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DIET INSTRUCTION/ASSESSMENT AUTHORIZATION
SUMMATION:  The following individual is authorized to provide diet instruction/assessment as indicated below.  Evaluation details follow.
NAME OF DIET COUNSELOR
SIGNATURE
BASE
DATE
AUTHORIZING DIETITIAN
SIGNATURE
BASE
DATE
AUTHORIZED TO GIVE DIET INSTRUCTION AND DOCUMENT NUTRITION CARE FOR:  (Select all that apply)
Inpatient Nutrition Screening
Weight Loss/Management
Weight Gain
Sports Nutrition
NA/R
CHOL/R
Prenatal
Diabetes
Gestational Diabetes
Other:
EXPIRATION DATE (Maximum 2 years)
REMARKS
EVALUATION INSTRUCTIONS
Mark "X" in appropriate blocks. "YES" indicates performance at an effective and competent level. "NO" on any item requires comment in the "Remarks" section. File one copy each of the completed form with the individual, individual's OJT record (AFTR), Command Consultant Dietitian and unit Nutritional Medicine Service Officer's files or HAWC Training folder.
NOT OBSERVED OR
NOT APPLICABLE
INPATIENT NUTRITION SCREENING
YES
NO
1. FOLLOWED LOCAL INPATIENT SCREENING POLICY TO INCLUDE MEDICAL RECORD DOCUMENTATION, RD NOTIFICATION, DIET OFFICE COMMUNICATION, ETC?
2. APPROPRIATELY INTRODUCED SELF, EXPLAINED REASON FOR VISIT, SPOKE CLEARLY, DISPLAYED PROFESSIONALISM, MAINTAINED APPROPRIATE EYE CONTACT, AND FOSTERED OPEN COMMUNICATION?
3. FORM COMPLETE, LEGIBLE, AND FREE FROM CALCULATION ERRORS?
4. MISTAKES CORRECTED WITH A SINGLE-LINED STRIKETHROUGH AND INITIALED?
5. PATIENT'S RISK LEVEL MARKED APPROPRIATELY?
6. OBTAINED INFORMATION FROM ALTERNATE SOURCES? (Health Record, Nursing, Family Members, etc)
7. ANSWERED, REFERRED, AND/OR COORDINATED PATIENT QUESTIONS APPROPRIATELY?
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NOT OBSERVED OR NOT APPLICABLE
YES
NO
DIET INSTRUCTION (GROUP AND INDIVIDUAL COUNSELING)
1. PRESENTATION
A. MADE APPROPRIATE INTRODUCTION TO PATIENT/CLIENT OR GROUP?
B. SPOKE CLEARLY, DISPLAYED PROFESSIONALISM, MAINTAINED APPROPRIATE EYE CONTACT, FOSTERED OPEN COMMUNICATION, AND ENSURED NON-THREATENING/NON-JUDGEMENTAL ENVIRONMENT?
C. CLARIFIED REASON FOR VISIT/REFERRAL, OBTAINED PATIENT/CLIENT'S UNDERSTANDING AND EXPECTATIONS, BUILT RAPPORT BEFORE INITIATED INSTRUCTION/COUNSELING?
D. DEMONSTRATED KNOWLEDGE OF DIET, DIET/COURSE INSTRUCTION, AND RESOURCE MATERIAL?
E. EFFECTIVELY COMMUNICATED DIET INSTRUCTION/PROGRAM MATERIAL IN TERMS UNDERSTANDABLE TO THE PATIENT/CLIENT AND APPROPRIATE FOR AGE, DEVELOPMENTAL AND EDUCATIONAL NEEDS, AND TEACHING ENVIRONMENT?
