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The Asheville Project®

History of Diabetes Initial Patient Assessment

Please fill out this form and bring with you to your first appointment with your pharmacist.
Patient Name: ____________________________________________Phone Number: _____________________
Date of Birth:  _______________E-Mail Address__________________________________________________
Primary Care Physician: _________________________________ Phone Number: ________________________

Dietician: _____________________________________ Phone Number:________________________________

Allergies: __________________________________________________________________________________
Past Medical History:
DO YOU HAVE, OR HAVE YOU EVER BEEN TOLD THAT YOU HAD:

(Circle)

Yes     No      Heart disease (heart attack, angina, heart surgery, arrhythmia)
Yes     No      Lung disease

Yes     No      High blood pressure

Yes     No      Thyroid problems

Yes     No      Kidney problems

Yes     No      Cancer

Yes     No      Liver or gallbladder trouble

Yes     No      Head trauma

Yes     No      Osteoporosis

Yes     No      Arthritis

Yes     No      Stroke or TIA

Yes     No      Migraine Headaches

Yes     No      Seizures

Yes     No      Anxiety disorder, panic attacks

Yes     No      Depression

Yes     No      Glaucoma, macular degeneration or other eye problem

Yes     No      Other.  Describe: ________________________________________________

Yes     No      Serious infections.  Describe: ______________________________________
Current Medications (include over-the-counter medicines and herbal remedies):

	DRUG
	DOSE
	DIRECTIONS
	PRESCRIBING DOCTOR
	USED FOR?
	DATE STARTED ?

	1


	
	
	
	
	

	2


	
	
	
	
	

	3


	
	
	
	
	

	4


	
	
	
	
	

	5


	
	
	
	
	

	6


	
	
	
	
	

	7


	
	
	
	
	


Have you ever had any problems with your medication?
History of Diabetes:

	Age when diagnosed: (age/year)  ________________

	Hospitalization(s) or ER visits for treatment of diabetes in the last 12 months (Dates/reasons/duration/outcome)


	Physician office visits for diabetes for the last 12 months

(Date/reason/outcome)




Diabetes Education:

	Any previous diabetes education?    ( NO     ( YES      (When)___________________

                                                                                         (Where)__________________



	What is the most difficult part of having diabetes?


	Do you believe your family members understand the conditions of your diabetes?

( YES

( NO  (why not?)



	Do you belong to any diabetes associations or support groups?                                                                                      

( NO     (  YES (organizations)


Diet/Nutrition:

	Current Height?                                                Current weight?

	Any recent weight changes?                               

(Describe)
	Any recent changes in your appetite?

(Describe)



	What special diet plan do you follow?


	Other diet plans previously followed               

(Plan/Reason for termination)



	Have you met with a dietitian to discuss a diet plan?

( NO            ( YES            Dietitian/phone:___________________________________                                                                                     

	What do your daily meals consist of?


	When do you eat your meals?




Exercise Plan:

	What are your usual daily activities:

	 Do you have a regular exercise schedule? 

· NO

· YES     (Type and Frequency)
         

	Are you exercising more or less than a year ago?            

( MORE                         ( LESS (Why?)


	What keeps you from exercising?




Lab Values (Complete if known):

	MOST RECENTLAB VALUE
	DATE/TIME
	RESULT

	Blood Glucose
	
	

	HbA1c
	
	

	Total Cholesterol
	
	

	LDL
	
	

	HDL
	
	

	TG
	
	

	Microalbumin/Urine Test
	
	


Complete this next section only if you are currently taking insulin.
Insulin Regimens:
( I am not currently taking insulin (If checked, skip this section and go to Blood Glucose Monitoring section.)
	
	BREAKFAST
	LUNCH
	DINNER
	BEDTIME

	Time
	
	
	
	

	Insulin Type
	
	
	
	
	
	
	
	

	Dosage (units)
	
	
	
	
	
	
	
	

	Number of

Missed doses
	
	
	
	

	Do you administer your own insulin?

