
Child’s Name: ___________________________ 
Date of Birth: ___________________________ 

 

 

ALLERGIES 

Use this form to keep track of any allergies your child may have. Be sure to include drug, herb, food, 

fabric, animal, latex, and plant allergies. 

Allergy Severe? Date of Onset Symptoms / Reaction 

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    



Child’s Name: ___________________________ 
Date of Birth: ___________________________ 

 

 

DIET TRACKING FORM 

 Sunday Monday Tuesday Wednesday Thursday Friday Saturday 

Tube 

Feeding 

       

Breakfast 

 

       

Lunch 

 

       

Dinner 

 

       

Snacks 

 

       

Notes 

 

 



Child’s Name: ___________________________ 
Date of Birth: ___________________________ 

 

 

SEIZURE / BEHAVIOR LOG 

Seizure or Behavior: 

Only use this log if it applies to your child. 

Date / Time Duration of Seizure [or] 

Behavior 

Description of Seizure (extremities involved, intensity, 

etc.) [or] Behavior you are concerned about 

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   



Child’s Name: ___________________________ 
Date of Birth: ___________________________ 

 

 

MEDICAL TRAVEL EXPENSE 

Date Travel From Travel To Miles Additional Expenses (Meals, 

Lodging, Etc.) 

Reason for 

Travel 

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      



Child’s Name: ___________________________ 
Date of Birth: ___________________________ 

 

 

NUTRITION 

Special Nutritional Needs: _______________________________________________________________ 

Feeding Schedule: ______________________________________________________________________ 

_____________________________________________________________________________________ 

Allergies to foods: ______________________________________________________________________ 

Abnormal Reactions to Diet or Supplements: ________________________________________________ 

_____________________________________________________________________________________ 

*WEIGHT CHART* 

Date Weight Height  Date Weight Height 

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

 


