	Diabetes assessment – Part 2



	Date:
	

	Type of diabetes:  

Type 1

Type 2

 Gest Diab
Other

Year Diagnosed
	Surname: 


Given Names: 


UR No: _______________

DOB:
/     /

Sex: 
M / F

Affix patient identification label in this box

	Management:

Lifestyle   (
          Oral hypoglycaemic agents   (             Orals & insulin   (                Insulin only   (

	Family history of diabetes:     Y/N
	Family history of heart disease:         < 60 yrs:        Y/N

	Medical history: 

Hypertension

(
Hyperlipideamia

(







Fluvax


date last

 Visual/Hearing Impairment?           Y/N 


Pneumovax

date last








Tetanus Toxoid

date last
Allergies:







	Complications identified:

( Peripheral neuropathy




( Peripheral vascular disease

( Autonomic neuropathy




( Retinopathy

( CVD






( Nephropathy

( Stroke





( No complications

	Diabetes medications:



	Other medications: (Prescription / No prescription)



	Height:

Weight:
	Waist:

BMI:
	BP:
	BGL:

	Weight history
	Alcohol: 
Y/N
Details:



	Activity (type, frequency, duration, limitations)



	TC:
	LDL:
	HDL:
	TRIG:
	Date:



	HbAlc:

                            Date:
	Microalbumin:

                                        Date:
	Smoker:
Y / N

Details


	Diabetes assessment (continued)



	Social history: (home & social support, interests etc.)    Occupation:

Recent depression? (< 12 mths)



	Client concerns / Response to diagnosis:

_______________________________________________________________________________________________________

Nutrition:

Example of foods & amount eaten:

Breakfast -
M/Tea -

Lunch -

A/Tea - 

Dinner -

Supper -
Extras (soft drinks/eating out/takeaways etc):

Does own cooking
Y/N

Largest meal   ________________________

Nutritional issues identified:

_______________________________________________________________________________________________________

Blood glucose monitoring?
Y/N

Meter:

Technique issues?
 Y/N

If yes, describe:

_______________________________________________________________________________________________________

Foot assessment: eg pulses, sensation - monofilament, pain, burning, tingling, numbness, intermittent claudication, nails, corns, calluses, general appearance, self-care, footwear. See foot assessment sheet (optional)



	Referrals: (See action plan)

( Diabetes Educator
( Optometrist/ Ophthalmologist

( Dietitian 
( Podiatrist

( Social Worker/Psychologist
( Dom. Care

( Group Education 
( Other: 

( Oral health therapist

	Form completed by: ______________________________________
Date: ______________________
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