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Assessment Sheet for Insulin Pump Wearer

         PATIENT NAME: __________________________                  DOB: ___________

1. Duration of diabetes:  ___________________________________________
2. Type of Diabetes:  _____________________________________________

3. How long have you been using a pump?  ______________________________

4. Pump manufacturer and serial number:  ______________________________

5. Type and strength of insulin used in pump:  ____________________________

6. How often do you change your infusion set?  ___________________________

Date of last set change:  ______________

7. How often do you change your infusion site? ___________________________
Date of last site change: ______________

8. Name of person who does the set and site changes (especially if the pump user is a child):  ____________________________________________________________

9. Type of infusion set currently in use:  __________________________________

10. What kind of site preparation do you use with site changes?  __________________
____________________________________________________________

11. Do you have insulin pump supplies with you?  ____________________________

If yes, how many days supply do you have?  ______________________________

12. What are your blood glucose goals?
Fasting in a.m.:  _________  Before meals:  __________  After meals:  _________

Bedtime:  __________           3 a.m.:  __________

13. How often do you test your own blood glucose?  ___________________________

14. What type of blood glucose meter do you use?  ____________________________
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