Diabetes Checklist
Name ________________________________________________________

DOB _____/_____/_____ 
	Treatment
	Date/Results
	Date/Results
	Date/Results
	Date/Results

	Foot Exam

  Every visit
	
	
	
	

	Dilated Retinal

Exam

  Annually
	
	
	
	

	Urinalysis

  Annually
	
	
	
	

	Microalbumin

  Annually
	
	
	
	

	Hgb A1c

  Quarterly: if 

  poor control;

  2x/yr. If stable
	
	
	
	

	Cholesterol

  Annually
	
	
	
	

	Triglycerides

  Annually
	
	
	
	

	HDL
  Annually
	
	
	
	

	LDL

  Annually
	
	
	
	

	Weight

  Every visit
	
	
	
	

	Diet Assessment/Instruction

  Every visit
	
	
	
	

	Patient Education

  Once or more/yr.
	
	
	
	

	BP

  Every visit
	
	
	
	

	Other

	
	
	
	


