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General Information:
1. Name: ____________________________________________________________ 2. Date of Birth:_________________
3. What is your current occupation?________________________________________________________________________
4. Height:_________in (_______cm) Weight:________ pounds (_______kg) Pre-Pregnancy Weight:________ pounds
5. Diagnosis:

� Gestational Diabetes   � Type 2   � Type 1   � PreDiabetes   � Polycystic Ovary Syndrome (PCOS)   � I don't know 
6. How many weeks pregnant are you? _____________________ 7. What is your expected due date?_________________
8. Are you expecting more than one baby?   � No    � I don't know    � Twins    � Triplets    � More: _______________

Educational Needs:
1. What spoken language do you prefer for learning?    � English    � Spanish    � Other: ___________________________
2. Read and understand English?    � No    � Yes
3. How often do you need help reading instructions, pamphlets, or other written materials from your doctor or pharmacist?

� None    � Rarely    � Sometimes    � Often    � Always
4. Do you have any learning barriers? (describe)______________________________________________________________
5. How do you learn best? (Please check all that apply.)

� Reading    � Demonstration    � Lecture/Discussion    � Visual    � Other
6. Have you had diabetes education for pregnancy before?    � No    � Yes

If yes, where and when? ________________________________________________ Meal plan given?    � No    � Yes
7. In your own words, why do women with diabetes in pregnancy have higher blood sugars?

___________________________________________________________________________________________________
8. How do you feel about having diabetes in pregnancy? _______________________________________________________
9. What do you want to learn about during your education? _____________________________________________________
10.How interested are you in learning?    � Not Interested    � Slightly    � Fairly    � Very Interested

Social History:
1. Do you have religious or cultural practices that influence your health care or food choices?    � No    � Yes

If yes, describe ______________________________________________________________________________________
2. How much support do you get from family or friends during this pregnancy?    � None    � A little    � Some    � A lot
3. Do you have any financial concerns?    � No    � Yes    If yes, what? __________________________________________

Relevant Medical History:
1. Do you have food, drug, or latex allergies?    � No    � Yes    If yes, what? _____________________________________
2. List any other medical conditions________________________________________________________________________
3. Is your health important to you?    � All the time    � Sometimes    � Only when ill    � Never
4. In the past year, have you had any of the following services to prevent problems? 

Met with a diabetes educator � No    � Yes
Met with a registered dietitian � No    � Yes
Had eye exam by an eye doctor � No    � Yes
Complete physical with lab tests � No    � Yes
Cholesterol test � No    � Yes    � Don’t Know
Urine test for protein � No    � Yes    � Don’t Know
Flu vaccine � No    � Yes

5. Do you smoke?    � No    � Yes
6. Do you drink alcohol?    � No    � Not when pregnant    � Yes
7. In the last 12 months, have you used the:    � emergency room    � been admitted to a hospital    � NA

Why?______________________________________________________________________________________________
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Regular Schedule
Time (Circle one) Typical Foods/Beverage

Day off or Alternate Schedule
Time (Circle one) Typical Foods/Beverage

Wake-Up am/pm Wake-Up am/pm
Breakfast__________ am/pm Breakfast__________ am/pm

Work Start am/pm Work Start am/pm
Snack?____________ am/pm Snack?____________ am/pm

Lunch_____________am/pm Lunch_____________am/pm

Snack?____________ am/pm Snack?____________ am/pm

Work End am/pm Work End am/pm
Dinner_____________am/pm Dinner_____________am/pm

Snack?____________ am/pm Snack?____________ am/pm

Bedtime am/pm Bedtime am/pm

8. Are you currently having pain?    � No    � Yes    If yes, rate your pain:
� � � � � � � � � � �
0 1 2 3 4 5 6 7 8 9 10

No Pain Moderate Pain Worst Possible Pain

Medication:
1. List any medication(s) you take (Please list the name of the medication, the dose taken, and the time taken.)

Prenatal Vitamin    � No    � Yes    Other: _______________________________________________________________
Insulin: _____________________________________________________ Dose:_______________   Time:____________
Insulin: _____________________________________________________ Dose:_______________   Time:____________

On an insulin pen?    � No    � Yes    If yes, do you prime it?    � No    � Yes
Insulin Pump?    � No    � Yes    If yes, type: ______________________________________________________

Medication: _________________________________________________ Dose:_______________   Time:____________
Medication: _________________________________________________ Dose:_______________   Time:____________
Supplements: ________________________________________________ Dose:_______________   Time:____________

Blood Sugar Monitoring:
1. Name of Meter:______________________________________________________________________________________
2. Blood sugars before meals:______________  Blood sugars after meals:_______________
3. How long after meals are you testing?    � 1 hr    � 2 hr    � 3 hr  
4. Any problems testing?    � No    � Yes    If yes, describe____________________________________________________

Nutrition:
1. Are you on the WIC program?    � No    � Yes
2. Have you ever been on a weight loss diet program?    � No    � Yes    If yes, what program? _______________________
3. Are you currently on a diet for medical reasons?    � No    � Yes    If yes, what diet? _____________________________
4. Describe your usual schedule including usual meals and snacks:
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5. In a day, how many servings do you eat:    _____ milk, yogurt, and/or cheese    _____ vegetables    _____ fruit
6. How many times a week do you eat away from home? _____ Type of meal:   � Cafeteria style   � Sit-down   � Fast food

� Take your lunch    � Frozen Meals (brand:________________)  Other: __________________________________
7. List any food  intolerances: ____________________________________________________________________________
8. Do you have any of the following?  Mark all that apply. � Heartburn    � Constipation    � Nausea    � Vomiting

If yes, explain___________________________________________________________________________________

Exercise:
1. Do you exercise?    � No    � Yes    (If yes, see below)

Type of exercise(s)? __________________________________________________________________________________
How often? _________________________________________________________________________________________
How long?__________________________________________________________________________________________

2. Does your doctor have you on an activity restriction?    � No    � Yes
If yes, what are your limits?_________________________________

3. List any other problems/limits with exercise that you may have:_________________________________

Making Changes:
Having diabetes means you may need to make changes.  What changes, if any, would you like to make now?  Mark all that apply.
� Exercise � Healthy eating � Reduce risks of diabetes complications              
� Checking blood sugar � Taking medication � Problem solving for blood sugars and sick days
� Living with diabetes � Quit smoking � I do not know what to change          
� None of the above

I struggle with making changes in my life to care for my diabetes:
� Agree    � Neutral    � Disagree    � I don't know

What makes it hard to make the changes you want?  Mark all that apply.
� I don't know what to do or how to do it � My health is not good � I don't have the will power
� I can't see well enough to do it � I don't have the time � I can't remember to do it
� My family /friends do not support me � I can't afford it � It's too uncomfortable
� It's too hard � No place to do it � None of these
� It's not that important � I don't enjoy it � Other: ___________________________

Patient Signature:_____________________________________________________________ Date:__________________

FOR OFFICE USE ONLY

Educator Signature: ___________________________________________________________ Date:__________________

Educator Signature: ___________________________________________________________ Date:__________________

Educator Signature: ___________________________________________________________ Date:__________________

OGTT
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OGTT
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OGTT
2-hour

OGTT
3-hour A1C / Date
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