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Nutrition Consultation Form 

Requesting PCM 
(Last Name, First Name Middle 

Initial) 

 
Requesting PCM  

Contact Information 
(pager or cell number) 

 

Patient Information 

Patient Name 
(Last Name, First Name Middle 

Initial) 

 
Date  

eFIND #  

POD #  Room #  

Patient Nutrition Status 

Is this consultation regarding patient’s nutrient intake, including 
concerns for malnutrition, chewing/swallowing, etc.? 

(mark ‘X’ where applies) 

Yes  

No  

If ‘Yes,’ describe. 
 
 
  

Patient Nutrition Recommendations 

Is this consultation regarding nutrition support recommendations? 
(mark ‘X’ where applies) 

Yes  

No  

If ‘Yes,’ describe. 
 
 

  

Patient Nutrition Education Recommendations 

Is this consultation for nutrition education? 
(mark ‘X’ where applies) 

Yes  

No  

If ‘Yes,’ describe patient’s 
nutrition education needs 

 
 
  

*** For Nutrition Operations Personnel Only *** 

Name of clinical RD assigned to 
address this nutrition consultation 
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