Gestational – History and assessment checklist
	GP _____________________________

Health professionals involved in care:

Dietitian 


Ophthalmologist  


Podiatrist 


Diabetes specialist


Social worker 


Other



	Surname: 


Given Names: 


UR No: _______________

DOB:          /       /                     Sex:     M / F



	Partner’s name: ___________________   Weeks pregnant:       /40
Estimated date of delivery:  ______

Gravida:______________ Para:___________ Previous history of macrosonic baby (over 4.4 kg/10lb)?Yes □ No□
OGTT Result (if applicable):
1 hour ___________mmol/L
2 hour ____________mmol/L

Diagnosis (please circle):

Type 1

Type 2

Gestational

Glucose impaired
Psychosocial / communication issues (age, family life, social support, perceived stress levels, coping / learning / memory deficits, employment, cultural considerations, any current or required resources for home care, reaction to diagnosis):
____________________________________________________________________________________________________________________________________________________________________________________________

Medical/Surgical/Mobility/Dexterity history (eg asthma, cardiac, hypertension, elevated cholesterol, allergies):

____________________________________________________________________________________________________________________________________________________________________________________________
Obstetric history:_______________________________________________________________________________

______________________________________________________________________________________________

Family history of diabetes: _______________________________________________________________________

Medications: ___________________________________________________________________________________

______________________________________________________________________________________________

Describe usual exercise:_________________________________________________________________________

Having three meals per day?:
Yes  □
      No  □   ____________________________________________________

Example of foods & amount eaten:

Breakfast –

Lunch –

Dinner –

Supper –

Snacks / Extras (soft drinks / eating out / takeaways etc):

Does own cooking.
Yes  □
         No  □

Largest meal  _____________________________________

Nutritional issues identified:




	 New – New appointment
FA – Follow up appointments
DNA – Did Not Attend appointment        C - Cancelled

	Date
	
	
	
	
	
	
	

	Activity
	
	
	
	
	
	
	

	Initial
	
	
	
	
	
	
	

	Date
	
	
	
	
	
	
	

	Activity
	
	
	
	
	
	
	

	Initial
	
	
	
	
	
	
	

	Abbreviation Legend

Method of Teaching (M):

B - Brief topic discussion (as in assessment)

E - Explanation given (detailed)
T - Teaching aids (eg photos, models)

P - Pamphlet given



D - Demonstration given

V - Video viewed

Assessment and/or Evaluation of Knowledge (A):

L - Low knowledge/skills, unsafe, new diagnosis, does not understand basic information,

M - Medium knowledge/skills or states/demonstrates they may require reinforcements, supervision and explanation. Understands basic information and demonstrates necessary skills for safe self management.

H - High knowledge/skills, safe, able and aware. Assumes responsibility for care and applies knowledge for safe self management.



	DATE:
	
	
	
	
	

	METHOD (M) / ASSESSMENT (A):
	M
	A
	M
	A
	M
	A
	M
	A
	M
	A

	Gestational diabetes eg definition, treatment, delivery expectations, follow up required
	
	
	
	
	
	
	
	
	
	

	Potential problems to mother (weight gain, increased lethargy, delivery of a large baby, etc) and baby (hypoglycaemia, respiratory distress, nursery requirements, etc)
	
	
	
	
	
	
	
	
	
	

	Blood glucose monitoring eg lancing device, purpose, aims of BGL, technique, QA, times to test, recording, interpretation, sharps disposal, supplies.
	
	
	
	
	
	
	
	
	
	

	Insulin




See “INSULIN ADMINISTRATION CHECKLIST” form and complete

	Hypoglycaemia eg definition, signs, symptoms, causes, prevention, treatment, glucagon (if appropriate).
	
	
	
	
	
	
	
	
	
	


	LMO letter sent (please tick () □

Dietitian:      Date: ____________  Time: ____________am / pm

Other: _________________________
Private doctor:   Date: _______________  Time: _____________am / pm

Date: _________________ Signature: ______________________ Name: ___________________________________

Planning at 35-40 weeks gestation for follow up

Explanation given need for:
OGTT (6-8 weeks)  □
OGTT instruction sheet and pathology form given (if applicable) □
Education review appointment booked by client.  Date: ___________________  Time: ___________________am / pm

Date: ___________  Signature: _________________________  Name: _____________________________________

Post natal review

Date of birth of the baby _________________ Birth weight _______________________  Client did not attend today  □
Inpatient fasting plasma glucose prior to discharge
   ________ mmol/L

□          Explanation given of the signs and symptoms of hyperglycaemia

□          Explanation given of the risks of developing type 2 diabetes later in life.

□          Explanation given of the risks of developing gestational diabetes, in future pregnancies.

□          Explanation given of OGTT.  Result __________________________________________________________

□          “Are you at risk of diabetes?” pamphlet given (or other appropriate resource).

Date: ____________ Signature: _________________________ Name: ____________________________________

Post natal 12 month review

Letter with pathology request form for OGTT   □

Fasting Plasma   □

Sent to client   □
Date: _______________ Signature: _________________________ Name: _________________________________
























































































- 2 -

