ROUNDS REPORTING FORM

Goal:  To assess (collect, organize, & interpret)  (  To develop a Care Plan

I. Admitting Diagnosis

Basic demographic information – age, gender, race, etc. 

Complaints, diagnosis.

Example:  ER is a 48 y/o BF   OR

                 RS is a 69 y/o obese wm admitted on (date) with CC (Chief 

                 complaint) of  (       ) or 2  to (           ).

II. Medical History with Secondary Diagnosis

III. Objective information

Facts plus interpretation

Anthropometrics

Biochemical tests (labs)

Clinical (drugs, visual assessment, physical exam or PE)

Dietary (hx, evaluation of intake)

**INCLUDE ONLY THOSE PERTINENT TO YOUR CARE PLAN**

IV. Environmental/psychosocial assessment

V. Your assessment as dietitian

VI. Your nutrition care plan, including perception of compliance

VII. Prognosis/ Summary

** THIS SHOULD ONLY BE A FEW MINUTES PER PATIENT !! **
