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	ADULT DIABETES VISIT

Date: _______ [  ]New   [  ]Routine F/U   [  ]W/I Acute problem:  DM / non-DM
	Patient Name:  __________________________________________________

Medical Record #:  ______________________________________________

DOB:  _____________________

	Chronic Diseasses
	History
	Fam. Hx
	Lab / Referral
	Results / Date
	Medications:
	

	Diabetes Mellitus: I    II
	
	
	HbAıc
	
	ALLERGIES:
	

	Neuropathy
	
	
	UA/ Microalbumin
	
	
	

	Hypertension/CHF/CAD
	
	
	S. Creatinine/ GFR
	
	ASA – B Blocker – ACE – ARB – STATIN
	

	Renal disease / Nephropathy
	
	
	Cholesterol/Trig
	
	Fibrate – Glipizide – MET – TZD - Insulin
	

	Dislipidemia/Triglyceridemia
	
	
	LDL/HDL
	
	
	

	Retinopathy
	
	
	EKG
	
	
	

	Vasc.Disease:  TIA Stroke PVD
	
	
	ECHO
	
	
	

	Asthma/COPD/Bronchitis
	
	
	CXR
	
	
	

	Liver disease
	
	
	LFT’s
	
	
	

	Hypo/Hyper thyroidism
	
	
	Thyroid FT’S
	
	Other Risk Factors
	

	Depression/Anxiety
	
	
	FOBT/Colonoscopy
	
	Smoking – Physical Inactivity – Obesity
	

	CANCER:  Colon
	
	
	PSA
	
	Imprudent Diet – Alcohol Use –Drug Use
	

	Prostate
	
	
	Mammo
	
	
	

	Breast/Cervical
	
	
	Pap/GYN Visit
	
	
	

	Other:
	
	
	Dental Exam
	
	Vaccinations
	

	
	
	
	Nutrition Visit
	
	Influenza Date Given:
	

	Self Management Goals Set
	[Y] [N]
	
	Diabetes Ed Visit
	
	Pneumovac Date Given:
	

	Glucometer
	[Y] [N]
	
	Podiatry Exam
	
	Tdap Date Given:
	

	Home:  SBG results reviewed
	[Y] [N]
	
	Eye Exam
	
	
	

	

	CHIEF COMPLAINT

	

	

	HISTORY OF PRESENT ILLNESS

	

	

	

	

	

	

	

	

	

	

	

	

	

	Provider:                                                                                      Signature:
	Date:

	Patient Name:                                                                                     Chart#



	VITAL SIGNS

	Bp: ________  PULSE: _______   RR: _______  TEMP: ______   HT: ________   WT: ______lb   BMI: ________   Random/FBS: ________

	Review of System(s)
	WNL
	Abnormal findings/ comment
	PLAN
	

	Pain  is reported  [Y] [N] 
	Pain Assessment completed [Y] [N]

	General / Appearance
	
	
	Referrals:  Podiatry – Ophthalmology - Nutrition

	HEENT / Mouth / Dentition
	
	
	                   Diabetes ED – Dental – GYN

	Skin
	
	
	                   Other:

	Neck / Thyroid
	
	
	Vaccines:  Influenza – Pneumovac – Tdap-Other

	Heart
	
	
	Screening:  Mammo – Colonoscopy-Pap Smear

	Chest / lungs
	
	
	Education:  Medication Compliance

	Abdomen
	
	
	                     Diabetic Healthy Diet

	GU / Rectal
	
	
	                     Exercise _____ min _____ day

	Neurology
	
	
	                     Keep Home Glucose Diary

	Extremities / Feet
	
	Pulse:          • Callous:            • Ulcer:          • Deformity:   
	                     Smoking Cessation
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	Test:           PPD – EKG – Other :

	
	F/U Labs:  U Microalb – HbA1c – CBC – CMP

	
	                    TSH – Lipids – LFT – FOBTx3 – PSA

	
	                    U/A – HIV – RPR – Other:

	
	Medication:

	
	

	
	

	
	

	
	


	DIAGNOSIS / ASSESSMENT / COMMENTS

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	
	Follow up Visit: _______D_______W_______M

	Provider:
	Signature:
	Date:


