
D IABET ES I NT ERVENT ION T OOLK IT

2-11

Social Security Number: 
D ate of Birth: Type of Diabetes: I  / I I  (circle one)

Gender: M  / F (circle one) Age of Onset: 
Smoker: Y / N  (circle one)

Write the dates of service in the shaded area.
Place a check under the dates of service for the exams, labs, or interventions completed for each visit.

Dates of Service

PHYSICAL EXAM

BP  (Goal: <130/85; Every Visit)

Retinal Exam Performed  (Yearly)

Weight  (Every Visit)

Foot Exam (Every Visit: Vascular,
Skin Condition, Sensation)

LAB

HbAlc  (Quarterly)

Lipid Profile  (Yearly: Chol, Tri,
HDL, LDL)

Urine Dipstick (Glucose, Ketones,
Protein)

Serum Creatinine  (If Proteinuria
Present)

Complete Urinalysis

Microalbuminuria  (Yearly)

INTERVENTION

Self-Monitoring Logs Reviewed
(Every Visit)

Smoking Counseling

Referred for Retinal Exam  (Yearly)

Referred to Diabetes Educator

Referred to a Podiatrist

Referred to Dietitian

ACE Inhibitor

Pneumovax Vaccine

Influenza Vaccine

CURRENT MEDS

Insulin

Oral Hypoglycemic

Other:

Other:

PROVIDER

Dr/NP/PA:

Dr/NP/PA:

Dr/NP/PA:

Dr/NP/PA:

Write the name of the physician, nurse practitioner, or physicianÕs assistant in the ÒDr/NP/PA:Ó box below.
Place initials in the box(es) to the right for those date(s) where care was given.
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