
Step 4 Assessment: Quality Improvement Between Meal Snacks  

DATE ___ / ___ / ____ SNACK TIME: __________________  ACTIVITY: ___________  

Amount of Assist 
RESIDENT NAME TIME Food Items Given 

TOTAL % 
Eaten Fluid Items Given 

Amount 
Consumed 

Type of 
ASSIST LESS 1 min MORE 1 min 

1     oz    

2     oz    

3     oz    

4     oz    

5     oz    

6     oz    

7     oz    

8     oz    

9     oz    

10     oz    
 

 
         


