
GESTATIONAL DIABETES ASSESSMENT

GENERAL INFORMATION

NAME  DATE

ADDRESS (street, city, zip code)

BIRTHDATE AGE

PREFERRED PHONE NUMBER (including area code)   
L Home  L Cell  L Work         (_____)________________________________

EMAIL

RACE   

L Black/African American   L White   L Hispanic   L Asian    L Native American   L Other __________________________

MARITAL STATUS 

L Married   L Divorced   L Widowed   L Single

How many people live in your home with you? ________  Your occupation ___________________________________

Shift normally worked:   L Days    L Afternoons    L Midnights

Highest level of education completed:

L Grade school   L High school   L College   L Post-graduate   L Other ________________________________

Preferred method of learning:   L lecture/discussion   L demonstration   L reading   L film/TV   L hands on

Primary language spoken ____________________________ Primary language read______________________________

MEDICAL HISTORY

Do you have any medical conditions?    L Yes    L No  Please list: _________________________________________

____________________________________________________________________________________________________

Have you had any surgery?   L Yes    L No

If yes, please describe ______________________________________________________________________________

Date of last influenza vaccine: _____________________________

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







PSYCHOSOCIAL
Is there anything about your culture/religion that could affect how you manage your meal plan?

L Yes    L No If yes, describe: __________________________________________________________________

_________________________________________________________________________________________________

What do you perceive as the hardest thing to deal with in having diabetes during pregnancy?

_________________________________________________________________________________________________

_________________________________________________________________________________________________

What are your goals for gestational diabetes education? ________________________________________________

_________________________________________________________________________________________________

What information would be helpful for you to manage your diabetes during pregnancy?

_________________________________________________________________________________________________

_________________________________________________________________________________________________

What is your living situation today?  L I have a steady place to live   L I have a place to live today but I am

worried about losing it in the future   L I do not have a steady place to live.  

How hard is it for you to pay for the very basics like food, housing, heating and medical?   

L very hard   L somewhat hard   L not at all hard

In the last 12 months, has the lack of transportation kept you from medical appointments, work or for getting

things needed for daily living?   L Yes    L No

Other comments/concerns:__________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

Patient Signature: _____________________________________________________________ Date:________________

RN/RD Signature: ______________________________________ ID#: __________________ Date:________________

Time of appointment: ____________________    Total time: _______________

8674 051322 OS8 Page 4 of 4




