
Diabetes Care Flow Sheet

Date: __________________________
This flow sheet indicates minimum services to be provided in the continuing

care of persons with diabetes. It is no intended to preclude more intensive

evaluation and management where indicated. It is recognized that clinical

judgement must be taken into consideration for each patient.

	Assessment/Measurement
	Date ____/____/____
	Date ____/____/____
	Date ____/____/____
	Date ____/____/____

	
	Results:
	Results:
	Results:
	Results:

	Blood Pressure (goal: 130/80)
	
	
	
	

	Weight (goal: ________ )
	Yes          No
	Yes          No
	Yes          No
	Yes          No

	Self monitoring blood glucose (yes/no)
	
	
	
	

	Foot examination (every office visit)
                      Vascular Status

                      Skin Condition

                      Sensation 


	
	
	
	

	Dilated eye examination (annually)
	Referred      Performed
	Referred      Performed
	Referred      Performed
	Referred      Performed

	Hemoglobin A1c (quarterly if changing

regimen or poor control; 1-2 times/yr if

stable)
	
	
	
	

	Microalbumin (MA)/Protein (PRO)

(annually)

Check method of collection and enter

results
	Yes          No

( 24 hour MA ______
( Timed MA _______
( Spot Coll. MA_____
( 24 hour PRO ______ 
	Yes          No

( 24 hour MA ______
( Timed MA _______
( Spot Coll. MA_____
( 24 hour PRO ______ 
	Yes          No

( 24 hour MA ______
( Timed MA _______
( Spot Coll. MA_____
( 24 hour PRO ______ 
	Yes          No

( 24 hour MA ______
( Timed MA _______
( Spot Coll. MA_____
( 24 hour PRO ______ 



	BUN/Creatinine
	BUN: ___________

CR: _____________
	BUN: ___________

CR: _____________
	BUN: ___________

CR: _____________
	BUN: ___________

CR: _____________

	ACE Inhibitor Use
	Yes          No
	Yes          No
	Yes          No
	Yes          No

	Cholesterol (annually)
	
	
	
	

	Triglycerides (annually)
	
	
	
	

	HDL (annually)
	
	
	
	

	LDL (annually)
	
	
	
	

	ASA use (325 mg daily)
	
	
	
	

	Patient Education (annually) with CDE
	
	
	
	

	Diet Assessment (annually) with RD, LD
	
	
	
	

	Vaccination assessment/administration

(provider discretion)

                  Flu

                  Pneumonia
	Flu:          Yes     No

Pneumo:  Yes     No
	Flu:          Yes     No

Pneumo:  Yes     No
	Flu:          Yes     No

Pneumo:  Yes     No
	Flu:          Yes     No

Pneumo:  Yes     No

	Recent Hospitalization?
	Yes          No

Admit date: ________

D/C date: __________

ER visit: ___________
	Yes          No

Admit date: ________

D/C date: __________

ER visit: ___________
	Yes          No

Admit date: ________

D/C date: __________

ER visit: ___________
	Yes          No

Admit date: ________

D/C date: __________

ER visit: ___________



	Other:

	
	
	
	





Patient Name ___________________________________





DOB ____/____/____           Male          Female





Patient Clinic # _________________________________





Type 1 ____ Type 2 ____   Diagnosis Date ___________





Provider _______________________________________











