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Welcome to East Tennessee Children’s Hospital’s Motivating Mealtimes, our comprehensive feeding 
program.  Your child has been referred for a comprehensive, multidisciplinary evaluation of feeding and 
swallowing skills.  Your evaluation team may consist of a speech-language pathologist, occupational 
therapist, dietician, psychologist and/or social worker based on your child’s individual needs.  The 
purpose of this visit is to help identify what may be causing your child’s difficulties with eating and to 
develop a plan toward improving his or her ability to enjoy positive mealtime experiences.  
 
In order to help us prepare for your child’s evaluation, we would like you to complete the forms listed 
below: 
 
 -Feeding History Form and food preferences list 
 -3 Day Food Log 
 -Pedi-EAT Questionnaire 
 -Ellyn Satter’s Division of Responsibility Questionnaire (or sDOR.2-6y Questionnaire) 
  
It is very important that the forms be filled out completely and returned to our office prior to your child’s 
scheduled appointment.  If you need to return the paperwork by mail, we have provided a self-addressed, 
stamped envelope.  The forms may also be faxed or emailed to our office.   
 
The 3 Day Food Log should be completed over 3 days in a row.  You should include all liquids and solids 
that your child takes in by mouth as well as any tube feedings.  It will be helpful to include as much 
information as possible so we may get a correct measure of your child’s average calorie intake.  An 
example is provided in the first box. 
 
Your child’s first appointment will take up to 2 hours.  We will watch how you and your child interact 
during a meal.  We want the mealtime to be as close to a mealtime at home as possible.  We may watch 
from a one-way mirror or a video monitoring system so you and your child will not be interrupted during 
the meal.  We would like your child to arrive hungry, but not uncomfortable.  Please offer them water only 
up to 2 hours before your appointment so they will feel hungry when they arrive.  If your child is on 
continuous tube feedings, please hold the feeding for 2 hours prior to your scheduled appointment time.  
We have a refrigerator, microwave, table and chairs, and highchairs in a kitchen-styled area available for 
your use.  We would like you to bring the following: 
 

• 2-3 foods of different textures  
• 1 drink that your child enjoys 
• 1-2 foods that your child refuses 
• favorite cups/bottles/utensils 
• any special formulas 
• allergy-safe foods from home.   

 
We look forward to working with you and your child. 
 
 
 
 



Motivating Mealtimes Feeding History Form

Form No. 33397 (05/2022)

Rehabilitation Services
Medical Office Building, Suite 130

2100 W. Clinch Ave., Knoxville, TN 37916
p. (865) 541-8652
f. (865) 693-3941

In your own words, tell us your concerns with your child’s feeding skills.

List past medical history including birth history, hospitalizations, surgeries, or procedures.

Does your child have any food allergies or intolerances? If yes, please list.

Who lives in your home?

Does your child go to school or daycare? If yes, where and what grade?

What community resources do you have in place? ( TEIS,    WIC,    SSI,    CSS,    food stamps,    other ______)

Do you have any concerns with other areas? If yes, check any that apply.

 Hearing    Vision    Speech/Language    Motor Development    Behavioral/Social

Is your child receiving other therapy services or have they in the past? If yes, please describe.

Does your child feed themselves?________ What “utensils” are used at mealtimes? (Check all that apply below)  

 Breast    Bottle    Sippy Cup    Open Cup    Straw    Fingers    Spoon    Fork

Where is your child fed? (In a high chair? On your lap? At the table?)

Please describe how your child reacts to new or non-preferred foods (i.e. gags, leaves table, etc). 

Please describe any negative behaviors your child has at mealtimes (i.e. screaming, throwing food, etc).

If your child has a feeding tube, please complete the following:

What type of feeding tube does your child have? _________ When was the tube placed? ___________ 

Formula used in feeding tube? ______________  Pump or gravity feeds used? ____________________

Please list schedule below with times/rate (continuous and/or bolus feedings)



Patient preferred food list 

Please list the foods your child will eat at least 80% of the time below by category. Be very specific, if 
your child is particular about brands, containers, or how the food is presented (i.e. if your child will only 
eat Tyson’s dinosaur chicken nuggets or only whole milk warmed in a bottle).  

Proteins 
(i.e. Peanut butter on 

wheat bread only, 
bacon, eggs) 

Starches 
(i.e. Kraft Mac & Cheese 
in the individual cups) 

Fruits/Vegetables 
(i.e. freeze dried apples, 
peaches – fruit cup only) 

Drinks/Liquids 
(i.e. Blue Gatorade, milk 

only in Dr. Brown’s 
bottle warmed up) 
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