
 
    8913 Mid Cities Blvd. 
    Suite 100 
    North Richland Hills, Texas 76182 
    O: 817-514-6271 
    F: 888-920-1201 

 

 

DiagnosTEX Pediatric Intake Form 

Patient Name: _______________________________________________    Date of Birth: _______________________ 

Parent(s)/Legal Guardian(s) Name(s): ___________________________________________________________________ 

Phone: ___________________________ Email address: ____________________________________________________ 

Language(s) Spoke in the Home: ____________________________        Attend daycare/school:  ☐ Yes    ☐ No     

Parents’ Main Feeding Concerns: _______________________________________________________________________ 

Pediatrician: ______________________________________ Name of Office: ____________________________________ 

Birth History 

 ☐ Full-term     NICU stay: ☐ No  ☐ Yes, Length of stay _______________  

 ☐ Pre-term:       __ weeks__        days  Delivery:  ☐ Vaginal  ☐ C-Section  

 Complications:   ☐ N/A  ______________________________________________________________________ 

Currently on Reflux Medications:  ☐ Yes  ☐ No         Food Allergies:  ☐ N/A ____________________________________ 

Vision Deficits:  ☐  Yes  ☐  No  Hearing Deficits:  ☐ Yes  ☐ No 

Can the child follow simple commands:   ☐ Yes ☐ No  

Recurrent Respiratory Illnesses:  ☐ Yes  ☐  No Diagnosis: __________________________________________________     

Previous Swallow Study:   ☐ Yes  ☐ No    If yes, what type of study?  ☐ MBSS    ☐ FEES 

Date: ______________  Results: ____________________________________________________ 

 
Current Diet and Feeding Strategies: Check all that apply 
 
☐ NPO ☐ GT/NG Dependent ☐ Feeding With Therapy Only 
Liquids: ☐ Thin (Regular) ☐ ½ Nectar ☐ Nectar ☐ Honey ☐ N/A 

Drinking Mechanism:  ☐ Bottle: ________________     ☐ Breast      ☐ Sippy Cup      ☐ Straw cup        ☐ Open Cup 
Solids:  ☐ Age appropriate ☐ Puree ☐ Mashed solids ☐ Soft & bite sized ☐ N/A 

Level of assistance during feeding:  ☐ Independent     ☐ Some assistance      ☐ Dependent 

Behaviors:  ☐ Picky Eating     ☐Reflux; Vomiting    ☐ Difficulty transitioning to solids     ☐ Aversion   

Coughing/Choking on:  ☐Liquids from a _____________________     ☐Puree       ☐Solids       ☐ Secretions 

 
Current Therapy 
 

 Therapist & Company Name Therapist Contact Info 

Physical                     ☐  N/A   

Occupational            ☐  N/A   

Speech/Feeding       ☐  N/A   



 
If you would like the report sent to any additional providers, besides the referring, please fill out the following: 

Name of provider Phone number Fax number 
   

   

   

 
Anything you may want us to know prior to the appointment (feeding behaviors, likes/dislikes, etc): 
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________ 
 
Please call with any questions prior to the appointment. 
 
Name of Person Completing Form: ______________________________________  Date: _______________ 
Relationship to Patient: _____________________________ 


