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DIABETES KNOWLEDGE cont’d
What areas of diabetes would you like to learn more about?  (check all that apply)

L Diabetes overview                           L Physical activity/impact on blood glucose levels  
L Medications                                     L Behavior changes/goal setting  
L Monitoring of blood glucose             L Psychosocial adjustment            
L Meal planning/nutrition L Acute and chronic complications 
L Insulin Pump therapy/

What other information would you like to have to help you manage your diabetes? ___________________________

___________________________________________________________________________________________________

MEDICATIONS
Please list all your medications including over the counter, herbal preparations, vitamins, and other supplements

Are you allergic to any medications?   L Yes    L No   If yes, please list:_____________________________________

MONITORING

Do you test your blood glucose?   L Yes    L No     How often?_____________ Name of meter _________________

Average results (the range from low to high)_______________ Do you keep a record of your results?   L Yes   L No 

NUTRITION

Height ____________________ Weight ____________________ Goal weight ____________________ 

Have you had a recent weight change?  L No   L Gained   L Lost 

How much gained or lost? _______________ pounds in the past _______________ months 

Was this expected?   L Yes    L No

Do you have any of the following problems?   L Food allergies    L Frequent diarrhea   L Constipation    

L Reflux   L Trouble chewing/swallowing    L Other ___________________________________________________

Have you ever followed a special diet?    L Yes    L No   If yes, please describe:_____________________________

____________________________________________________________________________________________________

Within the last 12 months have you worried that your food would run out before you had the money to buy more

L Often true    L Sometimes true    L Never true

How often do you eat out in restaurants or eat fast food/take out?___________________________________________

What type of restaurants? _______________________________________________________________________

(prevent,detect,treatment)
continuous glucose monitoring

Medication Name Dose / Time(s) TakenMedication Name Dose / Time(s) Taken
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NUTRITION cont’d

Do you skip meals? (check all that apply)   L Breakfast    L Lunch    L Dinner    L Snacks

How many average servings do you eat per day of the following:    L Fruit ______    L Vegetables ______ 

L Whole grains ______    L Legumes ______    L Dairy ______    L Protein/meat ______ 

How often do you drink alcoholic beverages?    L Daily    L Weekly    L Monthly    L Never 

Which type?    L Wine    L Beer    L Mixed alcoholic drinks    L Other ____________________________

List meal and snack times and typical meals including beverages (like milk and juice) that you might have.

Time:___________ Breakfast: __________________________________________________________________________

___________________________________________________________________________________

Time:___________ Lunch:_____________________________________________________________________________

___________________________________________________________________________________

Time:___________ Dinner:____________________________________________________________________________

___________________________________________________________________________________

Time:___________ Snacks: ____________________________________________________________________________

___________________________________________________________________________________

EXERCISE

Do you exercise?    L Yes    L No  If yes, please describe below:
TYPE HOW OFTEN HOW LONG

Is your exercise/activity limited by health problems?    L Yes    L No

If yes, how? _____________________________________________________________________________________

How often do you experience hypoglycemia when you exercise?___________________________________________

HYPOGLYCEMIC REACTIONS (Low blood glucose reactions)

Have you ever had a low blood glucose reaction?   L Yes    L No  How often?______________________________

How do you treat a low blood glucose reaction? _________________  What is your glucose source?______________

Do you live alone? __________ Or with? ________________________________________________________________

Does your family/significant other know how to treat a low blood glucose reaction?    L Yes    L No

Do you have glucagon at home?    L Yes    L No    Do you carry diabetes identification?    L Yes    L No 

If yes, what kind?  L Card  L Bracelet  L Necklace  L Other ____________________________________________

HEALTH HABITS
Do you smoke or use any type of tobacco products?  L Yes   L No 

If yes, how many cigarettes (or other products)  per day? ___________

Do you use nicotine vaping products?   L Yes    L No  If yes, frequency ____________________________________



HEALTH HABITS cont’d
Do you currently use any recreational drugs?   L Yes    L No  

If yes, what kind? ________________________________________ How often?_______________________________




