
DIABETES FLOW SHEET  
 
Patient Name_____________________________________DOB________________Male/Female 
 
History:  _______________________________________________________________________________ 
 
NOTE:  Document contraindications to any measure(s) 
 
Vaccines:  Pneumonia _____/______/_______Flu:  ______/______/______       
  Date/Result 
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Blood Pressure 
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Foot Exam (visual, 
sensory/monofiliment, pulses,) 

    

Dilated Eye Exam 
 

    

Fasting Lipids 
 

    

Triglycerides 
 

    

Micro Albumin 
 

    

BUN/Creatinine 
 

    

 
 

    

Y
ea

rl
y 

 
 

    

Diabetes Educator Referral 
 

    

Exercise 
 

    

Diet/Cholesterol 
 

    

Foot Care 
 

    

Smoking cessation 
 

    

Mammogram (if Female) 
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Colorectal cancer screening 
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