Nutritional Assessment

Name ______________________________ Date of birth ________________ Date of assessment ________________

Diagnoses _______________________________________________________________________________________

________________________________________________________________________________________________

Height ________ Current weight _________ Weight 1 year ago _________ Weight Range past year ______________

Allergies ________________________________________________________________________________________

Dental Status ____________________________________________________________________________________

If edentulous, does this effect ability to maintain adequate nutritional status?              Yes

No

If yes to above, action taken _______________________________________________________________________  

If no to above, Physician agrees and statement obtained on _________________________________________ (date).

Current Diet Order  ____________________________________ Food Intake _________________________________

Feeding Capabilities (self, partial/total assist, prep only) ______________________________________________________________________

Adaptive mealtime equipment used/needed (insure all are on P.O.’s)____________________________________________

Food Preferences _________________________________________________________________________________

Pertinent Lab Values _______________________________________________________________________________

________________________________________________________________________________________________

Routine Medications with related Nutritional Concerns/Risks  _______________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

Mealtime Observations (hand washing, level of assist, staff knowledge of special diet/needs, menu followed, consistencies appropriate, temperature of food, variety served, amount eaten, identify any involvement in meal preparation, family style vs. other)

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

Assessment & Recommendations (changes in diet orders must have P.O.) _________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

Signature of Nurse or Dietician ______________________________________________________________________
PAL/gs