If not, who administers your insulin?
	Syringe size:

Needle size:

How do you dispose of used syringes?



	Are you having any problems with your insulin?


	Describe what is meant by rotating sites?



	How do you store your insulin?


	How do you carry your insulin?



	Are you currently using an insulin pump?

(complete this section only if you are on an insulin pump.)

How long have you been on an insulin pump?

If yes, pump name:__________________

What is your Insulin to Carbohydrate Ratio?

 _____________
OR 

 I inject 1 unit of insulin for every _______ grams of carbohydrate I eat.
What is your insulin correction factor? (Estimates blood glucose reduction for every one unit of insulin.)____________

	Insulin Pump Basal Rates

Basal Profile           Basal Rate            Time     

   example              0.6 Units/hr           Midnight to 3 AM
     1                   ______________      _______________

     2                   ______________      _______________

     3                   ______________      _______________

     4                   ______________      _______________

     5                   ______________      _______________




Blood Glucose Monitoring:

	How do you check your blood glucose levels? 

(  Do not test

(  Visual (test name)________________

( Urine test (test name) _____________

( Blood Glucose Monitor                                                                                                   (meter name):______________________             
	How often do you monitor your blood sugars?                                                                                                                               (Tests per day)


	What do you like about it?

What do you dislike about it?

Are you having any problems/difficulties with the meter? (Describe)

	Based on the results you get from your meter,      

what do you consider to be high, normal, and              HIGH:_______    NORMAL:_______  LOW:_______

low sugar values?                                                 


Hypoglycemia (Low Blood Sugar) Awareness:

	Have you ever experience low blood sugars?       

( NO

(YES (date of last episode):____________
(How often does this occur?):___________               
	Which of these symptoms have you experienced?

· Shakiness/trembling 

· Tiredness

· Confusion/Disorientation

· Hunger

· Irritability

· Sweating

· Increase heart rate

· Faintness or fainted

· Nausea/vomiting


· Drowsiness/weakness

	How do you usually treat low blood sugar?




Self Care:

	Foot Care

	Why is it important to check your feet on a regular basis?


	How often do you inspect your feet?



	What type of care do you do for your feet?

· Moisturize

· Keep toe nails trim

· Clean and dry feet 

· Daily inspection

· Always wear shoes, no bare feet
	Are you having any problems with your feet?



	Do you see a podiatrist for foot care?   ( NO   ( YES  (Doctor’s name/phone):__________________________


	Eye Care

	Why is it important to have your eyes 

examined on a yearly basis?
	Date of last eye exam:

Ophthalmologist name/phone:



	What problems are you having with your vision?


	Any problems with the following in your vision

( Spots                                                 (  Patches

( Areas of no vision                            ( Blurry vision

( Other (Describe)

	Dental Care

	Why is it important to take care of your teeth and gums?
	Last dentist visit: ____________________________________

Dentist name/number: ________________________________

	What problems are you having with your teeth or gums?



	Other

	Do you get an annual Flu vaccine? (date)
	Have you had a Pneumonia vaccine? (date)




Symptoms:  Please check any symptoms you have experienced in the last 6 months and explain.
	· Difficulty swallowing

· Diarrhea

· Nausea

· Anorexia
	How often, comments

	· Dribbling

· Overflow Incontinence

· Impotence

· Vaginal Dryness
	How often, comments



	· Orthostatic Hypotension (light headedness, pain in the neck, or visual changes)

· Loss of Consciousness
	How often, comments



	 (    Profuse Sweating

 (    Heat Intolerance
	How often, comments



	· Decreased Heat and Light Touch Sensation

· Burning

· Tingling

· Numbness

· Intense Pain

· Diminished Sense of Touch, Vibration, and Temperature
	How often, comments




Sick Day Care:

	How do you take care of your 

Diabetes when you are ill?
	How often do you miss doses of 

your medication while you are sick?



	How often do you monitor your blood sugar when you are ill?


	How often do you check your urine for ketones?
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