
The Endocrine Clinic, P.C. DIABETES DATA BASE
Name:____________________________ Date of Birth:______________ Visit Date: _____-_____-_____
Before you come in for initial visit, you can PPRRIINNTT this form and fill it out at home. Find the
picture of a printer in the upper left corner of this form and click on it to print. Thanks!
Your approximate date of diagnosis: _________________________

MONTH YEAR

History of diagnosis (include where, by whom, follow-up, blood glucoses and symptoms):
_______________________________________________________________
_______________________________________________________________
_______________________________________________________________
 Diabetes monitoring:
a. checking:  blood sugar urine ketones  nothing
b. frequency: times per day: ____________________________ days per week:everyday other:______________
c. brand of testing device(s): ______________________________
d. average blood sugar (if known):

AM: ___________ Lunch: __________ Supper: __________ Bedtime: ___________ Other: ___________

LLaasstt HHeemmoogglloobbiinn AA11cc:: ________________ .. UUnnkknnoowwnn:: 
IIss tthheerree aa hhiissttoorryy ooff::
EEyyee ddaammaaggee ffrroomm ddiiaabbeetteess::  YYeess  NNoo HHeeaarrtt aattttaacckk,, ssttrrookkee oorr ootthheerr hheeaarrtt pprroobblleemmss::  YYeess NNoo
DDiiaabbeettiicc nneerrvvee ddaammaaggee ttoo ffeeeett//hhaannddss::  YYeess NNoo DDiiaabbeettiicc kkiiddnneeyy pprroobblleemmss oorr pprrootteeiinn iinn uurriinnee::  YYeess  NNoo
SSeexxuuaall pprroobblleemmss::  YYeess NNoo HHiigghh cchhoolleesstteerrooll // ttrriiggllyycceerriiddeess::  YYeess  NNoo
HHiigghh bblloooodd pprreessssuurree::  YYeess NNoo TToobbaaccccoo uussee::  CCuurrrreennttllyy YYeess  PPaasstt YYeess  NNeevveerr DDeessccrriibbee::

 Current symptoms: None
weight loss
weight gain
 change in appetite
 increased urination
 night time urination
 increased water drinking
 dizziness

 tiredness
 blurred vision
 skin infections
 leg cramps/pain
 burning feet, other
 itchy skin
 nausea or fullness

 belly bloating
 impotence/sexual
problems
 vaginal infections
 bladder infections
 other:

 Current diabetes plan includes:
 dddiiiaaabbbeeettteeesss pppiii lll lllsss::: ((( lll iiisssttt CCCUUURRRRRREEENNNTTT tttyyypppeeesss///dddooossseeesss/// ttt iiimmmeeesss pppeeerrr dddaaayyy))) __________________________________________________________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

 iiinnnsssuuulll iiinnn rrreeegggiiimmmeeennn::: aaa... lll iiisssttt ttt yyypppeeesss///dddooossseeesss &&& ttt iiimmmeeesss ooofff dddooossseeesss::: ___________________________________________________________________________________________________________________________________________________________________________

bbb... dddooo yyyooouuu uuussseee:::  iiinnnsssuuulll iiinnn vvviiiaaalll  iiinnnsssuuulll iiinnn pppeeennn (((bbbrrraaannnddd))) :::
ccc... rrroootttaaattt iiiooonnn ooofff iiinnnjjjeeecccttt iiiooonnnsss tttooo:::  ssstttooommmaaaccchhh  aaarrrmmm  ttthhhiiiggghhh  hhhiiippp  ooottthhheeerrr :::

 iii fff iiinnnsssuuulll iiinnn pppuuummmppp::: aaa... bbbrrraaannnddd///mmmooodddeeelll ooofff pppuuummmppp::: ___________________________________________________ bbbaaasssaaalll rrraaattteee(((sss))) ::: _______________________________________________________________________________________________________________

bbb... hhhooowww mmmuuuccchhh bbbooollluuusss iiinnnsssuuulll iiinnn dddooo yyyooouuu gggiiivvveee ppprrreee---mmmeeeaaalllsss &&& hhhooowww dddooo yyyooouuu cccaaalllcccuuulllaaattteee bbbooollluuusss aaadddjjjuuussstttmmmeeennntttsss:::

 nutritional / diet plan: carbohydrate counting. ADA calories:_________low fat/cholesterol.  other:______________
 exercise plan: type: ______________________ frequency:_______________ How many minutes each time?_________
Do you take an aspirin daily?Yes No. Dose: ___________mg.
Do you wear a medic-alert bracelet/necklace?Yes No. Do you have glucagon at home?Yes No.
Are you an ADA/JDF member?Yes No. Are there sugar raising food/supplies in the car?Yes No.
Have you seen an eye doctor in the last year?Yes No. Do you perform routine foot care?Yes No.

 Metabolic imbalance:
a. Diabetic Ketoacidosis: ________________________________________________________________  none
b. Coma from high or low blood sugar: _____________________________________________________  none
c. Low blood sugars: frequency: __________________ most likely times of the day: _____ __________  none

Explain please: ______________________________________________________________________ 7/04 B TEC 2004


