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Name:________________________
___male  ___female
DOB:_____________


Ht.:_____
Wt.: _____

____ Smoker
____Non-tobacco

1. What is the method of control?

A. ____ Diet only? 

B. ____ Diet and oral medication? List medication(s):________________________

__________________________________________________________________.

C. Diet and insulin injections?  How many times per day do you administer insulin?

(1) ____ Once or twice daily,

(2) ____ Three or more times daily,

(3) ____ I am on an insulin pump.

2. How often do you monitor sugar levels?

A. _____ Once or twice daily.

B. _____ Three or more times daily.

3. Please indicate if you have had any of the following:

____EKG abnormalities

____ Insulin reactions
     ____Diabetic coma

____Any eye trouble

____Heart trouble

     ____Protein in urine

____Skin ulcerations

____Amputations

     ____Neuropathy

4. Have you had a glycohemoglobin (AIC) test in the past six (6) months?  ___ yes ___ no

If “yes”, what was the level?   ___below 7.5   ___ 7.6 to 10  ___ 10.1 to 13   ___ above 13

     6.  Are you receiving treatment or are you under supervision now?   ___ yes   ___ no

7. How long has the glycohemoglobin level remained constant?

____ 0 to 6 months
____ 6 to 12 months
____ 13 months or more

8. Last time you visited your physician? _____________________________

9. Is there an immediate family history of diabetes?  If “yes”, please explain.

_________________________________________________________________________

10.  Do you participate in a regular exercise program?  If “yes”, please explain.

__________________________________________________________________________ 
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