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TRANSPLANT NUTRITION ASSESSMENT FORM
Name: __________________________________        Date of Birth: _______________________
(Each patient who is evaluated for an organ transplant is assessed by a Registered Dietitian.)

1.	Height________          Weight________

2. 	Three months ago, I weighed ________ pounds.  Six months ago, I weighed ________ pounds.

3.	A special diet/nutrition program that you may follow (check all that apply):
	___Low Fat              ___Low Sodium             ___Diabetic             ___Renal             ___High Protein
___Weight Loss      ___No Gluten   	     ___Vegetarian        ___Vegan           ___No Dairy
Other: _________________________

4. 	Food allergies/intolerances: _______________________________________________________

5. 	In the past three months, my appetite has:   ___Increased     ___Decreased     ___Not Changed

6.	Problems that affect your food intake (check all that apply):
	___Food doesn’t taste good		___Loss of appetite	   	  ___I get full too fast
	___Chewing problems			___Swallowing problems	  ___Nausea
	___Heartburn/reflux			___Food smells bad		 Other _____________

7. 	Which meals do you eat regularly (check all that apply):
	___Breakfast	      ___Lunch 	      ___Dinner/Supper	     ___Snacks	     ___Skip meals often
 
8.	Do you take any nutritional supplements such as Ensure, Boost, Nepro, Herbal Supplements, or others?   _____No	_____Yes (please list) ________________________________________
[bookmark: _GoBack]
9. 	Daily fluid intake:
	___Less than 3 cups	         ___3-5 cups     	     ___6-8 cups  	                   ___More than 8 cups      
              Doctor orders: __________________________________________________________________

10.	I have skin wounds/sores that are healing slowly:    _____No	_____Yes 
If yes, where? __________________________________________________________________

11.	Do you exercise?   _____No	_____Yes 
If yes, how often __________________________ Type of exercise: _______________________
Physical limitations to exercise: ____________________________________________________

12.	Do you have any nutritional concerns?  Please describe. ________________________________
	______________________________________________________________________________

Patient signature: ________________________________________      Date: ______________________

Dietitian signature: _______________________________________      Date: ______________________
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