Insert your Health Center Name Here

Diabetes Group Visit Checklist

Name  ______________________________     Chart #  __________

Patient Arrived at  ___________





(Time)

(   )   Vital Signs

(   )   Immunizations

(   )   Foot Exam

(   )   Lab Work 

(   )   Provider Visit

Date of Last Ophthalmology Visit  ___________________
Name of Provider  ______________________________________
Date of Last Dental Visit  ___________________________
Name of Provider  ______________________________________
Date of Last Behavioral Health Visit  _________________
Name of Provider  ______________________________________
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