
SUBJECTIVE:

1. How long ago dx with DM?

2. Related dx and how long.

3. Previous diet instruction.

4. Language / literacy

5. Weight changes in last year.

6. Changes made to diet.

7. # meals and snacks / day.

8. # meals restaurants.

9. Timing of meals / meds.

10. Beverages / day / 12 oz

H2O                         Juice

Milk                         Soda

Coffee                      Tea

Cream                      Sugar

Ethol                        Other

11. Snacks                     Sweets

12. Appetite          
      Portions

13. Fruit                    Veg/ Avoc

14. Bread/Tortilla/Rice/Cereal/Pasta/Pot

15. Beans/Meat/Poultry/Fish/Cheese

16. Food prep/Fats & Oils/Na++

17. Constip. / Diarrhea / Nausea

18. Vitamins / Supplements / Herbs

19. Exercise

20. Work

21. Other prob. or issues.

Date_________________________

Name ________________________

MR # ________________________

22. Dental exam / Problem with teeth

22. SMBG:  AM
     HS        Other

23. Hypo / Hyperglycemia?

24. Food labels

25. Sick days / Travel days

26. Shoes / monofilament test / feet

27. Tobacco

28. Dialated eye exam

OBJECTIVE:

1. Age

Sex

2.   Ht.

Wt.

BMI

3.   Date             BP

                          Accucheck  

4. Date             HbA1c
         Glu.

  Chol
         TG

  LDL                HDL

  Alb / Creat ratio

  TSH

ASSESSMENT:

1. Weight status

2. Diet adherence, understanding, motivation.

3. Composition of diet

4. Exercise

PLAN:
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