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NUTRITION	ASSESSMENT	
*	ADMISSION									*	RE-	ADMISSION										*	ANNUAL										*	SIGNIFICANT	CHANGE	

	

ADMIT	DATE:	 /										/	 D.O.B.	 /										/	 AGE:	 	 *M						*F	
	

MEDICAL	HX:	 	
	

RELATED	DX	 	 RELATED	MEDS	
	 	 	
	 	 	
	 	 	
	 	 	
	 	 	
	 	 	

	

DIET/MEAL	OBSERVATIONS	
DIET:	 	
	

SUPPLEMENTS:	 	
	

PO	INTAKES:	 *	0-25%										*	25-50%										*	50-75%										*	75-100%	 FLD	INTAKES:	 	

FOOD	ALLERGY/INTOLERANCE:	 	
EATING	ABILTY:	 *	INDEP					*	SET-UP/ASST					*	DEP	 ADAPTIVE	EQUIP:	 										
CHEW/SWALLOW:	 *	NO	DIFFICULTY	 *	DIFFICULTY:	 	

				
			

PHYSICAL	ASSESSMENT	
HT:	 	 WT:	 	 WT	CHANGE:	 	 UBW:	 	

	

BMI:	 	 INDICATIVE	OF:	 *	UNDERWT					*	WNL					*	OVERWT					*	OBESE	 IF	BMI	<22,	IS	SUPPLEMENT	INDICATED:	 *	YES				*	NO	
	

MINIMUM	EST	NEEDS:	 	 KCAL	 	 G	PRO	 	 ML	FLD	
	

ORAL:	 *	NATURAL				*	PARTIAL(S)					*	DENTURE(S)					*	ADEQUATE	FIT/CONDITION					*	INADEQUATE	FIT/CONDITION					*	PAIN/SORE(S)	
	

ABILITIES:	
*	INTACT	COGNTION				*	IMPAIRED	COGNTION				*	ABLE	TO	EXPRESS/INDICATE	NEEDS	AND	PREFERENCES				*	IMPAIRED	COMMUNICATION											
*	ADEQUATE	VISION				*	GLASSES					*	VISION	IMPAIRMENT/BLIND					*	ADEQUATE	HEARING					*	IMPAIRED	HEARING					*	HEARING	AIDS	
*	INDEP	MOBILITY					*	WALKER					*	W/C					*	BED										

	

LABS:	 	
	

SKIN:	 *	FREE	OF	IMPAIRMENTS				*	SKIN	IMPAIRMENT(S):					 	
*	NO	NOTED	EDEMA					*	EDEMA:	 	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
NAME:	 		 PHYS:	 	 RM:	 	 MR#:	 	
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NUTRITION	PROGRESS	NOTES	
	

DATE	 SIGNATURE	WITH	CREDENTIALS	REQUIRED		
	 	
	 	
	 	
	 	
	 	
	 	
	 	
	 	
	 	
	 	
	 	
	 	
	 	
	 	
	 	
	 	
	 	
	 	
	 	
	 	
	 	
	 	
	 	
	 	
	 	
	 	
	 	
	 	
	 	
	 	
	 	
	 	
	 	
	 	
	 	
	 	
	 	
	 	

	
NAME:	 		 PHYS:	 	 RM:	 	 MR#:	 	
	


