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                                   DIABETES SELF-MANAGEMENT EDUCATION/NUTRITION COUNSELING  

                                                                                        INITIAL ASSESSMENT 
CONTACT INFORMATION
Name ​​​​​​​​​​​​​​​​​​​​___________________​​​​​________        Date of Birth __________        Gender ______     Date _____
Home Phone: ____________    Cell Phone:  ______________   Work Phone: _________________

Preferred number to call _______________     May we leave a message on your answering machine? ☐ Yes   ☐ No
RACE/ETHNICITY
☐ American Indian or Alaska Native     ☐ Asian or Asian American     ☐ Black or African American 

☐ Native Hawaiian or Pacific Islander        ☐ White or Caucasian       ☐ Hispanic or Latino                                              ☐ Middle Eastern or North African             ☐ Other _____________
EMPLOYMENT / EDUCATION: 
Presently Employed:  ☐ No ☐ Yes         Type of Work: ☐ Sedentary      ☐ Physical     ☐ Work Hours_______

Education: ☐ Some High School        ☐ High School Diploma/General Education Development diploma   

 ☐ Some College/Technical School     ☐ College/Technical School Graduate   

HEARING / VISION / WRITING: 
Do you have any difficulty with written information: ☐ No    If Yes: ☐ Reading   ☐ Writing    ☐ Understanding 
Do you have difficulty with seeing or hearing?  ☐ No   ☐ Yes   If Yes, Explain ________________________  
HEALTH CARE CONCERNS: 


Do you have financial concerns that may affect your health care? (Food/Medications)  ☐ No    ☐ Yes

Who do you live with? ____________________​​​​​​​​​​​​​​___________           Number of people in Household ______

 Do you have emotional support from family, friends or organizations?   ☐ No    ☐ Yes

Any religious concerns that may affect your health care? ☐ No   ☐ Yes

Do you have financial concerns that affect your health care? (Foods/Medications) 
☐ No   ☐ Yes 
EATING HABITS: Typical Meal Pattern
 
      
☐ Breakfast, Lunch, Dinner   ☐ 2 meals/day     ☐ No set pattern        ☐ Eat whenever I am hungry

 
Snack Time(s): ☐ None     ☐ Between Meals     ☐ Bedtime      ☐ Eat throughout the day
Do you skip Meals? ☐ No    ☐ Yes  If Yes:  ☐ Daily      ☐ Weekly    ☐ Infrequently
Food Intolerances: ☐ None ___________________________ ☐ Reaction __________

                        DIABETES SELF-MANAGEMENT EDUCATION/NUTRITION COUNSELING  
                                                                                        INITIAL ASSESSMENT 
ALCOHOL USE: 
☐ Never   ☐ Yes   If Yes: Drinks per day___;   per week ___;   per month ___;   ☐I have a problem with alcohol.

Type of Alcohol: _______________________________________________________________________
HOW OFTEN DO YOU EAT THE FOOD GROUPS LISTED BELOW?
                  Select one: Never = 0       Occasionally = 1      Daily = 2       Several times a day = 3

Fruits _____    Vegetables: ____    Meat, Fish, Chicken, Cheese, other Protein _____      Milk/Yogurt ______
Starchy Foods (breads, cereal, pasta, beans, crackers, etc) ________ Sweetened Drinks/soda pop ________

Fatty foods, fried foods, gravy, salad dressing ________   Sugar, honey, cookies, ice cream, desserts, sweets________

How would you rate your portion control:  ☐ I eat too little    ☐ Just Right    ☐ I eat too much
PHYSICAL ACTIVITY 
Are you medically allowed to exercise? ☐ No     ☐Yes     If No, what are your restrictions? _______________
What kind of exercise do you do?  ☐ Housework/Yard work     ☐ Walking     ☐ Strength Training      ☐ Gym

Other:  ___________________________________________ How often ___________   How long? _________ 

Weight History: 
Highest weight ________ in what year? ______;    Lowest adult weight _______ in what year? ________

