Diabetes Patient Questionnaire

Smoking
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Do you smoke?      
( YES     ( NO

Dental Visits
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Have you seen a Dentist since your last visit to the Family Practice Center/Outpatient Clinic?        
( YES     ( NO




Has it been more than one year since you have seen a dentist?
( YES     ( NO


If you know, please enter the approximate date of your last dental visit.
Date:__________

Eye Exams
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Have you visited an eye doctor since your last visit to the Family Practice Center/Outpatient Clinic?
( YES     ( NO


Has it been more than one year since you have seen an eye doctor?
( YES     ( NO


If you know, please enter the approximate date of your last visit to an eye doctor.
Date:__________

Self Management
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Have you been following your diabetic diet?
( YES     ( NO



Have you been taking all your medications?
( YES     ( NO

[image: image4.wmf]
[image: image5.wmf]
Do you exercise regularly?
( YES     ( NO



Your comments:


**Please give this form to the nurse when you are called to the exam room**

