DIET ORDER CHANGE FORM

RESIDENT'S NAME: ROOM#:

NURSE'S SIGNATURE: DATE:

PLEASE CHECK:

] New Admission ] Deceased

] Hospitalized ] Re - Admit

] Diet Change [0 cancel Meal
] Dietitian to See ] Other *

** Please Specify:

PLEASE request Physician's Order from Standard Diets as posted below whenever
possible.

CONSISTENCY STANDARD DIETS

[0 Regular ] No Added Salt
[0 Mechanical ] 2-4 Gram Sodium
] Pureed ] Low Fat/ Cholesterol
] Full Liquid [0 House Diabetic
] Clear Liquid [l kcal ADA
[ Tube Feeding ] Avoid High K+

] Renal **

** Write out specific Sodium, Potassium, Protein and / or Fluid Restrictions for RENAL
DIETS if specified.

** Diet Order:

Snacks / Other Instructions:

MEAL LOCATION: ] FDR ] ROOM
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