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[bookmark: _GoBack]GESTATIONAL DIABETES HISTORY QUESTIONNAIRE

All questions contained in this questionnaire are strictly confidential and will become part of your medical record.

Name: 							Date: 		/	/	
Date of Birth: 		/	/		Age: 		




Referring Physician: 				Date Last Seen: 		/	/	 Due Date: 	/	/	
Height: 			 	Weight Now: 			 	Pre Pregnancy Weight: 				
Ethnic Background: (circle one) Caucasian, Black/ A-A, Hispanic, Native American, Middle-Eastern, Other:		 		
Marital Status: 					 	Spouses Name: 							
Occupation: 		       	 Shift:    			  (circle One) Full Time, Part-time, Retired, Unemployed, Disabled
Where do you receiver your emotional support? 			 Who lives in your house? 					
Have you had Gestational Diabetes Before? Yes         No          If yes, did you require medication to control the diabetes? Yes        No
What kind of diabetes medication: 					Have you had any previous diabetes education? Yes        No
When: 					 Where: 										
Do you have any family members with diabetes? Yes        No       	Who: 							
How would you rate your health: (circle one) Excellent, Good, Fair, Poor	   Do you smoke? Yes         No       
If so are you willing to stop smoking? Yes         No
Prescriptions: 														
Prenatal Vitamins? Yes         No        Other Vitamins/Herbal Supplements: 							
Allergies: 														
Exercise: 
Are you exercising now? Yes         No        What type of exercise are you doing? 							
How often do you exercise? 				 How long do you exercise? 					
Do you have any health risks/barriers to exercise? Yes         No        Any recent hospitalizations/emergency room visits? Yes         No
Do you have other health problems? 											
Lifestyle Issues:
If you are not exercising now and have no health risks for exercise, are you willing to set a goal to exercise to improve your health and diabetes control? Yes         No
Do you have concerns that need to be addressed today? 								
Eating Habits: 
Who cooks? 					 How often to you eat out? 						
Do you eat Breakfast? Yes         No       Do you eat Lunch? Yes         No       Do you eat Dinner? Yes         No
Do you eat Snacks? Yes         No       When? 				 What types? 						
How often do you skip meals? 												
Do you drink beer, wine, or mixed drinks? Yes         No        How many drinks per week/month? 					

	NUTRITION HISTORY

	Write down two typical breakfast meals (include amounts if possible):

	1.
	2.

	Write down two typical lunch meals (include amounts if possible):

	1.
	2.

	Write down two typical supper meals (include amounts if possible):

	1.
	2.



What problems can you identify in your eating habits that may interfere with your diabetes? 																			

THANK YOU FOR TAKING THE TIME TO COMPLETE THIS FORM.

For Office Use Only:
Notes: 														
Educator: 									 Date: 		/	/	
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