Onelife Diabetes Medical Background Questionnaire
Thank you for completing this form. This information helps us better understand your diabetes history, current technology, goals, and support needs before your consultation. Please answer as thoroughly as you are comfortable. If something does not apply, write N/A.
Note: Please keep this form private because it may include medical information and diabetes data-sharing links/tokens.
1. Client Information
	Full Name *
	_____________________________________________



	Date of Birth *
	Date: ____________________



	Age
	_____________________________________________



	Gender *
	___________________________________________



	Pronouns
	_____________________________________________



	Phone Number
	_____________________________________________



	Email Address *
	_____________________________________________



	City and State Where You Live
	_____________________________________________



	Time Zone
	



2. Caregiver or Support Person Information
	Do you have a caregiver, parent, spouse, or support person involved in your diabetes care?
	



	Caregiver/Support Person Name
	_____________________________________________



	Relationship to Client
	______________________________________________



	Caregiver/Support Person Email
	_____________________________________________



	Caregiver/Support Person Phone Number
	_____________________________________________


3. Diabetes Background
	Type of Diabetes *
	_____________________________________________



	Date or Year of Diagnosis
	_____________________________________________



	Age at Diagnosis
	_____________________________________________



	Do you currently work with an endocrinologist or diabetes provider?
	



	Provider or Clinic Name, if applicable
	_____________________________________________



	How often do you typically see your diabetes provider?
	



	Most recent A1c, if known
	_____________________________________________



	Current Time in Range, if known
	_____________________________________________



	What glucose range do you personally consider your target range?
	_____________________________________________
Example: 70-180 mg/dL, 70-140 mg/dL, etc.



4. Current Diabetes Technology
	What insulin delivery method are you currently using?
	



	If using an insulin pump, which pump are you currently using?
	



	Are you currently using an automated insulin delivery system or DIY closed-loop system?
	



	If yes, which system are you currently using?
	



	How long have you been using your current system?
	_____________________________________________



	What CGM are you currently using?
	



	What device do you use to manage your diabetes technology?
	



	Are you comfortable making changes to your diabetes technology settings?
	



5. Diabetes Data Platform and Sharing
	What platform do you currently use to view or share your diabetes data?
	



	If you use Nightscout, please provide your Nightscout link
	_____________________________________________



	If you use Nightscout, please include a token if one is required for data access
	_____________________________________________



	If you use Tidepool
	Please share your Tidepool data with: kathryngentile01@gmail.com



	Other data platforms
	For all other platforms, we will set up data sharing during the consultation if needed.



	Is there anything specific in your diabetes data that you want reviewed?
	_____________________________________________
_____________________________________________
_____________________________________________
Examples: overnight glucose, post-meal spikes, exercise lows, correction issues, pump settings, basal rates, carb ratios, insulin sensitivity, patterns around hormones or stress.



6. Current Diabetes Settings, if known
Please complete what you know. If you are unsure, leave blank.
	Total Daily Dose of Insulin, if known
	_____________________________________________



	Average Basal Insulin per Day or Basal Percentage, if known
	_____________________________________________



	Current Insulin-to-Carb Ratio(s)
	_____________________________________________
_____________________________________________



	Current Correction Factor / Insulin Sensitivity Factor
	_____________________________________________
_____________________________________________



	Current Target Glucose
	_____________________________________________



	Current Duration of Insulin Action, if applicable
	_____________________________________________



	Do you pre-bolus for meals?
	



	How do you typically count carbohydrates?
	



7. Medications and Supplements
	Current Insulin(s)
	_____________________________________________
_____________________________________________
Examples: Humalog, Novolog, Fiasp, Lyumjev, Apidra, Lantus, Basaglar, Tresiba, Levemir, Toujeo.



	Other prescription medications
	_____________________________________________
_____________________________________________
_____________________________________________
Please include medication name, dose, and frequency if known.



	Are you currently using any GLP-1, weight loss, or insulin-sensitizing medications?
	



	If yes, please list
	_____________________________________________
_____________________________________________
Examples: Ozempic, Wegovy, Mounjaro, Zepbound, Trulicity, Victoza, metformin, phentermine.



	Vitamins or supplements
	_____________________________________________
_____________________________________________



	Medication allergies or sensitivities
	_____________________________________________
_____________________________________________



8. Other Medical History
	Do you have any medical conditions in addition to diabetes?
	Dropdown/options: Yes / No



	If yes, please list
	_____________________________________________
_____________________________________________
_____________________________________________
Examples: thyroid disease, celiac disease, gastroparesis, kidney disease, high blood pressure, high cholesterol, PCOS, anxiety, depression, ADHD, heart disease, neuropathy, retinopathy, etc.



	Any diabetes-related complications or concerns?
	Checkboxes: ☐ Eye/retinopathy concerns   ☐ Kidney concerns   ☐ Nerve/neuropathy concerns   ☐ Cardiovascular concerns   ☐ Gastroparesis   ☐ Frequent hypoglycemia   ☐ Hypoglycemia unawareness   ☐ Frequent hyperglycemia   ☐ DKA history   ☐ None   ☐ Other



	Have you had any severe low blood sugars requiring assistance from another person?
	



	Have you had DKA in the past?
	



	Do you have glucagon available?
	



	If yes, what type of glucagon do you have?
	



9. Lifestyle, Exercise, and Nutrition
	Typical daily schedule
	_____________________________________________
_____________________________________________
_____________________________________________
Please include work/school schedule, sleep/wake times, and anything that affects your diabetes routine.



	Current activity or exercise routine
	_____________________________________________
_____________________________________________
_____________________________________________



	Do you experience blood sugar challenges with exercise or physical activity?
	



	If yes, what usually happens?
	



	Typical eating pattern
	



	Do you feel confident matching insulin to food?
	



	Any dietary restrictions, allergies, or preferences?
	_____________________________________________
_____________________________________________



10. Technology Satisfaction and Challenges
	How satisfied are you with your current diabetes technology?
	



	What do you like most about your current system?
	_____________________________________________
_____________________________________________
_____________________________________________



	What frustrates you most about your current system?
	_____________________________________________
_____________________________________________
_____________________________________________



	Do you feel your current settings are working well for you?
	



	What are your biggest diabetes challenges right now?
	



	Please explain any major patterns or concerns you are noticing
	_____________________________________________
_____________________________________________
_____________________________________________



11. Goals for Working Together
	What are your top goals for working together?
	



	What would make this consultation feel successful for you?
	_____________________________________________
_____________________________________________
_____________________________________________



	Are there any specific questions you want answered during the consult?
	_____________________________________________
_____________________________________________
_____________________________________________


12. Safety and Communication
	Do you currently have a diabetes emergency plan?
	



	Do the people close to you know how to help in a diabetes emergency?
	



	Is there anything else you would like me to know before we meet?
	_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________



13. Acknowledgment
	Acknowledgment *
	☐ I understand that Onelife Diabetes provides diabetes education, coaching, and support, but does not replace medical care from my physician, endocrinologist, or healthcare provider. I understand that medication changes, insulin dose changes, and treatment decisions should be reviewed with my healthcare provider when appropriate.



	Signature *
	_____________________________________________



	Date *
	Date: ____________________



Onelife Diabetes Medical Background Questionnaire
