
 

 
DIABETES MANAGEMENT PROGRAM QUESTIONNAIRE 
Please complete this questionnaire and bring it with you to your appointment. 

Today’s Date: _________________          Appointment Date: _________________ 
 
General Information 
 
1.   Name:_______________________________________Age:_______DOB:____/____/________                     
 
2.   Home Phone: ________________Work Phone:  _______________Cell Phone: ______________ 
 
3.   Email address (to be used to notify you of future programs):_____________________________ 
 
4.   How many people live in your household ?____________________________________________ 
 
5.   Is there anyone who will help you with your diabetes care?   __ Yes      __ No 

  If yes, who?___________________________________________________________ 
 

6.   Occupation: _______________Work Hours: _________________________________ 
 
7.   Last grade of school completed: ___________________________________________ 
 
Diabetes History  
 
1.   How long have you had diabetes? :_________________________________________
 
2.   What type of diabetes do you have?  __ Type 1   __ Type 2   __ Gestational   __ Don’t know  
 
3.   List any family members with diabetes: _____________________________________ 
 
4.   In your own words, what is diabetes?:______________________________________ 
 
                   ______________________________________________________________ 
 
5.   How would you rate your understanding of diabetes?   __ Good   __ Fair   __ Poor 
 
6.   Have you ever been instructed on diabetes care?   __ Yes   __ No 
      If yes, when, and by whom?_______________________________________________ 
 
7.   What areas of diabetes would you like to learn more about? 
      
      __ What is diabetes? 
 

__ Pills for diabetes 
 
__ High blood sugar 

 
      __ Low blood sugar 

__ Blood testing 
 
__ Complication 
 
__ Insulin pumps 
 
__ Diet 

 
__ Exercise 
 
__ Stress 
 
__ Sick day

8.   How do you feel about having diabetes? ____________________________________ 
 
      _____________________________________________________________________ 
 
9.   My diabetes has caused a problem in the following areas: 
 
      __ Family life/ social activities        __ Work/school         __ Sports/exercise 
 
      __ Sexual relations     __ Finances*      __ Travel      __ Other  
    
     * If yes, do you require financial assistance?_________________________________ 
 
10. How do you learn best?   __ Written materials    __ Verbal discussion    __ Video 
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11. What is your goal for this education session? 
 

__  Learn more about diabetes   __  Help with meal planning 
 
__  Better blood sugar control  __  Weight management 
 
__  Other: ____________________________________________________________  

 
Nutrition 
 
1.   Height:           Weight:                _What weight are you comfortable at?___________ 
 
2.   Has your weight changed in the past six months?           __ Yes         __ No 
      If yes, I’ve  __ lost  /  __ gained ________ pounds 
      What the weight change intentional? _______________________________________ 
 
3.   Have you ever received diet counseling?    __ Yes         __ No 
      If yes, describe:________________________________________________________ 
 
4.   How many meals do you eat per day?_________________ Snacks?________________ 
 
5.   How often do you eat/drink: 
       
      Fruit?           Juice?           Milk?_______  __ Fat-free   __ 1%   __ 2%   __ Whole 
 
      Vegetables?           Cheese?           Sweets?           Sugar-free desserts?__________ 
   
      Beverages with sugar?                   Alcohol?           Water?_____________________
 
6.   Who does the cooking?        Where do you usually grocery shop?________________
 
7.   How many times during a week do you eat away from home? __________________
                          
8.   How is your food usually prepared?      __ Fried     __ Baked     __ Broiled     __ Grilled  
 
9.   How would you describe your portions? __  Small __ Average   __ Large  
 
10. List any food allergies or intolerances:______________________________________ 
 

 ____      _____________________________________________________________ 
 

11. Any other special diet needs (health, religious, or cultural):______________________ 
 
Please indicate what you eat and drink in a typical day.  For example, what did you eat 
today or yesterday? Or attach food records. 
  

Current Diet History (include amount) 
 
Breakfast - Time:  

 
Lunch - Time: 

 
Dinner - Time: 

   
   
   
   
   
   
 
Snack - Time: 

 
Snack - Time: 

 
Snack - Time: 
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Medication 
 
1.   If you take insulin: 
      Do you inject insulin with:     __ A syringe?      __ An insulin pen?       __ An insulin pump? 
       
      Who fills the syringe?_________________Who gives the injections?________________ 
 
      What injection sites are used?_______________________________________________ 
 
      Where do you keep your insulin?_____________________________________________ 
 
      Do you reuse your syringes?      Yes          No    If yes, how often? ________________ 
 
      Where do you dispose of your syringes?________________________________________ 
 
2.   Do you take pills for your diabetes?              __ Yes      __ No 
      If yes, what pills do you take for your diabetes?_________________________________ 
 
3.   Have you ever forgotten to take your diabetes medication?                     __ Yes      __ No  
      If yes, what did you do?____________________________________________________ 
 
4.   List any other medication you take, including vitamins, minerals, and herbal supplements: 
 
          _____________________________________________________________________ 
 
               __________________________________________________________________ 
 
Monitoring 
 
1.   Do you test your urine for ketones?             __ Yes        __ No 
      How often do you test?___________________        Usual results:___________________ 
 
2.   Do you test your blood for sugar?             __ Yes        __ No 
      If yes, what blood sugar monitor do you use?___________________________________ 
       
      How often do you test?_______________________ Usual results:__________________ 
 
      Do you keep a written record?_________________________________      Yes            No 
 
Exercise 
 
1.   Do you exercise regularly?                        __ Yes        __ No 
      Type of exercise(s)?_______________________________________________________ 
 
      How often do you exercise?_________________________________________________ 
 
      How long do you exercise?___________What time of day do you exercise?____________ 
 
2.   List any problems with exercise:______________________________________________ 
 
      _______________________________________________________________________ 
 
Acute Complications 
 
1.  Have you ever had a low blood sugar reaction?                     __ Yes       __ No 
     If yes, how did you feel?____________________________________________________ 
  
     How did you treat it?_______________________________________________________ 
 
2.  Do you carry a source of sugar with you?                Yes            No 
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3.  Have you ever had to be given glucagon?                 Yes            No 
 
4.  Does someone you live with know how to give glucagon?     __ I don’t know __ Yes   __ No 
     
     If yes, do you have a glucagon kit at home?      Yes            No 
 
5.  What is considered a normal blood sugar range?________________________________ 
 
 
Chronic Complications 
 
1.  Are you aware of the complications that may develop when you have diabetes? __ Yes  __ No 
 
 
2.  Do you have any of the following complications now? (Check and explain all that may apply.) 
      
     __  Eye problems:__________________________________________________________ 
      
     __  Heart problems:_________________________________________________________ 
      
     __  Kidney problems:________________________________________________________ 
 
     __  GI problems:____________________________________________________________ 
 
     __  Numbness/pain:_________________________________________________________ 
 
     __  Sexual problems:________________________________________________________ 
 
Medical History 
 
1.  When was your last physical examination? _____________________________________ 
 
2.  How often do you have your eyes checked?                    Date of last exam:___________ 
 
3.  Do you wear glasses?                                 Yes         _No 
 
4.  Have you noticed any change in your skin recently?               __ Yes     __ No 
      
     If yes, please describe:____________________________________________________ 
 
5.  How often do you check your feet?_____________Date of last exam by MD:_________________ 
 
6.  How often do you have a dental checkup?        __________    Date of last checkup:___________ 
 
7.  How would you describe your general health?    _______Good      __   Fair   __     Poor________ 
 
8.  Is your health important to you?  __ All the time   __ Sometimes  __  Only when ill   __ Not at all 
 
9.  Do you smoke?     If yes, how much?____________________ 
 
10. Have you been to the emergency room within the last 6 months?               __ Yes      __ No 
       
      If yes, describe reason(s):_________________________________________________  
 
11.  Do you wear a medical identification bracelet or necklace?                  Yes           No  
 
12.  Have you ever had a shot to prevent pneumonia?                                         Yes           No 
 
13.  Have you received a flu shot within the year?                                               Yes           No 
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14. Have you ever been told you have high cholesterol?  __             Yes           No 
 
15. Have you ever been told you have high triglycerides?  __             Yes         _No 
 
16. Have you ever been told you have high blood pressure?  __             Yes         _No 
 
Stress 
 
1.   Is there much stress in your life?                        __ Yes      __ No 
      If yes, explain:___________________________________________________________ 
 
2.   What do you do to handle stress in your life? ___________________________________ 
 
      _______________________________________________________________________ 
 
Other 
 
1.   What is your language preference?      Spoken:                     Reading:                 _____ 
 
2.   Do you have trouble: 
 
      Hearing   ____ Yes   ____ No; Seeing    ____ Yes    ____ No; Reading   ____ Yes    ____ No 
 
3.    How often do you need to have someone help you when you read instructions, pamphlets, or  
       or other written materials from your doctor or pharmacy? 
 
       ____Never        _____Rarely        _____Sometimes      ______Often      _______Always  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Patient’s name: __________________________________________   Date: ___________________ 
 
 
Educational Needs (assessed by the instructor{s}) 
 
Please check all that apply: 
 
__ Diabetes disease process 
 
__ Chronic complications             
 
__ Medications   
 
__ Monitoring  

 
 
 

__ Acute complications 
 
__ Physical activity 
 
__ Psychological adjustment 
 
 
 
 
 

__ Nutritional Management 
 
__ Goal setting and problem       
      solving 

 
__ Preconception care, 
      Pregnancy, GDM 
   

Instructor Signature:___________________________________ Date: ______________ 
 
Instructor Signature:___________________________________ Date: ______________ 
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