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Pediatric Feeding Program
Referring Providers: Please fax this triage form with your referral to 206-985-3121 to ensure that the referral proceeds to the correct department. We may reach out with requests for additional urgent referrals to be placed for the patient while they wait to be seen in the PFP. Your patient's referral may be redirected to a more appropriate clinic If they do not meet the criteria for remaining on our waitlist.

Referrals missing triage forms will close in 30 days.  Please direct questions to tel: 206-987-0008.

1. Please Specify the type of feeding challenge:

☐ Tube dependence                 

☐ Liquid dependence (50% or more kcal)

☐ Restricted variety

☐ Restricted volume and limited intake

☐Difficulties advancing texture

☐Difficulties with transitioning off a bottle

☐Difficulties with other skill-related aspects with eating/drinking


2. Has the patient been seen by any of the following providers in the last 6 months to address feeding and nutrition issues? 

☐GI                                                  ☐Pulmonary                         

☐RD                                                 ☐Aerodigestive                       

☐SLP                                                ☐Cardiology                          

☐OTR/L                                           ☐Neurology                        

☐Ph.D./Psychology                       ☐Neurodevelopmental                         

☐BCBA                                            ☐Craniofacial                          

☐PT                                                 ☐Genetics

3.  Do you have concerns with the patient’s growth or overall nutrition due to feeding difficulties?
☐Mild Malnutrition (BMI -1 to -1.9 z score)

☐Moderate Malnutrition (BMI -2 to -2.9 z score)

☐Severe Malnutrition (BMI -3 or greater z score)

☐None

☐Other nutritional concerns? 

4.  Are you concerned that the patient might need a tube to support growth and overall nutritional needs?

☐Yes         ☐No
5. Concerns with swallowing safety

· Does the patient have a history of coughing and choking, with possible risk of aspiration?     ☐Yes         ☐No

· History of Clinical Swallow Evaluation or VFSS? 





☐Yes         ☐No

· Currently on a modified diet per CSE or VFSS? 





☐Yes         ☐No

6.  Does the child have any diagnoses that might be relevant to our team?

☐Autism

☐Developmental disability or genetic syndrome

☐Anxiety

☐Dysphagia (oral, pharyngeal, oral/pharyngeal)

7.  Do you have concerns that the patient might have mental health or behavioral challenges (learned aversions, anxiety, disruptive behavior such as aggression or self-injury) associated with their feeding challenge?

☐Yes         ☐No
8. Has the child received any type of feeding therapy? 




  ☐Yes         ☐No
If so, approximately how long?

Please let us know any other information that would be helpful in providing care to this patient and family.
NOTE: Group Health, Molina, or Tricare insurance subscribers and mental health requests always require pre-authorization prior to scheduling.
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