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Diabetes Management Self-Assessment

	Demographics

	Name: 





                                                 Date:

_________
Address: 






  City: 
_____________ __, NY   Zip: 
___
Home phone: 

____    Work phone: 

__
___   Cell Phone: __________________
Date of birth: 

__________   Gender:  ( Male   (  Female      Race: 

__
_________

	Medical History

	How many years have you had diabetes? 



Type of diabetes? 




	Do you currently have or have you ever had:
	Yes
	No
	Don’t know
	Do you currently have or have you ever had:
	Yes
	No
	Don’t know

	Vision problems
	
	
	
	Frequent infections
	
	
	

	Cardiac problems (Heart)
	
	
	
	Pain/Numbness/Burning in feet or legs
	
	
	

	Heart attack
	
	
	
	Foot sores
	
	
	

	High blood pressure
	
	
	
	Amputation
	
	
	

	Stroke
	
	
	
	Kidney problems
	
	
	

	Other:

	For females:  Are you experiencing any sexual difficulties such as decreased sexual desire or vaginal dryness?
( Yes

( No
	For males:  Are you experiencing any sexual difficulties such as impotence or erectile dysfunction?

       ( Yes              ( No


( No

	When was your last:
	Date
	Results
	Next scheduled

	A1c (average blood glucose test)
	
	
	

	Dilated eye exam
	
	
	

	Lipid (Cholesterol) test
	
	Cholesterol_____ LDL_____  HDL ____  Trig ____

	Blood pressure test
	
	
	

	Urine test for kidney disease
	
	
	

	Dental exam
	
	
	

	Foot exam by a medical professional
	
	
	

	Pneumococcal Vaccine
	
	n/a
	

	Influenza Vaccine
	
	n/a
	

	I have some control over whether or not I get diabetes complications   ( Yes   ( No     ( Don’t know

	Have you ever been in ketoacidosis?  ( Yes  ( No  ( Don’t Know    If Yes, how often? 

_
_

	Within the last year, how many times have you:

     Been a patient in the emergency room? ________  Reason(s):_____________________________

     Been a patient in the hospital? 

 Reason(s):_______________________________________
     Had low blood glucose reactions that you were able to manage? 


___

_
     Had low blood glucose reactions that required assistance? 


______
__

Within the last year, how many days of work or school have you missed for health reasons?______

	How often do you go to your doctor for your diabetes?  ________________________________________

	For women:   Are you pregnant?   ( Yes     ( No     Are you considering pregnancy?   ( Yes    ( No


Diabetes Management Self-Assessment

	Diabetes Management

	What symptoms do you have with low blood glucose: 








How do you treat it? 









______


Do you always carry something with you to treat low blood sugar? 

( Yes

( No

     If yes, what? 













Do you wear diabetes identification? ( Yes
( No

	Medication:
Please list all the medications you take with time, amount, and the reason you take it (include over the counter and herbal medications):

     Medication name 
                     Time taken
            Amount taken

 Reason
   __________________            ____________            ____________            ______________

   


___ 
        

_____
           

__
    _______



   


___
        

_____
           

__
    _____



   


___
        
___
_____
           

__
    ____



   


___
        

_____
           

__
     ____


   __________________            ____________            _____________           ______________


	About how often do you miss taking your medication as prescribed? _____________________________

	Do you use an insulin pump?   ( Yes   ( No

	Height ____________Weight  ____________     Preferred weight _______________

Do you follow a meal plan for your diabetes?   ( Yes  ( No
Do you have diet restrictions?   ( Sugar     ( Salt     ( Fat     ( Protein     ( Fluid     ( Other

Do you eat at the same time each day? ( Yes ( No    Who prepares your meals? 


__
How many meals per week do you eat away from home? 
( 0–1     ( 2–4     ( 5–8   ( more than 8
Do you read and use food labels as a dietary guide?  ( Yes   ( No 

	Do you check your blood glucose?  ( Yes   ( No           How often? 


___
     Blood sugar range: ________to_________                      Target blood sugar: __________
     What meter do you use? 





 

     Do you adjust your own medication based on your blood glucose?   ( Yes     ( No

     Do you keep a record of your blood glucose?     ( Yes     ( No     

	Do you examine your feet every day?    ( Yes
( No   
Do you have any foot problems now?    ( Yes     ( No   If yes, please circle below:

   blisters, cuts, scratches, redness, tenderness, fungus, nail problems, corns, calluses, cracks, pain

   other: 














	Do you exercise?    ( Yes  ( No   How often? ____________  Type of exercise? 
___________


	Alcohol use?
    ( Yes     ( No  
Amount? 


   How often? 


______
Tobacco use?     ( Yes     ( No  
Amount? 


   How often? 

____________





Type? 







