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GESTATIONAL DIABETES – ASSESSMENT FORM

General Information:

Name:  __________________________________   Date of birth: _________________ Age: ____________
Home Phone: _________________Work Phone: _________________Cell Phone:_____________________
Obstetrician’s name: _______________ Due Date:______________ Delivery Hospital: _____________
Ethnicity:   African American   Asian   Caucasian  Hispanic  Middle Eastern  Native American  
Occupation:  _______________________________ Work hours:__________________________________
Last grade of school completed:  ______________ E-mail________________________________________
Marital status:    ( Single
(Married
(Divorced
(Widowed
How many people live in your household? ____________  
Is there anyone who will help you with your diabetes care?
(Yes

(No 

If yes, who? ________________________________________
List any family members who have diabetes: __________________________________________________
Knowledge of Diabetes:

In your own words, what is gestational diabetes and what do you think caused it?  ______________________________________________________________________________________
How do you feel about having gestational diabetes?   ___________________________________________
What is your goal for this education session (what would you like to learn)?  ________________________
______________________________________________________________________________________
How many times have you been pregnant? _________ How many live births have you had?  ___________
Please list prior baby birth years and baby birth weights:
	
	
	
	

	
	
	
	


      Year
 Weight
Have you had gestational diabetes in the past? 



( Yes

( No

  If yes, have you performed Self Blood Glucose Monitoring?                     ( Yes             ( No    

  Have you tested your urine for ketones?



            ( Yes

( No
In the last 2 weeks, have you felt down, depressed or hopeless:                     ( Yes           (  No
In the last 2 weeks have you had little interest or pleasure in doing things?   ( Yes           (  No
Exercise:
Do you exercise regularly? (Yes   (No   List any barriers to exercise: __________________________ 
If yes, what type of exercise and how often?_________________________________________________
Nutrition:          
Describe your typical daily foods eaten and schedule:
Who does the cooking? _________________
Breakfast:  ______________________________________________________  Time:  ______________
Lunch:  _________________________________________________________ Time:  ______________
Dinner:  ________________________________________________________  Time:  ______________
Snacks/times:  ________________________________________________________________________
Beverages: ____________________________List any food allergies: ____________________________
How many times per day do you eat vegetables:_______ fruit:________ meat or soy protein:__________
bread/pasta/beans/rice/tortillas/roti/potatoes/cereal:________  yogurt:_________  cheese:_____________
Number of meals eaten away from home per week:   Breakfast: _______ Lunch: ______  Dinner: ___​__​​_
Restaurant type:        (Cafeteria style     (Family Style
    (Fast Food
       ( Brown bag
How would you best describe your appetite?  (Good         (Poor
            (Excessive (large portions)

Do you have any special dietary needs? Explain_____________________
(Yes

(No

Are you experiencing heartburn?      





(Yes

(No

Are you experiencing constipation?





(Yes

(No

Are you planning to breastfeed your baby?




(Yes

(No
Medication:
List any prescribed and over the counter medications you take.  (Please list medication  name, dose and time taken )
Are you taking pre-natal vitamins daily? (Yes   (No   

Medication:  ____________________________Dose: _______________    Time:  ______________

Medication:  ____________________________Dose: _______________    Time: _______________

Medical History:
How would you describe your general health?
(Good
    (Fair
           (Poor

Height:  __________
      Present Weight:  _______         Pre-pregnancy weight: ____________

Have you had an excessive weight gain of 5-10 lbs. in one month?
            (Yes

(No

Have you been hospitalized within the last 12 months?


(Yes

(No

Have you been to the emergency room within the last 12 months?

(Yes

(No
If yes to either above, describe reason: ____________________________________________________
Do you smoke?  _______________________If yes, how much? _________________________________

Do you drink alcohol?  _________________If yes, how much?  _________________________________

List any other medical conditions:  _______________________________________________________
Diabetes Educator Signature:  ___________________________________Date:____________________
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