Kentucky Diabetes Prevention and Control Program

Diabetes Self-Management Training

The following information will be used to evaluate the diabetes self-management class and will be kept confidential.

Print Name ______________________________________________ Date of Birth ____/____/____    Sex____    Race_____


     First

       middle
  last



County________________ Class Location______________________________________ Class dates__________________

(Of residence)

______________________________________________________________________________________

1. How do you rate your current understanding of the following?                                                                                  

 Check one box for each question below      
 
                    Poor            Fair             Good           Excellent

	a. Overall understanding of diabetes.....................................
	1
	2
	3
	4

	b. Diet and blood sugar control .............................................
	1
	2
	3
	4

	c. Weight management .........................................................
	1
	2
	3
	4

	d. Exercise ............................................................................
	1
	2
	3
	4

	e. Use of insulin/pills..............................................................
	1
	2
	3
	4

	f. Blood sugar testing.............................................................
	1
	2
	3
	4

	g. Foot care ...........................................................................
	1
	2
	3
	4

	h. Complications of diabetes. ................................................
	1
	2
	3
	4

	I. Eye care..............................................................................
	1
	2
	3
	4

	j. Alcohol use and diabetes....................................................
	1
	2
	3
	4


2. Do you know what type of Diabetes you have? ____Yes  ____No        (check one)  Type 1_____   Type 2_____

3. Do you wear identification (necklace, bracelet, etc) to identify that you have diabetes? ___Yes ___No

4. Do you know what an A1c test (Hemoglobin A1c) is?  ____Yes   ____No   What was your most recent A1c? _____

5. What kind of Diabetes medication do you take? 

_____(a)
I don’t take diabetes pills or insulin
_____(c)
I take insulin         

_____(b)
I take diabetes pills
_____(d)
I take insulin and diabetes pills 

6. Do you ever miss a dose of your medications?  _____ Yes  _____ No

  
(If you answered yes to the above, from the following please check all that apply)

_____ (a)
I can’t afford to buy my medicine 

_____ (b)
I forget to take my medicine 

_____ (c)
I don’t like to take medicine

7. How many of the last 7 days did you exercise? (Circle one)



0          1          2          3          4          5          6          7

8. During a typical day that you exercise how much time (total minutes in one day) do you spend exercising?

_____(a)
Don’t exercise
_____(c)
15 minutes
_____(e)
30 minutes 

_____(b)
45 minutes    
_____(d)
60 minutes
_____(f)
More than 1 hour 

9. Which of the following routinely apply to your eating habits?  (Check all that apply)
___(a)
Follow a meal plan designed by a dietitian
___(g)
Eat foods high in dietary fiber 

___(b) Use artificial sweeteners instead of sugar
___(h)
Eat only 5 to 8 oz of meat or meat substitute daily 

___(c)
Eat at least 3 meals daily 
___(i)
Limit amount and type of fat I eat 

___(d)
Read food labels 
___(j)
Don’t follow a meal plan or diet 

___(e)
Count carbohydrates
___(k)
Eat a total of 5 servings of fruits and vegetables daily 

___(f)
Count calories
___(l)

Drink 6 to 8 oz glasses of water daily 

10. Do you carry a source of sugar with you for treating a low blood sugar?    _____Yes    ____No

11. Of the choices below, check the blood sugar level you think is too High for a fasting blood sugar (fasting is 8 or more hours without eating). Then check the blood sugar that you think is too high 2 hours after a meal.

	Fasting blood sugar

_____ a.
Don’t know

_____ b.
over 120

_____ c.
over 100

_____ d.
over 90

_____ e.
over 80

_____ f.
over 70

_____ g.
over 60
	Blood sugar 2 hours after eating


_____ a.
Don’t know  

_____ b.
over 100


_____ c.
over 125 


_____ d.
over 150 

_____ e.
over 175


_____ f. 
over 200


_____ g.
over 250 


12. Do you check your blood sugar? ____Yes ___No  (If Yes please check how often below)


_____(a)
Once a day
_____(d)
Four times a day
_____(g)
Occasionally 


_____(b)
Two times a day
_____(e)
Several times a week
_____(h)
Rarely


_____(c)
Three times a day
_____(f)
Once a week 
_____(i)
Never

13. Do you have a sick day plan or know what to do when you get sick?   _____Yes    ____No

14.  How often do you examine your feet for sores, cuts, calluses, infection or other problems ?

_____(a)  Daily 



____(d)  A few times a month

_____(b)  Several times a week 

____(e)  Rarely or never

_____(c)  Once in a while 

15.  Do you have any of the following health problems or diabetes complications now?

_____(a)
High Blood Pressure 
_____ (f)
Heart problems
_____ (K)
Depression

_____(b)
Stroke
_____ (g)
Kidney problems
_____ (l)
Overweight

_____(c)
High cholesterol
_____ (h)
Arthritis
_____ (m)
Digestive problem

_____(d)
High triglycerides 
_____ (i)
Foot ulcers
_____ (n)
Dental problems

_____(e)
Amputation (toe, foot, etc)      _____ (j)
Eye problems
_____ (o)
Pain/burning/loss of feeling

    
in your feet

16.  Do you currently use tobacco products? ___Yes ___No   Previously  quit (date if known) ___/___/___


17.  Do you currently take an aspirin every day? ___Yes ___No (if No why not______________________)

18.  How often do you have blood sugar readings over 150?

_____(a)
Daily
_____(d)
Once in a while

_____(b)
Several times a week
_____(e)
Never 

_____(c)
A few times a month
_____(f)
I don’t check my blood sugar

19.  Have you ever had a Pneumonia shot?  _____Yes
   _____No 

20.  Check the following procedures or tests you’ve had by your healthcare provider in the last 12 months?


_____(a)
Dilated eye exam
_____(f)
Foot exam  



_____(b)
Urine test for protein
_____(g)
A1c blood test (Hemoglobin A1c)  


_____(c)
Cholesterol test
_____(h)
Dental exam






_____(d)
Flu shot
_____(i)
Depression screening 

_____(e)
Blood pressure
_____(j)
Weight      
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