EFFECTIVE USE OF ORAL SUPPLEMENTS

MONITORING TOOL

	CLIENT NAME
	

	BHIS NUMBER
	

	UNIT
	

	ORAL SUPPLEMENT(S)
	

	AMOUNT PER DAY
	

	

	1. Is client’s weight > 10% below Ideal Body Weight?


	Y
	N
	N/A

	2. Is client’s average food intake < 75%?


	Y
	N
	N/A

	3. Does the client have decubitus ulcers greater than stage II?


	Y
	N
	N/A

	4. Does the client have a metabolic disorder and/or a disease process indicative of need for oral supplement? 

      Describe below:


	Y
	N
	N/A

	5. Has an oral supplement been prescribed for > 6 months?


	Y
	N
	N/A

	6. Has the client’s weight improved since the initiation                   of oral supplement therapy?


	Y
	N
	N/A

	

	COMMENTS/EXPLANATIONS:

	


Auditor/Reviewer:_________________________________________   Date:________________________

