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    NUTRITIONAL
Comprehensive Interdisciplinary Patient Assessment



      ASSESSMENT






 FORMCHECKBOX 
 Initial
 FORMCHECKBOX 
 Annual

Patient:      
     MR #      
    Nephrologist:                                           

___________________________________________________________________________________________________________________________
ANTHROPOMETRIC DATA:


Admit Date:      
DOB:      
Age:      

 FORMCHECKBOX 
 Male    FORMCHECKBOX 
 Female

Height:
     



Estimated Dry Weight:       kg


BMI:      
 FORMCHECKBOX 
 Underweight (<18.5) 


 FORMCHECKBOX 
 Normal weight (18.5 – 24.9) 

 FORMCHECKBOX 
 Overweight (25 – 29.9) 


 FORMCHECKBOX 
 Obesity (> 30) 

Ideal Body Weight:       kg

% IBW:       %

Usual Body Weight:       kg

% UBW:       %


Frame size:
 FORMCHECKBOX 
 Small
 FORMCHECKBOX 
 Medium
 FORMCHECKBOX 
 Large 

Adjusted Body Weight:       kg     FORMCHECKBOX 
 for Overweight / Obesity
  FORMCHECKBOX 
 for Amputations      
Recent Weight Change:       kg    
 FORMCHECKBOX 
 Gain      FORMCHECKBOX 
 Loss  
 FORMCHECKBOX 
 Planned  
 FORMCHECKBOX 
 Unplanned


 FORMCHECKBOX 
 Weight Loss > 5% in one month
Reason:      
Nutrition Related Medications: 
 FORMCHECKBOX 
 Vitamin Supplement:      
 FORMCHECKBOX 
 GI Medications:      
 FORMCHECKBOX 
 Stool Softeners:      




 FORMCHECKBOX 
 Non-Rx Vitamins/Minerals:      




 FORMCHECKBOX 
 Other:      
Modality: 
 FORMCHECKBOX 
 In-Center HD
 FORMCHECKBOX 
 Home HD
 FORMCHECKBOX 
 Peritoneal Dialysis

___________________________________________________________________________________________________________________________

APPETITE:



 FORMCHECKBOX 
 Improving
 FORMCHECKBOX 
 Decreasing
 FORMCHECKBOX 
 Good
 FORMCHECKBOX 
 Fair

 FORMCHECKBOX 
 Poor
Number of meals/day:       Number of snacks/day:      
Food Allergies:      
Pica?
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes
Type: 
 FORMCHECKBOX 
 Clay   FORMCHECKBOX 
 Dirt   FORMCHECKBOX 
 Starch   FORMCHECKBOX 
 Ice   FORMCHECKBOX 
 Chalk   FORMCHECKBOX 
 Other:      
___________________________________________________________________________________________________________________________

PO INTAKE ISSUES:

 FORMCHECKBOX 
 None

 FORMCHECKBOX 
 Chewing Problems

 FORMCHECKBOX 
 Swallowing Problems

 FORMCHECKBOX 
 Nausea
 FORMCHECKBOX 
 Vomiting 

 FORMCHECKBOX 
 Diarrhea
 FORMCHECKBOX 
 Constipation
 FORMCHECKBOX 
 G-Tube Feeding:       

 FORMCHECKBOX 
 Parenteral Nutrition:      


 FORMCHECKBOX 
 Other:      
___________________________________________________________________________________________________________________________

NUTRITION / DIABETES / CARDIOVASCULAR / BONE MANAGEMENT:
             

Lab Draw Date:      
Nutritional Status:

Albumin       g/dL 

Nutritional Supplements: 

     
     
Potassium       meq/L
Diabetes Management:  FORMCHECKBOX 
 Diabetic  FORMCHECKBOX 
 NA

Glucose       mg/dL
HbA1c       % (Date:      )

 FORMCHECKBOX 
 Oral Agents:      
 FORMCHECKBOX 
 Insulin:      
Foot Checks:  FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No 

