INITIAL PRENATAL NUTRITION RISK APPRAISAL

OB Orientation

NAVAL HOSPITAL SOME CITY, STATE OR COUNTRY

MAILING ADDRESS

Name:___________________________     Sponsor’s SSN:_______________________

Home Phone:_____________________      E-mail:_____________________________

Work Phone:_____________________       Today’s Date:_______________________

Age:_____    Height:_____  Weight (before pregnancy)_____  Current Weight:_____

Date of Last Menstrual Period:______________ or Due Date:___________________

Answer the following questions below.  Put a check in the YES or NO column as applicable.

	
	YES
	NO

	1.  I eat less than 2 times a day.
	
	

	2.  I eat fewer than 4 servings of fruits, 100% fruit juice, vegetables or vegetable juice a day.
	
	

	3.  I have less than 2 cups of milk or yogurt a day.
	
	

	4.  I eat more than 2 or 3 servings of candy, chips, doughnuts, or other snack food a day.
	
	

	5.  I drink more than 3 glasses of soft drinks, Kool-Aid, or fruit drinks a day.
	
	

	6.  I am currently drinking beer, liquors, or wine.
	
	

	7.  I have gained more than 1 pound per week since I became pregnant.
	
	

	8.  I have lost weight since I found out I’m pregnant.
	
	

	9.  My last pregnancy was less than two years ago.
	
	

	10.  I am currently breast feeding a child whose only source of nutrition is breast milk.
	
	

	11.  I had anemia with my last pregnancy.
	
	

	12.  I am diabetic or have been told I have higher than normal blood sugars.
	
	

	13.  I have an eating disorder (anorexia or bulimia)
	
	

	14.  I don’t always have enough money to buy the food I need.
	
	

	15. I plan on taking herbs, diet aids or supplements other than calcium, iron or one of the following multivitamin preparations:  Prenatal Vitamins or Children’s’ Complete Chewable Vitamins (such as Flintstone’s or One-A-Day Complete).  If yes, list:


	
	

	16. I follow a vegetarian or special diet.
	
	

	17. I have experienced unusual cravings.
	
	

	18. During this pregnancy, I have vomited >3 times in a 24 hour period.
	
	

	19. Do you have any questions or concerns about your diet during pregnancy:  If yes, please list:


	
	


PATIENT IDENTIFICATION:

Nutrition Clinic Only

O:  Patient instructed on principles and rationale of prenatal diet and strategies to obtain adequate nutrition and to achieve appropriate weight gain.  Printed material was provided to patient that reinforces dietary guidelines discussed.

____*If yes to questions 1-6, patient instructed on pregnancy dietary guidelines to ensure 

          adequate eating habits and avoidance of harmful substances during pregnancy.

____*If yes to questions 9 or 11, patient received prenatal vitamins at OB orientation as 

          well as the diet instruction stressing the importance of these nutrients.

____*If 10, 12,13 or 15 is yes, patient is at high nutrition risk.  Dietitian will follow.

____*If 14 yes, patient referred to Navy Marine Corps Relief Society for financial   

          counseling, no further intervention needed at this time.

A:  Pre-pregnancy BMI ______;

Expected wt gain based on pre-pregnancy BMI______.

Patient has gained _____lb in _____ weeks gestation.

P/R:  Registered Dietitian’s name and phone were provided for answers to any additional questions.  Patients who indicate they have questions/concerns will be contacted.

____Please send consult for prenatal calorie control class due to:

         ____BMI>26

         ____excess weight gain

____Monitor for weight gain> 2lb/week and send consult to Nutrition clinic prn

____Please send consult for individual diet consult due to 

        ____ weight loss

        ____ inadequate weight gain

____Monitor for poor weight gain < 2lb/month and send to Nutrition clinic prn.

_____________________                                            _____________________________

(Date)                                                                            (Registered Dietician)

________________________________________________________________________

Patient contacted by telephone on:______________________________________________.

Found to be at/not at risk.

_______________________                                                                  ____________________________

(Date)

                                                                      (Registered Dietician)

PATIENT IDENTIFICATION:

