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COMPREHENSIVE DIABETES ASSESSMENT 

                                                                                                                                                                                                                                                             

Today’s Date: ________________                          

 

Patient name: _______________________________                 Gender:   ⏯ Male         ⏯ Female     

Date of birth: ____/____/____  

Address: ___________________________  City: __________________  State: ______  Zip: _________        

Home phone: _______________________  Work: _________________   Cell: ____________________                                       

Email Address: ______________________  Preferred Contact:  ⏯ Home  ⏯ Work  ⏯ Cell  ⏯ Email  

Referring physician: _______________________________                                                      

If someone other than patient is completing this form please fill out the box below, otherwise skip. 

Name of person completing form: _______________________________                

Relationship to patient: _______________________________                              

Reason for completing form (i.e. cognitive impairment, caregiver)? _______________________________                                                                                                                                                                                                                          

 

Additional Information 

Racial/ethnic group:   

⏯ Caucasian                          ⏯ African American            ⏯ Native American              ⏯ Alaskan Native  

⏯ Asian/Pacific Islander         ⏯ Hispanic                         ⏯ Other: _________                                                                  

Language spoken at home:____________________ 

Transportation:   

⏯ Car      ⏯ Bicycle      ⏯ Bus      ⏯ Taxi      ⏯ Train      ⏯ Need ride from others   ⏯ Other: __________ 

Education:        Highest grade level completed: 

⏯ Elementary ⏯ High school  ⏯ Some college  ⏯ College graduate  ⏯ Graduate level (Masters, Doctorate) 
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Work: 

Work status: ⏯ Employed      ⏯ Not employed      ⏯ Retired      ⏯ Disabled      ⏯ Student 

Type of job and work hours (if applicable): _________________________________________________ 

Other: 

Person(s) living with you: _______________________________________________________________     

Person(s) I’d like to bring to diabetes education program at no charge: ___________________________                                                                               

 

Educational Needs, Learning Style, Barriers, Health Goals and Support 

I want to learn about these diabetes self-care topics (check all that apply): 

⏯ Eating healthy 
 

⏯ Being active 
  

⏯ Coping with having  

    diabetes  

 

⏯ Taking my medications 

⏯ Reducing my risk of  

     diabetes complications  

     

⏯ Reducing my risk of very     

    high and low blood sugar  

 

⏯ What makes my blood  

    sugar go up and down 

⏯ Monitoring my sugar  

    and indicators of    

    health, such as blood  

    pressure  
 

⏯ Solving my diabetes  

    problems 
 

⏯ What diabetes is  

⏯ Treatment  

    options 
 

⏯ Other: 

Best ways I learn (check all that apply):  

⏯  Discussion  ⏯  Listening  ⏯  Doing  ⏯  Seeing  ⏯  Touching  ⏯  Reading  ⏯  Videos/TV  ⏯  Computer   

Learning barriers (check all that apply):   

⏯  Seeing  ⏯  Hearing  ⏯  Reading  ⏯  Depression  ⏯  Language   ⏯  Memory  ⏯  Lack of confidence   

⏯  Can’t sit long enough  ⏯  Other: 

Support resources that may help me make self-care adjustments and reduce my barriers to making 

adjustments (check all that apply): 

⏯  Live support groups  ⏯  Books/magazines  ⏯  Videos/TV  ⏯  Computer/emails/social networks     

⏯  Doctor  ⏯  Educator  ⏯  Joining gym  ⏯  Co-workers  ⏯  Family  ⏯  Friends  ⏯  Caregiver  ⏯  Financial 

Main support people in my life (check all that apply):  

⏯  Spouse  ⏯  Parent(s)  ⏯  Child  ⏯  Brother  ⏯  Sister  ⏯  Friend  ⏯  Caregiver  ⏯  Doctor 

⏯  Other: _______________ 
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In regards to my health, I would like to improve my….. (check all that apply)  

⏯  Fasting/morning blood sugar  ⏯  Blood sugar before lunch/dinner  ⏯  Bedtime blood sugar   

⏯  Blood sugar 2 hrs after meals  ⏯  A1C  ⏯  Blood pressure  ⏯  Weight    

⏯  Total cholesterol  ⏯  LDL-cholesterol  ⏯  HDL-cholesterol  ⏯  Triglycerides  ⏯  Other: _____________ 

Check the ONE statement that best pertains now, before starting the diabetes program 

⏯ I do not plan to make changes in my diabetes care in the next 6 months. 

⏯ I plan to make changes in my diabetes care in the next 6 months.   

⏯ I plan to make changes in my diabetes care in the next month. 

⏯ I have made changes in my diabetes care in the last 6 months. 

⏯ My diabetes has been in good control for more than 6 months. 

⏯ My diabetes has been in good control and then went out of control. 

 

Health Care Use in the Past 12 Months 

In the past 12 months...   

