	This questionnaire can be printed out, filled in and posted back, or filled in on the computer and emailed back. Keep an original, so that you can fill it out again later and see what effects the diet changes are having. Return by the date arranged, to:
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Deb Gully

12 Queens Dr

Kilbirnie

Wellington

Ph: 04 934 6366

Email: dietnet@frot.co.nz 

Part of this questionnaire is a Food diary. This will take the longest to complete, so start it first. Fill this out for 5 days, preferably consecutive and including both week and weekend days. List all food eaten, and include drinks. Specify quantity eaten.

It would also be helpful if you read the following pages on www.diet.net.nz before the appointment:

Basics section:

· Whole Foods (and print out a copy of the shopping guide)

· Good vs Bad Fats

· Sweeteners



BACKGROUND

Parents name & address 

Home phone                                            Work phone 

Mobile                                                      Email address 

Childs name                                           Male/female   Age            Height

Approx weight                   Ethnic background                                                        Blood type  
Other siblings and place in the family 

Any family pets ?
Main reason for consultation? 
Mothers diet during pregnancy. Include any food cravings or revulsions. 
List any problems during the pregnancy, during the birth or shortly afterwards. 

Was the birth natural or by caesarean?

Describe the feeding history for the first 18 months. Eg. breastfed and age of weaning, formula fed, when solids introduced.  

GENERAL 

List any illnesses your child has had in the last 5 years, including approx date, & medications given.


List any vaccinations your child has had.

Has your child been diagnosed with any chronic, behavioural or developmental disorders? 

Is (s)he currently under the care of any health professional (including natural health practitioners)? 

If so, what for and what specific treatments? 
Is (s)he taking any medications or supplements currently?           If so, which ones? 
Has he/she had any accidents, major injuries (including head injuries and concussion), or surgeries? 

Does your child have any known allergies? If so, what to? 

Does (s)he have any known food intolerances? If so, what to? 

Does any other member of the family have any known allergies or food intolerances? If so, what to? 

Note: in this questionnaire, allergy means an acute reaction which comes on quickly after ingesting or breathing the item; food intolerance means a chronic condition that may be harder to diagnose.

CURRENT SYMPTOMS 

Go through the following checklists, and mark anything that is applicable. Mark 1 for a mild or occasional problem, 2 for a moderate or frequent problem, 3 for a severe or constant problem, x for a past problem. 

Physical

____ Under weight

____ Over weight

____ Not growing 

____ Constipation 

____ Diarrhoea 

____ Alternating constipation & diarrhoea
____ Sticky stool
How frequent are the bowel movements?

What type are they on the Bristol chart (see the page where you downloaded the questionnaire)?

____ Had frequent digestive or respiratory problems as a baby or infant 

____ Frequent colds or flus

____ Frequent ear infections

____ Other frequent infections

____ Frequent stomachache

____ Frequent headaches or migraines

____ Muscle aches

____ Other pains

____ Frequent thirst

____ Hayfever

____ Asthma

____ Itching

____ Ezcema

____ Other skin problems

____ Eyes sensitive to bright light 

____ Dark circles or bags under eyes

____ Snotty or runny nose

____ Sniffs, snorts or clears throat a lot

____ Coughs or wheezes

____ Pushes nose up

____ Gets tired, droopy or drowsy (not at bedtime)

Other (please list)


Mental, emotional or behavioural

____ Was irritable as a baby or infant

____ Is irritable or grumpy now

____ Has tantrums

____ Is nervous

____ Gets distressed or distracted by too much stimulation (eg. noise)

____ Is overactive or hyperactive at home

____ Is overactive or hyperactive at school

____ Has been diagnosed with ADHD

____ Learning difficulties

____ Mental confusion, can’t concentrate

____ Takes things very literally

____ Can’t get on with other children

____ Prefers solitary games

____ Is an obsessive collector

____ More awake at night

____ Bed wetting

Other (please list)

FOOD LIKES AND DISLIKES 

For each of the foods listed, please indicate either: 1 = Child loves, is almost addicted to; 2 = Likes, but can take or leave; 3 = Dislikes but will eat; 4 = Hates, won’t touch; 5 = Likes, but doesn’t eat for other reason (give reason. eg. Family doesn’t eat that food; is allergic or intolerant to; unhealthy food so restrict access). There is room to add other particular likes or dislikes. Be sure to include and indicate any favourite foods or meals.

	Food
	Rating
	Reason or other comments

	Red meat
	
	

	Poultry
	
	

	Pork
	
	

	Fish
	
	

	Eggs
	
	

	Cheese
	
	

	Milk
	
	

	Yoghurt
	
	

	Butter
	
	

	Saturated fats
	
	

	Toast
	
	

	Pasta
	
	

	Other gluten foods
	
	

	Other grains
	
	

	Sugars
	
	

	Salt
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


OTHER


If the problem had a sudden onset, was there anything specific that happened around that time? For example, an accident, a change in home life, death in the family, a new teacher, a school friend moved away. 

Any other general information not covered elsewhere on the form

FOOD DIARY (with symptoms)

In the food diary section, list everything eaten and drunk during the day, including water. Give details of how much and what type. 

In the symptom section, list your child’s usual symptoms down the side. First thing in the morning, at bedtime and about ½ an hour after each meal, grade each symptom, as follows:

0 = no symptoms

1 = mild symptoms

2 = moderate symptoms

3 = severe symptoms

Record anything extra about each symptom that you think is important. If you have any general comments about the day, list them at the bottom.

If you can’t fill the chart in after every meal, don’t worry about it, but fill in as much as possible.

When completing the food diary, it would be helpful to see how your child reacts to different breakfasts. If possible, include one of each of these types of breakfast:

· A high carb breakfast, such as fruit, cereal, low fat yoghurt, 

· A high protein/fat breakfast such as bacon and eggs

· A balanced breakfast, such as eggs with toast or fruit or a fruit smoothie made with full cream milk

If you already know your child has a bad reaction to any of these, explain the reaction here, and exclude from the diary period 

*********** EXAMPLE ***********

Day & Date: Wed, 7 July

Food diary:

	Breakfast
	Snack
	Lunch
	Snack
	Dinner
	Snack

	1 soft boiled egg, 1 piece white toast with butter & peanut butter, ½ an apple, glass of ribena
	1 arrowroot biscuit, packet of raisins 

1 glass of water during the morning
	Cheese and marmite sandwich (vogel bread, margarine), carrot sticks
	1/2 banana and 1 cup Fresh & Fruity cherry yoghurt
	3 fish fingers, 1 piece potato, peas and broccoli, orange juice
	Cup of milo, with 1 sugar


Symptoms:

	
	Before Breakfast
	After Breakfast
	After snack
	After Lunch
	After snack
	After Dinner
	Bedtime
	During Night

	Grumpy


	2
	0
	0
	0
	2 – had tantrum
	0
	1
	

	Blocked nose


	1
	1
	1
	3
	1
	2
	1
	1

	Tiredness


	0
	0
	1
	2
	1
	0
	1
	

	Hyperactive


	0
	3
	3
	0
	2
	0
	1
	0

	Headache


	1
	2
	2
	1
	1
	0
	0
	0

	Nausea


	1
	0
	0
	2
	1
	1
	0
	0

	Sneezing


	0
	0
	0
	0
	0
	0
	0
	0

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	


Comments:
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