F. PROVIDED ACCURATE INFORMATION/ANSWERED QUESTIONS WITHIN SCOPE OF KNOWLEDGE AND CARE? PROVIDED CONTACT INFORMATION?
G. MINIMIZED READING FROM SLIDES/MATERIALS AND DISTRACTING MANNERISMS?
H. VISUAL AIDS, MATERIALS, AND FORMS WERE FREE FROM ERRORS, LEGIBLE, PROFESSIONAL, APPROPRIATE AND VARIED?
I. ENSURED PATIENT PRIVACY (HIPAA)?
2. NUTRITION CARE PROCESS
A. ASSESSMENT
A1. USED APPROPRIATE DATA SOURCES AND TOOLS? (Screening or referral form, patient interview, medical/health records, other caregivers, etc)
A2. COLLECTED ACCURATE AND RELEVANT INFORMATION TO IDENTIFY NUTRITION-RELATED PROBLEMS? (Food/Nutrient Intake; Medication and Supplement Intake; Knowledge/Beliefs/Attitudes; Behavior; Factors Affecting Access To Food/Nutrition-Related Supplies; Physical Activity And Function; Nutrition-Related Patient-Centered Measures; Anthropometric Measurements; Biochemical Data, Medical Tests, And Procedures; Nutrition-Focused Physical Findings; Client History)
A3. PERFORMED ACCURATE CALCULATIONS
B. NUTRITION DIAGNOSIS
B1. IDENTIFIED AND PRIORITIZED APPROPRIATELY MOST SIGNIFICANT NUTRITION PROBLEM(S)/NUTRITION DIAGNOSIS? LED WITH NUTRITION INTAKE DOMAIN IF APPLICABLE?
B2. IF NO NUTRITION PROBLEM, STATED "NO NUTRITION DIAGNOSIS IDENTIFIED AT THIS TIME" OR "NO NUTRITION PROBLEMS IDENTIFIED AT THIS TIME."
B3. NUTRITION DIAGNOSIS WRITTEN USING STANDARDIZED LANGUAGE, IN THE PROBLEM-ETIOLOGY-SIGNS/ SYMPTOMS (PES) STATEMENT FORMAT, AND IS CLEAR, CONCISE AND PATIENT/CLIENT SPECIFIC?
B4. DIAGNOSIS STATEMENT SUPPORTED BY RELIABLE AND ACCURATE NUTRITION ASSESSMENT DATA?
B5. IF A FOLLOW-UP, PREVIOUS DIAGNOSES ARE ADDRESSED OR APPROPRIATELY ANNOTATED "RESOLVED" OR "CLOSED"
C. NUTRITION INTERVENTION
C1. CONCISELY STATED NUTRITION PRESCRIPTION BASED ON CURRENT REFERENCE STANDARDS, PATIENT/ CLIENT'S CONDITION/NEEDS, AND NUTRITION DIAGNOSIS?
C2. SELECTED CORRECT INTERVENTION TARGETING ETIOLOGY AND/OR SIGNS AND SYMPTOMS? USED STANDARDIZED NUTRITION INTERVENTION TERMINOLOGY?
C3. CLEARLY STATED PLAN OF CARE (INTERVENTION) TO INCLUDE RECOMMENDATIONS, MODIFICATIONS, REFERRALS, PATIENT/CLIENT RECEPTIVITY AND UNDERSTANDING, RESOURCES USED, FOLLOW-UP, AND OTHER INFORMATION RELEVANT TO CARE AND MONITORING OF PROGRESS OVER TIME?
C4. STATED EXPECTED OUTCOME AND/OR PATIENT/CLIENT'S SPECIFIC GOAL FOR EACH INTERVENTION?
C5. IF A FOLLOW-UP, INTERVENTION RE-ASSESSED/MODIFIED BASED ON CHANGES IN NOTED BARRIERS, DIAGNOSES/CONDITION, NUTRITION PRESCRIPTION, AND/OR IDENTIFIED GOALS?
D. MONITORING AND EVALUATION (M&E)
D1. CORRECTLY IDENTIFIED INDICATOR(S) TO MEASURE DESIRED OUTCOMES?
D2. USED STANDARDIZED LANGUAGE?
D3. DOCUMENTED PATIENT/CLIENT'S PROGRESS TO INCLUDE UNDERSTANDING AND COMPLIANCE WITH INTERVENTION, EVIDENCE THAT INTERVENTION IS OR IS NOT CHANGING PATIENT/CLIENT'S BEHAVIOR OR STATUS, OTHER POSITIVE OR NEGATIVE OUTCOMES, INFORMATION INDICATING REASONS FOR LACK OF PROGRESS, AND SUPPORTING EVIDENCE FOR CONCLUSIONS?
D4. COMPARED MONITORING DATA WITH NUTRITION PRESCRIPTION/GOALS OR REFERENCE STANDARD TO ASSESS PROGRESS AND DETERMINE FUTURE ACTION?
E. CHARTING/DOCUMENTATION
E1. DOCUMENTED PATIENT/CLIENT ENCOUNTER IN ADIME FORMAT?
E2. RECORDED ENCOUNTER USING THE APPROPRIATE CHARTING/DOCUMENTATION TOOLS? (Essentris, AHLTA, templates, questionnaires, forms/logs, electronic databases, etc)
E3. ENSURED PATIENT PRIVACY (HIPAA)?
E4. COMMUNICATED CARE/REFERRED PATIENT/CLIENT AS APPROPRIATE?
PREVIOUS EDITION IS OBSOLETE.
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