If yes, how often:       By whom:      
Blood Glucose Monitoring Frequency:      

Blood Glucose Device:      

Usual Blood Glucose:      
 FORMCHECKBOX 
 Controlled

 FORMCHECKBOX 
 Uncontrolled
Cardiovascular Health:

Cholesterol       mg/dL
Triglycerides       mg/dL
Lipid Medications:

     
     
Bone Management:

Ca++       mg/dL



Corrected Ca++       mg/dL


Phosphorus       mg/dL


Phosphate Binder: 

     
     
Calcium/Oral Vitamin D Supplement:

     
PTH       pg/mL (Date:      )



 FORMCHECKBOX 
 IV Vitamin D       mcg (Date:      )

 FORMCHECKBOX 
 Sensipar       mg (Date:      )


Patient:      
___________________________________________________________________________________________________________________________

HYDRATION/FLUID STATUS:


 FORMCHECKBOX 
 IDWG       kg

 FORMCHECKBOX 
 Chronically over 5 kg
 FORMCHECKBOX 
 Chronically under 1 kg
___________________________________________________________________________________________________________________________

FACTORS RELATED TO THE DIET:


Dental: 

Daily Brushing? 
 FORMCHECKBOX 
 0  FORMCHECKBOX 
 1  FORMCHECKBOX 
 2  FORMCHECKBOX 
 3+ 
 FORMCHECKBOX 
 Dentures/Partials  FORMCHECKBOX 
 Other:      
Daily Flossing? 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Other:      
Regular Check-ups?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Frequency:      
Cultural:

Religious/Cultural Food Preferences:       

Likes/Dislikes:      
Physical:

Reading Ability:      
Primary Language:      
Vision: 

 FORMCHECKBOX 
 Good
 FORMCHECKBOX 
 Glasses/Contacts
 FORMCHECKBOX 
 Impaired 
 FORMCHECKBOX 
 Blind

Hearing:
 FORMCHECKBOX 
 Good
 FORMCHECKBOX 
 Hearing Aids
 FORMCHECKBOX 
 Other:      
Social:

Party Responsible for Purchasing and Preparing Food: 

 FORMCHECKBOX 
 Patient   FORMCHECKBOX 
 Spouse   FORMCHECKBOX 
 Other:      
Lives Alone?

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No
Lives With:      
Has Meals Alone?
 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No 
Shares Meals With:      
Dining Out Frequency:      
Other: 

     
___________________________________________________________________________________________________________________________

EVALUATION OF NUTRITIONAL INTAKE / STATUS:

 FORMCHECKBOX 
 Well Nourished  (Alb > 4.0)
 FORMCHECKBOX 
 Inadequate Calorie Intake
 FORMCHECKBOX 
 Inadequate Protein Intake
 FORMCHECKBOX 
 Malnourished
 FORMCHECKBOX 
 Mild (Alb 3.6 – 3.9)
 FORMCHECKBOX 
 Moderate (Alb 3.2 – 3.5)  FORMCHECKBOX 
 Severe (Alb < 3.2)

___________________________________________________________________________________________________________________________

ATTITUDE/MOTIVATION TOWARD NUTRITION / HEALTH / WELL-BEING:

 FORMCHECKBOX 
 Good
 FORMCHECKBOX 
 Fair

 FORMCHECKBOX 
 Poor

___________________________________________________________________________________________________________________________

DIET EDUCATION:


Diet Prescription: 

Calories:       

ADA:  FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


Protein:       gm
Sodium:       gm
Potassium:       gm
Phosphorus:       mg
Fluid Restriction:       cc per day

Previous Diets/Nutrition Education:      
Understands Diet?


 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Emergency Meal Planning Reviewed?
 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

___________________________________________________________________________________________________________________________

COMMENTS:

     
Registered Dietitian: _________________________________________
Date:      
