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Baby:  Birth to Three Years Food Sensitivities Questionnaire

Full Name_____________________________   Date of Birth________________  Gender (M/F)_________

Information Provided by (Name)____________________________Relationship to Baby_______________

	Questions
	Yes
	No
	Your Answers to Questions 
	

	Was baby born at full term?

If no, how premature?
	
	
	_____  weeks

______ days  
	

	Was baby healthy at birth?

If no, please give brief details
	
	
	
	

	Did baby feed well in the first few days/weeks?

If no, please give brief details
	
	
	
	

	Did baby gain weight satisfactorily?

If no, please give brief details
	
	
	
	

	Did baby show any signs of possible allergy in the early days/weeks (birth to 2 months)?

If yes, please indicate symptoms below:

Eczema

Frequent skin rashes

Colic

Projectile vomiting

Frequent spitting up

Frequent irritability and crying

Erratic sleep pattern

Nasal stuffiness

Congestion

Other (please specify)
	
	
	
	

	Did baby show any signs of possible allergy later?

If yes, please indicate symptoms below, with approximate age of onset:

Eczema

Frequent skin rashes

Colic

Projectile vomiting

Frequent spitting up

Frequent irritability and crying

Erratic sleep pattern

Nasal stuffiness

Congestion

Other (please specify)


	
	
	
	

	Was baby breast-fed from birth onwards?

Was baby exclusively breast-fed (i.e. no formula given at any time)?

If yes, for how long?
	
	
	_________weeks

_________months
	

	If breast-fed, was infant formula given at any time?

If yes, when was formula introduced?

Which formula?  Please provide names of all formulas given to baby

Was breast-feeding discontinued after formula was given?
	
	
	_________weeks

_________months
	

	Did baby show any signs of allergy after formula was introduced?

If yes, please indicate symptoms below:

Eczema

Frequent skin rashes

Colic

Projectile vomiting

Frequent spitting up

Frequent irritability and crying

Erratic sleep pattern

Nasal stuffiness

Congestion

Other (please specify)


	
	
	
	

	While breast-feeding, did mother eliminate foods from her own diet?

If yes, why were the foods eliminated?

Please specify which foods were avoided:


	
	
	
	

	Have solid foods been introduced into baby’s diet?

At what age were solids first introduced?


	
	
	_________weeks

_________months
	

	Which foods have been introduced?  Please list


	
	
	
	

	Did baby develop any symptoms suggesting allergy after solid foods were introduced?

If yes, please indicate symptoms below:

Eczema

Frequent skin rashes

Colic

Projectile vomiting

Frequent spitting up

Frequent irritability and crying

Erratic sleep pattern

Nasal stuffiness

Congestion

Other (please specify)


	
	
	
	

	After being introduced to baby, were any foods discontinued because of the suspicion that they might have caused symptoms?

If yes, please list which foods were discontinued


	
	
	
	

	After discontinuing the foods listed above, did baby’s symptoms improve?

If no, please indicate below which symptoms continue:

Eczema

Frequent skin rashes

Colic

Projectile vomiting

Frequent spitting up

Frequent irritability and crying

Erratic sleep pattern

Nasal stuffiness

Congestion

Other (please specify)
	
	
	
	

	Family History

Do any family members have a history of allergy?

If yes, please answer the following questions (yes/no) and give approximate age of onset:
	
	
	
	

	Mother

Respiratory allergy (hayfever)

Asthma

Skin allergy:

      Eczema

      Hives (urticaria)

      Contact allergy (nickel, other materials)

Digestive tract complaints

Migraine headache

Foods: Please list foods and food additives, and the symptoms they cause

Other allergies and intolerances 
	
	
	Age of onset
	

	Father

Respiratory allergy (hayfever)

Asthma

Skin allergy:

      Eczema

      Hives (urticaria)

      Contact allergy (nickel, other materials)

Digestive tract complaints

Migraine headache

Foods: Please list foods and the symptoms they cause

Other allergies and intolerances
	
	
	Age of Onset
	

	Sibling 1 (please specify brother, sister, and current age of sibling)

Respiratory allergy (hayfever)

Asthma

Skin allergy:

      Eczema

      Hives (urticaria)

      Contact allergy (nickel, other materials)

Digestive tract complaints

Migraine headache

Foods: 

Other allergies and intolerances


	
	
	Age of Onset
	

	Sibling 2  (please specify brother, sister, and current age of sibling)

Respiratory allergy (hayfever)

Asthma

Skin allergy:

      Eczema

      Hives (urticaria)

      Contact allergy (nickel, other materials)

Digestive tract complaints

Migraine headache

Foods

Other allergies and intolerances


	
	
	
	

	Are there any inherited diseases in any close family members?

If yes, please provide brief details


	
	
	
	

	Does baby have any medical conditions apart from allergies?

If yes, please provide brief details, with age of onset and course of the illness


	
	
	
	

	Are there any other details that you think are relevant to your baby’s condition?

If yes, please provide details


	
	
	
	


�








PAGE  
1

