
Member Name: _______________________________________    AGE:_____  DOB: _______________ 

Medicaid ID#: _____________________________ 

Under we ght (BMI less than 18) Healthy we ght (BMI between 18 and 24.9) 

Overwe ght (BMI between 25 and 29.9) Obese (BMI between 30 and 34.9) 

Severly Obese (BMI between 35 and above) 
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21 23 25 27 28 30 32 34 36 38 40 42 44 45 47 49 51 53 55 57 59 61 62 
20 22 24 26 27 29 31 33 35 37 38 40 42 44 46 48 49 51 53 55 57 59 60 
19 21 23 25 27 28 30 32 34 36 37 39 41 43 44 46 48 50 51 53 55 57 59 
19 21 22 24 26 28 29 31 33 34 36 38 40 41 43 45 46 48 50 52 53 55 57 
18 20 22 23 25 27 28 30 32 33 35 37 38 40 42 43 45 47 48 50 52 53 55 
18 19 21 23 24 26 27 29 31 32 34 36 37 39 40 42 44 45 47 49 50 52 53 
17 19 20 22 24 25 27 28 30 31 33 35 36 38 39 41 42 44 46 47 49 50 52 
17 18 20 21 23 24 26 27 29 30 32 34 35 37 38 40 41 43 44 46 47 49 50 
16 18 19 21 22 24 26 27 28 30 31 33 34 36 37 38 40 41 43 44 46 47 49 
16 17 19 20 22 23 24 26 27 29 30 32 33 35 36 37 39 40 42 43 45 46 47 
15 17 18 20 21 22 24 25 27 28 29 31 32 34 35 36 38 39 41 42 43 45 46 
15 16 18 19 20 22 23 24 26 27 29 30 31 33 34 35 37 38 39 41 42 43 45 
15 16 17 19 20 21 22 24 25 26 28 29 30 32 33 34 36 37 38 40 41 42 44 
14 15 17 18 19 21 22 23 24 26 27 28 30 31 32 33 35 36 37 39 40 41 42 
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Draw a line down from the weight of the patient. Draw a line across from the height of the patient. 
Where the lines meet is the Body Mass Index (BMI). 

Adult BMI assessment should be coded using ICD-10: BMI Value set Z68.1-Z68.45 

Completed by: _____________________________________ Title: _______________________ 

Signature: ________________________________________ Date: _______________________ 

Office Name: ___________________________________________ 

BMI Graph Tool 
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