______


Diabetes Management Self-Assessment 
	Diabetes Management  (continued)

	On a scale of 1 – 5, how would you rate your health?

  ( 1 – Excellent           ( 2 – Very good 
       ( 3 – Good 
   ( 4 – Fair 
      ( 5 – Poor

	Do you have family and friends that you can turn to when you need help/support?  ( Yes   ( No

	Is your stress level: 
    ( Low
( Medium
( High

	Does your diabetes interfere with other aspects of your life?    ( Yes    ( No     ( Don’t know

	Do you struggle with making changes in your life to care for your diabetes?  ( Yes   ( No   ( Don’t know

	How many days a week is your blood glucose over 200? 






Can you tell when your blood sugar is too high?  ( Yes   ( No  
What do you do when it is high? ___________________________________________________

	Schedule / Training Needs

	Do you work outside of the home? 
( Yes
   ( No

What hours do you usually work? _________  What type of work do you do? _____________________


How many years of school have you completed?  ____________







Have you been formally trained to manage your diabetes? 
( Yes
   ( No

If Yes, how many hours of education: ____ Where? ____________________ When (what year)? _______

Is there any language, religious, or cultural factors that we need to consider in teaching you to manage your diabetes?   ( Yes   ( No     If yes, describe: _________________________________________ How do you learn best?         ( Reading        ( Class        ( Demonstration

	Do you have any problems that we should know about that might interfere with your ability to learn about diabetes in a classroom setting (visual, hearing, reading, language)?

     ( Yes
( No  
     If yes, specify: _________________________________________________


Do you have any financial/resource concerns that may affect your ability to care for your diabetes?

     ( Yes
( No     

If Yes, 
please indicate what:      ( Food      ( Medication     ( Strips     ( Refrigerator      ( Heating       

     ( Transportation     ( Other _________________________________________________________

	What are you most interested in learning about related to your diabetes? 








	What can you do to better take care of your diabetes? 
























	Have you ever used services at this hospital before? 

(Yes

( No

	The Diabetes Health Center periodically sends mailings announcing diabetes community programs and events, many of which are free.  Please answer the following questions regarding our mailing list.

Yes    No     Initial

 (       (       ____    Please add my name/address to the Diabetes Center mailing list.  If you wish an address for the 

                                 mailing list other than your home, please list: ________________________________________

 (       (       ____    I am willing to receive postcard notifications of class follow-up sessions and community events.
 (       (       ____   I am willing to receive e-mail notifications of class follow-up sessions and community events.

                                      E-mail address: ______________________________________________
 (       (       ____     Please do not add my name to the Diabetes Center mailing list.


Educator Comments_________________________________________________________________

___________________________________________________________________________
Reviewed By: 







Date/Time: 














Date/Time: 




[image: image2.jpg]Instructions:  Please write down the foods you eat for two days prior to attending your appointment.  Estimate the amounts you eat.  Include sauces, 
                     margarine, jelly, salad dressing, mayonnaise, desserts, etc.   (Please use another sheet of paper if more room needed.)
	
	Sample
	
	
	Sample

	Meal
	Food
	Amount Eaten
	
	Meal
	Food
	Amount Eaten

	Breakfast

Time:  7:30 am
	Cheerios

Milk 2%

Toast with margarine

Banana
	1 ½ cups

1 cup

2 slices

1 medium
	
	Breakfast

Time:  7:45 am
	Milk 2%

Hard-boiled eggs

Toast with margarine

Orange
	1 cup

2

2 slices

1 medium

	

	
	DAY ONE
	
	
	DAY TWO

	Breakfast

Time:
	
	
	
	Breakfast

Time:
	
	

	Mid-Morning Snack

Time:
	
	
	
	Mid-Morning Snack

Time:
	
	

	Lunch

Time:
	
	
	
	Lunch

Time:
	
	

	Afternoon Snack

Time:
	
	
	
	Afternoon Snack

Time:
	
	

	Dinner

Time:
	
	
	
	Dinner

Time:
	
	

	Evening Snack

Time:
	
	
	
	Evening Snack

Time:
	
	


How many times per day/week do you . . . 


Drink milk _______, _____% fat day / week         Eat vegetables _______ day / week
  (please include number of times and circle day or week for each):
Eat fried foods _______ day / week

        Eat meat _________ __  day / week
Drink fruit juice _______ day / week            
        Eat fruit _____________ day / week      

What types of foods do you use for snacks? ______________________________________________________________________

Have you recently  ( lost  or  ( gained weight?     How much? _________________________________

Do you have a history of:  ( binging     ( purging     ( laxative abuse     ( other eating disorders? ___________________________

Please bring completed form and your blood glucose results log with you to your scheduled appointment.  Thank you.






Name: ________________________





DOB: ________________________
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