Did you visit your doctor because of diabetes? ⏯  Yes ⏯  No 

Visit the emergency room because of your diabetes?  ⏯  Yes  ⏯  No 

Been admitted to the hospital because of your diabetes?  ⏯  Yes  ⏯  No  

Previous diabetes education:  ⏯  No  ⏯  Yes      Previous Dietitian visits:  ⏯  No  ⏯  Yes      

 

Diabetes Attitudes and Beliefs  

Your knowledge of diabetes and its control is:                                  

⏯  Excellent  ⏯  Very good  ⏯  Good  ⏯  Fair  ⏯  Poor                                

Your confidence in actually being able to control your diabetes is:  

⏯  Excellent  ⏯  Very good  ⏯  Good  ⏯  Fair  ⏯  Poor                     

Do you feel that good control is worth it?  ⏯  No    ⏯  Yes    ⏯  Not sure  

Do you feel that diabetes is serious?  ⏯  No     ⏯  Yes    ⏯  Not sure   

 

Diabetes History and Current Status 

Diabetes diagnosed in year: ____________________ 

Type of diabetes:  ⏯  Type 2  ⏯  Type 1  ⏯  Gestational  ⏯  Not sure 
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Do you carry diabetes identification?  ⏯  No   ⏯  Yes     Type of identification: ______________________ 

Do you examine your feet?  ⏯  No  ⏯  Yes       

If yes, how often?   ⏯  Daily  ⏯  Weekly  ⏯  Monthly  ⏯  Occasionally  

 

Medication(s) Dose/ 

Strength 

Times Taken Any Side Effects Reason for Taking  

(if known) 

     

     

     

     

     

     

     

     

     

     

     

     

 

Vitamins, dietary supplements or herbs taken: ___________________________________________ 

 

 

A1C test results (last 2):     Date: ____/____/____  A1c: _______  

                                              Date: ____/____/____  A1c: _______ 

 
I test my blood sugar ___times a:  ⏯  Day  ⏯  Week  ⏯  Month  ⏯  I don’t test        
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Do you record these results?  ⏯  Yes  ⏯  No  ⏯  Sometimes 

 
I test:  ⏯  Fasting/before breakfast   ⏯  Before lunch/dinner    ⏯  After meals   

            ⏯  Bedtime  ⏯  Other:_____________ 

 
Test results:  Fasting/before breakfast = _____________      Before lunch/dinner =  _____________ 

                       After meals =  _____________      Bedtime =  _____________      Other = ___________ 

 
Have you had any episodes of the following? If so, how often? 
⏯  High blood sugar coma  

⏯  Diabetic ketoacidosis 

⏯  High blood sugar (250 mg/dL or more)       Occurs about _________ times a month 

⏯  Low blood sugar (69 mg/dL or less)            Occurs about _________ times a month 
 
Diabetes has caused a problem in these areas of my life: 

⏯  Family life ⏯  Social activities ⏯  Work/school ⏯  Travel 

⏯  Finances ⏯  Sports/exercise ⏯  Sexual relations ⏯  Peace/contentment 

⏯  Everyday activities ⏯  Other: __________   

 
Do you have a history of any of the following? If so, please check. 

⏯  Eyes/vision problems ⏯  Heart/artery disease           
⏯  Protein in urine                                                        ⏯  Numbness/sensations    
⏯  Stroke ⏯  Bowel problems 

⏯  Kidney problems                                                       ⏯  Dry or itchy skin    
⏯  Feet/toenail problems                                            ⏯  Amputation 

⏯  Teeth/gum problems                                            ⏯  Stomach problems      
⏯  Poor leg circulation                                                    

⏯  Frequent infections      Where?_________   

⏯  Other diabetes problems:___________  
 

Stress level (circle your response):  

1    2    3    4    5    (highest)    

How you deal with it? ______________________________________      

Cultural and Religious  Factors 

Special dietary customs, needs, observances (including fasting from food): ________________________ 

Other cultural or religious practices that may affect your diabetes self-care: ________________________ 
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Height, Weight, and Recent Lab Values 

Height =  ______  Weight =______  Desired weight =______  Weight 1 year ago = ______          

Are you trying to lose weight?          ⏯  No  ⏯  Yes       

If yes, what works for you? __________________ 

Most recent labs  

Total cholesterol =  ______      HDL-C =  ______     LDL-C =  ______     Triglycerides =  ______   

Blood pressure =  ______     

Medical History 

Please indicate if you have received the following in the last year:   

⏯ Dilated eye exam     ⏯ Foot exam     ⏯ Dental check-up and teeth cleaning   

Please indicate if you visit a specialist for the following:   

⏯ Mental health     ⏯ Kidneys     ⏯ Hearing/ears     ⏯ Skin     ⏯ Other: _______________________ 

My overall health is: ⏯  Good   ⏯  Fair   ⏯  Poor   ⏯  Not sure 

Have you ever or do you now have any of the following: 

⏯  High blood pressure  ⏯  High cholesterol  ⏯  High triglycerides  ⏯  Constipation  ⏯  Diarrhea   

⏯  Arthritis  ⏯  Thyroid disease  ⏯  Depression  ⏯  Mental health problems  ⏯  Pain or fatigue syndromes  

⏯  Osteoporosis  ⏯  Other: _______________________    

⏯  Allergies (including food): __________________________________________________                                                                          

⏯  Surgeries: _____________________________________________________________ 

Being Active and Other Lifestyle Habits 

Do you exercise? ⏯  No  ⏯  Yes                       Type of exercise:  _______________________   

How often?  _______________________         How long each time?  _______________________ 

Has the doctor ok’d you for exercise?   ⏯  No  ⏯  Yes    

Eating Habits 

How often do you eat out?  _______________________  

Who buys food?  _______________________                     

Who cooks?  _______________________                  

 

 


