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	 Agency and Personnel (Y=present; N=not present; N/A = not applicable)

	1
	
Documentation of license for Registered Dietitian(s) providing care located in personnel file.

	[bookmark: Text4]     

	2
	
Documentation that licensed Registered Dietitian(s) has attended continuing professional education related to HIV/AIDS nutrition needs located in personnel file or training records.
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	Policies and Procedures (Y=present; N=not present; N/A = not applicable)
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Agency has a policy regarding determination of frequency of contact with the licensed Registered Dietitian based on level of care. 
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Agency has a policy and procedure for obtaining, tracking inventory, storing and administering supplemental nutrition products.
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Agency has a policy and procedure on discharge of patients from Medical Nutrition Therapy.
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Chart Review (Medical Nutrition Therapy)

	Chart Numbers:
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	 Eligibility Determination (Y=present; N=not present; N/A = not applicable)

	
	Eligibility Determination includes:
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All minimum eligibility documentation is filed in the patient’s record. 
 
	[bookmark: Text159]     
	[bookmark: Text160]     
	[bookmark: Text161]     
	[bookmark: Text162]     
	[bookmark: Text163]     
	[bookmark: Text164]     
	[bookmark: Text165]     
	[bookmark: Text166]     
	[bookmark: Text167]     
	[bookmark: Text168]     

	       Nutrition Assessment (Y = present; N = not present; N/A = not applicable)

	7
	Patient was contacted for the initial Nutritional Assessment within two (2) business days of nutritional risk screening.
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Nutrition Assessment is completed and filed in the patient’s record.
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	 Nutrition Plan (Y = present; N = not present; N/A = not applicable)
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Signed written Nutrition Plan based on the Nutrition Assessment is completed within seven (7) business days of Nutrition Assessment.
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	10
	Documentation that Nutrition Plan was updated quarterly.
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Documentation that Nutrition Plan was shared with the patient, the patient's primary care provider and other personnel involved in patient's care.
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	Services Provided (Y = present; N = not present; N/A = not applicable)
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The frequency of contact by the licensed Registered Dietitian was consistent with level of care needed as outlined in the agency policy and procedure.
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Documentation of interventions and progress toward meeting measurable goals were consistent with the Nutrition Plan.
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Documentation of any emerging problems were addressed.  
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Any refusal of services by the patient is documented in the patient’s record.
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	Provision of Nutritional Supplements (Y = present; N = not present; N/A = not applicable)
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A recommendation from the patient’s primary medical care provider for nutritional supplements/food provision is located in the patient’s chart.

	[bookmark: Text99]     
	[bookmark: Text100]     
	[bookmark: Text101]     
	[bookmark: Text102]     
	[bookmark: Text103]     
	[bookmark: Text104]     
	[bookmark: Text105]     
	[bookmark: Text106]     
	[bookmark: Text107]     
	[bookmark: Text108]     

	17
	
Nutritional supplements/food provisions were outlined in the Nutrition Plan.
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Types, quantities and dates of nutritional supplements and food provisions given to the patient are documented in the patient’s record.
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Only a two-week provision of nutritional supplements or food provisions were given to the patient prior to receipt of primary medical care providers recommendation.
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No more than a 90 day supply of supplements was given to the patient at any one time. 
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Inventory of nutritional supplements is consistent with agency policy.
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	Nutrition Education (Y = present; N = not present; N/A = not applicable)

	22
	
Documentation is present in the patient's record that the MNT provider offered nutrition education at least once in the measurement year.
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	Referrals  (Y = present; N = not present; N/A = not applicable)
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Documentation of referrals made to specialized health care providers/services is filed in the patient's record.
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Documentation of the outcome of the referral is written in the patient's record.
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	Discharge (Y = present; N = not present; N/A = not applicable)
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Documentation of reason for discharge is written in the patient’s record and is consistent with agency policy.
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