT JUNIOR PUREES 
(with lumps)
	☐	☐	☐	

	MASHED TABLE FOOD 
(with a fork)
	☐	☐	☐	☐
	EASY-TO-SWALLOW TABLE FOOD 
(e.g., macaroni and cheese) 
	☐	☐	☐	

	MORE TEXTURED TABLE FOOD 
(e.g., ground beef)
	☐	☐	☐	☐
	OTHER:
	☐	☐	☐	

	
	☐	☐	☐	☐
	
	☐	☐	☐	

	
	☐	☐	☐	☐
	
	☐	☐	☐	

	
	☐	☐	☐	☐



	MEALTIME HABITS



DOES YOUR CHILD HAVE AN APPETITE DURING MEALS?	 ☐ Yes 		☐ No	
	Comments:
	



WHO USUALLY FEEDS YOUR CHILD? 

	AT HOME
	 ☐ Father
	 ☐ Mother
	 ☐ Other, specify:
	

	
	
	
	
	

	OUTSIDE THE HOME
	 ☐ Daycare
	☐ School
	☐ Other, specify:
	

	
	
	
	
	

	HOW LONG DO MEALS LAST?
	




HOW DO MEALS WORK? 

	AT HOME
	 ☐ As a family
	 ☐ Child eats alone
	☐ Other, specify:
	

	OUTSIDE THE HOME 
	 ☐ With others
	 ☐ Child eats alone
	☐ Other, specify:
	

	(daycare, school, etc.)
	
	
	
	



WHAT IS THE USUAL ATMOSPHERE DURING MEALS? 
Check all that apply

	 ☐ Noise
	☐ Distractions 
	☐ Quiet
	☐ Other, specify:
	

	
	(TV, toys)
	
	
	



HOW IS YOUR CHILD SEATED AT MEALTIMES?

	CHAIR
	☐ High chair
	☐ Regular chair
	 ☐ Other, specify:
	

	LOCATION
	☐ At the table
	☐ In front of the TV
	 ☐ Other, specify:
	

	
	
	
	
	



HOW IS YOUR CHILD FED? 

	MILK
	 ☐ Breastfed
	 ☐ Bottle
	 ☐ Specify nipple:
	

	GLASS
	 ☐ Sippy cup
	 ☐ With handles
	 ☐ Regular
	 ☐ With straw

	UTENSILS
	 ☐ Spoon
	 ☐ Fork
	 ☐ Fingers
	

	OTHER (specify):
	




	BRUSHING TEETH



WHO BRUSHES YOUR CHILD’S TEETH?
	 ☐ AN ADULT
	
	
	
	

	CHILD’S TOLERANCE:
	 ☐ Good
	☐ With difficulty

	 ☐ THEMSELVES
	☐ Alone
	☐ With supervision
	
	

	OTHER (specify)
	

	Comments:
	





	OTHER OBSERVATIONS


Please indicate other relevant observations, as needed
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