NUTRITION SCREEN PROGRESS NOTE

Date:_______  Time:_____

Subjective:

	Weight Change

( Yes ( No 

If Yes, how much? ________ 

If Yes, in what time period? ________
	Nausea
	Vomiting
	Diarrhea
	Appetite Change

( Yes ( No  

	Chewing Difficulty?


	Swallowing Difficulty?

	Vitamin/Mineral Supplement

( Yes ( No  Specify:
	Food Allergies

	Herbals/Other Dietary Supplements

( Yes ( No  Specify:

	Following a special diet at home?



	Typical eating pattern?




Objective:

	Age
	Height
	Weight
	DBW
	% DBW
	% Weight Change


	 Albumin

_____ gm/dl

	Diagnosis



	Diet Order




Assessment:

	Nutritional Status

( High Risk    ( Moderate Risk    ( Not Compromised
	Further RD Intervention Needed

( Yes ( No  ( N/A

	Nutrition Risk Factors:




Plan:
	( Not Compromised.  Provide basic nutrition services.  Re-evaluate in ______ days.

( Nutritional assessment by RD required:  

           ( RD will assess within 24 hours (High Risk)

 ( RD will assess within 48 hours (Moderate Risk)
( Nutritional counseling/diet instruction provided ______________________________________________

_______________________________________________________________________________________


	Other:


Name:
_____________________________


Ward: 
_____________________________

Bed: 
_____________________________

