
DIABETES CARE CENTER QUESTIONNAIRE

Name:__________________________________________________________________ Date:_ ____________________________

Date of last physical exam:

Is this a routine check-up?   o YES     o NO         If no, list all symptoms you have now...

1.______________________________________________________________________________________________

2.______________________________________________________________________________________________

3.______________________________________________________________________________________________

4.______________________________________________________________________________________________

RELATIVES

Father

Cancer: What kind?

Mother

Tuberculosis:

Brother

Diabetes:

Sister

Heart trouble:

Insanity:

Spouse

High Blood Pressure:

Suicide:

Son

Stroke:

Thyroid Disease:

Daughter

Epilepsy:

AGE IF LIVING,
HEALTH CONDITION

IF DECEASED,
AGE OF DEATH CAUSE

HAS ANY BLOOD RELATIVE EVER HAD:
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WHO:







Patient Name:_ __________________________________________________________

SOCIAL HISTORY
Have you ever smoked?  o NO     o YES          Do you smoke now?   o NO     o YES          How many per day?_ ____________

If you quit, when?_________________________________________At what age did you start?___________________________

Do you drink alcoholic beverages?  o NO     o YES          How much?_ _______________________________________________

Are you on a special diet?  o NO     o YES          If yes, what kind of diet?_ ____________________________________________

Your weight now:__________________________________One year ago:_____________________________________________

States and countries in which you have lived?___________________________________________________________________

When did you move to florida?_ ______________________________________________________________________________

Previous occupations:_______________________________________________________________________________________

Have you ever had an EKG?  o NO     o YES          If yes, date of last one:_ ____________________________________________

Have you ever had a chest x-ray?  o NO     o YES          If yes, date of last one:_________________________________________

DEVICES
Do You Use...?
Eyeglasses...................o NO     o YES	 Hearing Aids..............o NO     o YES	 IUD...................................o NO     o YES

Contact Lenses...........o NO     o YES	 Dentures....................o NO     o YES	 Others__________________________

WOMEN
Menstrual History:
Age at onset:_______________________  o Regular or o Irregular Last menstrual period:_____________________________

Date of last pap smear or pelvic exam:_________________________________________________________________________

Have you ever had an mammography?  o NO     o YES          If yes, date of last one:____________________________________

Pregnancy:
How many times pregnant?_____________________ Full term:____________________  Premature:______________________

Abortions:    Spontaneous:___________________________________  Therapeutic:_ ___________________________________

Living children:_________________ Birth defects:_ ______________________________________________________________

Any complications with pregnancy?___________________________________________________________________________

Date of last childbirth:_ _____________________________________________________________________________________

Any other information you would like to list:____________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

Doctor’s Initials:_______________