Current Height__________      Weight__________        Goal Weight____________ 
Readiness to Change: 

Are you ready to change or make adjustments in your eating behaviors:  ☐Yes    ☐No 
Are you ready to change your activity level: ☐ Yes      ☐ No

Participant Name: ​​​​​​​​​​​​​​​​​​​​_______________________      Date of Birth _____________   Today’s date ___________

                        DIABETES SELF-MANAGEMENT EDUCATION/NUTRITION COUNSELING  
                                                                                        INITIAL ASSESSMENT 
PREGNANCY, IF APPLICABLE 
Pre-pregnancy weight ________ Number of weeks pregnant _______ Expected Due Date: __________             

Where do you plan to deliver your baby? _________________________

Do you plan to breastfeed your baby?    ☐ Yes   ☐ No       ☐ Unsure 

Did you smoke prior to your pregnancy? ☐ Yes   ☐ No    ☐ Never
 * COMPLETE THIS SECTION ONLY IF YOU HAVE DIABETES *
DIABETES HISTORY 
How many years have you had diabetes? ________years         ☐ Diagnosed within the past year


Type of Diabetes:   ☐ Type 1    ☐ Type 2    ☐ Gestational      ☐ Unsure

When do you test your blood sugar?  Which meter? __________________________________________

☐ I don’t test    ☐ Before breakfast    ☐Before all meals    ☐Bedtime     ☐ 2 hours after a meal

☐ Other ___________________________________________________________________________

Have you had recent episodes of blood sugars over 200 mg/dL?   ☐ No   ☐ Yes 

How did you treat this episode? ___________________________________________________________

Have you had recent episodes of low blood sugars below 70 mg/dL?  ☐ No   ☐ Yes 

How did you treat this episode? ___________________________________________________________

Do you keep a record of blood sugar results in a log book or computer?   ☐ No   ☐Yes 
DIABETES EDUCATION 
Have you had any Diabetes Education in the past?  ☐ No     ☐Yes   If yes, did you meet with a 

☐ Diabetes Nurse Educator?      ☐ Registered Dietitian?    ☐ Physician Office Staff 

Have you attended Diabetes Classes?  ☐No         ☐ Yes   If yes, location _______________________________

Participant Name: ​​​​​​​​​​​​​​​​​​​​_______________________      Date of Birth _____________   Today’s date ___________

                        DIABETES SELF-MANAGEMENT EDUCATION/NUTRITION COUNSELING  
                                                                                        INITIAL ASSESSMENT 
SELF CARE BEHAVIORS:  When was the last time you had the following health services?  
                                                Within Last        Within Last       2 or More            Don’t Know/Never





  6 months                 Year           Years Ago

Physical Exam                               ☐                       ☐                   ☐                          ☐
Dental Exam                                  ☐                         ☐                    ☐                            ☐
Dilated Eye Exam                          ☐                         ☐                    ☐                            ☐
Foot Exam                                      ☐                         ☐                    ☐                            ☐
Flu Vaccine                                    ☐                         ☐                    ☐                            ☐
Pneumonia                                     ☐                         ☐                    ☐                          ☐
FOOT CARE: How often do you examine your feet?   ☐ Daily      ☐ Weekly     ☐ Rarely  

HEALTH BELIEFS



                                                                                                            Agree                 Neutral        Disagree

My health is important to me. 
                                                               ☐                        ☐                   ☐
I am afraid I will get complications.
        
                                ☐                        ☐                    ☐
I have accepted my diagnosis of diabetes.

                                        ☐                        ☐                    ☐
I have control over how my diabetes is managed.
                                  ☐                        ☐                    ☐
How would you describe diabetes? _________________________________________________________
*Bring this completed form and a 3 day record of food and beverage intake; include amounts and time of day
Participant Name: ​​​​​​​​​​​​​​​​​​​​_______________________      Date of Birth _____________   Today’s date ___________
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