CRWYS MEDICAL CENTRE – DIABETES REVIEW


Name:	...............................................................................................			Date of Birth: ........................................................
Address:  ..............................................................................................................................................................................................................
Tel No:  .................................................................................................			Today’s Date: ........................................................
Email address:  ...................................................................................... This email address will be used for all correspondence relating to this request.  Please be aware that if anyone else has access to this email address they may see responses sent to you.
What is your average weekly intake of alcohol in units?   ............................
(1 unit = half a pint of normal strength beer, third pint cider/strong beer, pub measure of spirits (25ml), pub measure of glass of wine (125 ml), glass of sherry/fortified wine)

Smoking Status:							Height:   .......................... (approximate if not known)
Current Smoker 	Yes/No  	Daily Cigarettes:  ........................	
Ex Smoker	Yes/No	Date Stopped:  ............................		Weight:  ......................... (approximate if not known)
Never Smoked	Yes/No	Cessation advice available:  www.helpmequit.wales/

Blood Pressure:
If you have your own machine or have had your blood pressure checked in the last 12 months, what was the result?  ..............................................
Flu Vaccination:
Are you aware we usually provide vaccinations October/November each year and patients with respiratory illness are eligible for this?
YES		NO		DECLINE

Urine Sample  Provide a urine sample with this completed form

Text Messaging:
Do you consent to us contacting you by Text Message?					YES	NO
Please confirm your telephone number:   07.............................................

What Medication are you taking and do you remember to take them?
......................................................................................................................................................................................................................................................................................................................................................................................................................................................................................

If using injections do you alternate injection sites?					YES	NO

Do you get any side effects from your medication (if you are on any)?			YES	NO 
If YES, please describe ...............................................................................................
....................................................................................................................................

How are you getting on with your Diabetes at the moment?

.........................................................................................................................................................................................................................................

........................................................................................................................................................................................................................................

If you have a blood glucose monitor at home, please can you record some measurements at different times of the day, eg before breakfast, after lunch, before tea and before bed, for a week before your appointment.  Make a note of them on another piece of paper and return with this questionnaire, or have them to hand during the call.

[bookmark: _GoBack]Foot Check

The Touch the toes test is a quick and easy test designed to assess sensitivity in your feet, and can be done in the comfort of your own home. The test involves lightly and briefly (1-2 seconds) touching the tips of the first, third and fifth toes of both feet with the index finger to detect a loss in sensation.  Instructions are available at:  https://www.diabetes.org.uk/guide-to-diabetes/complications/feet/touch-the-toes

Did you feel touch in at least 5 of the 6 toes??			YES	NO

Are you experiencing any of the following?:

Burning or tingling in legs or feet?				YES	NO

Discoloured, ingrown or elongated nails?			YES	NO

Leg or foot pain with activity or at rest				YES	NO

Any cuts or blisters?					YES	NO

Swollen feet, ankles or legs?					YES	NO





Thank you for completing this questionnaire, please return to the surgery ASAP 

