GOODLIFE Diabetes Clinic - Return Visit for Patients with Diabetes

Student Name:

Patient Name:

Age:

ID Number:

Date of last visit:

Chief Complaint:

SUBJECTIVE

Interim History:

Current Treatment:

Smokes?

Chest Pain?

ASA?

Flu shot?

Recent blood sugars (last 2-3 weeks)

Fasting:

Pre-lunch:

Pre-supper:

Bedtime:

Overnight:

Hypoglycemia?

     If yes, time of day:

Change of diet?

Change of activity?

Last Hemoglobin A1C:

   (normal <6.5 goal <7.0)

Last Lipid Profile/LDL: 

   (goal <100)

Last urine albumin/protein:

   (normal <30 albumin/creatinine)

Last dental exam?

Last dilated eye exam?

OBJECTIVE

Fingerstick Results:

Examination of insulin injection site for lipohypertrophy:

Fundoscopic exam:

Lungs:

Cardiac:

Peripheral Pulses:

Abdominal:

Foot exam/ extremities: USE FOOT SCREEN SHEET

Other:

ASSESSMENT & PLAN

Student/ Provider:

