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Videoscribe: Navigating a Chart 
 
 
During the nutrition care modules of internship, you will be working in a hospital 
setting.  
In this setting, a major component of practice is keeping track of patient care using 
medical charts. 
The purpose of this video is to provide an overview of the key information found in 
charts. 
 
What is a chart?  
Each patient has their own chart. It is a collection of everything that has happened to 
them since they were admitted to the hospital. As you know, patient charts are both 
interprofessional communication tools and legal documents.  
 
Charts come in many different formats. Some Health Authorities use paper charts held 
in files or binders. Others use electronic health records. You will learn more about the 
unique charting policies in your Health Authority during internship orientation. But don’t 
be overwhelmed by all these differences! Fortunately, all medical charts contain similar 
information.  
 
A chart is typically organized into the following sections: 
 
The first section is usually the Caution Sheet. Here you will find the patient’s drug and 
food allergies.  
 
Next you will find the Records of Admission. This section will include demographic 
information, the reason for hospital admission, and consent forms for treatment. 
 
The Patient History section will include medical, surgical, and social history prior to 
admission. This section may also include any past contact with nutrition professionals. 
 
The Screening section contains standardized tools to quickly assess health risks.  
This could include nutrition screening tools.  
 
The Assessments section contains evaluations of patient status. All members of the 
healthcare team document their assessments here. For example, nutrition and 
swallowing assessments would be found in this section. 
 
The Nursing Notes section is where you can find vital signs and in/out sheets. 
 
Prescriber’s orders are instructions given to other members of the health care team.  
These include diet orders, and requests for In/out tracking or height/weight 
measurements. 
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The Medications section will list the current drug therapies, detailing doses and 
schedule. 
 
The Labs section will contain results of any blood and urine analysis, or other lab tests. 
 
The Consults section include the results of consultations by physician specialists. 
 
The Operations and Procedures section contains reports of surgical interventions 
and biopsies since admission. This would include enteral and parenteral tube 
placements. 
 
The Progress Notes are chronological records of interactions between health 
professionals and the patient. As you have learned, these notes are often formatted in 
specific acronyms, such as SOAP. They document the patient’s status and response to 
treatment. 
 
Together, these sections provide health professionals with comprehensive information 
on the patient’s health status and treatment progress.  
 
Happy Charting! 
 

 

 


