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DIABETIC QUESTIONNAIRE 
To Be Completed by Diabetics Only 

Patient:  ___________________________  Date: ___/___/___ 

Type of Diabetes: Type I ☐ Type II ☐  

When were you 1st diagnosed?            Date: ___/___/___ 

Is your diabetes under control? If so, is it controlled by: 
Diet ☐  Insulin ☐  Medication   ☐ Other __________________ 

Do you regularly check your glucose levels? Yes ☐ No ☐ 

Last time you checked your glucose? Date: ___/___/___ 

What was your last blood sugar ________ A1c______________ 

Name of primary doctor treating diabetes: __________________ 

Date of last visit with Primary Care Dr.      __________________ 

Any known complications resulting from diabetes: 
Eyes ☐ Circulation ☐ Nerves ☐ Heart & Blood Vessels ☐ Kidneys ☐ 
Gums & Teeth ☐ Other _____________________ 
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