DIETARY / MEAL OBSERVATION

____________________________   ____________   _____________________
__________________________


House


   Date
                Time meal put on table
     
     Staff on duty

Signature of person completing report & title: ___________________________________________   _________________________________











      Staff on duty

Names of consumers being observed: ____________________________________________________________________________________

____________________________________________________________________________________________________________________

Names of consumers not being observed & reason: _________________________________________________________________________
   


Menu being served: (list foods) _____________________________________________________________________________________________

________________________________________________________________________________________________________________________

All items on left should be in place. If item is not checked, put f/u note or action taken. 

□  Meal Prep organized
__________________________________________________________________
□  Menued foods available
_____________________________________________________________________
□   Menu followed

__________________________________________________________________
□   Special Diets followed
_____________________________________________________________________

□  Serving Sizes correct
__________________________________________________________________
□  Family Style

_____________________________________________________________________

□  Substitutions appropriate
__________________________________________________________________
□  Participation in meal prep
_____________________________________________________________________

□   Water with meal

__________________________________________________________________
□  Hands washed / consumer
_____________________________________________________________________

□  Adaptive equipmt used
__________________________________________________________________

□  Positioning (feet on floor/upright) 
__________________________________________________________________
□  Socialization appropriate
_____________________________________________________________________

COMMENTS: (List additional observations about individuals or the group, staff responsiveness to needs, level of interactions, suggestions for future f/u, staff and/or consumer training needs, and identify any consumer who appears to have difficulty chewing/swallowing and who may cough, choke, gag, or vomit during or after mealtime)

NEEDS IDENTIFIED: (Training, referrals for medical f/u, other)

PAL/gs

