NORTHERN NAVAJO MEDICAL CENTER

DM & Pregnancy Program Flowsheet
Name:  


    
                Age:  

  Provider:  

 EDC:  

  Ch. #:



G____ P ____  A  ____ L ____  DM Type:  ( Type 1
( Type 2
( Gestational
( CHO Intolerance

Treatment: 
 ( Exercise
( Meal Plan
( Oral Meds
( Insulin
Med. List: 




Medical HX: 

  Social:  (ETOH
( Tobacco( Other:

 

( Register

 










1( GTT Value ______ on (              )  3( GTT Values  _____/_____/_____/____ @ ___ wks on _________    #days_______
Education Topics Covered


Referrals

Annual Review
( GDM Basics
( Breast Feeding

( MNT

Flu
(  



( Literature Given
( Literature Given
( Family Hx DM

Pneu
(  


( Nutrition Basics
( Family Planning
( MBW____________
PPD
(  



( Literature Given
( Literature Given
( BMI

Eye Exam
(  



( Prenatal Exercise
( DECC Class Offered
( PrePreg Wt:

Dental
(  



( Video Given
( Schedule Given
( Ht:


Foot Exam
(  



( Pregnancy Concerns
( Preconceptual Counseling



Lipid Prof.
(  



( Literature Given
( Kick Counts Counseling




EKG
(  


( Post Partum Follow up
( Meter Education ______  Issue Date:
        ( Tote Bag      ( WIC Referral
	Parameters
	Date of Visit

	Appointment
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Weight
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Gain/Loss
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	BP
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Gestational Age
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	RBG
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	HbA1C
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	UA Dip Result
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Value on PNR
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	MNT
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Log Review
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Meter Review
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Control Rating
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Treatment Change
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	NST
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Visit DECC CM
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Ultrasound
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


( PP Appt 

  ( 2( GGT PP Values ____/____/____  ( DM FU Plan

    

BCM_____________________  PHN Visit ___________________  Breastfeeding Duration _______________________


Delivery Date: 






 Type:  ( NSVD  ( PC/S or ( Repeat






Sex:  M  F  Weight: 
 
SGA/AGA/LGA

                                                                                   Complications:
Register  (  (   

Infant Chart # 
    ( GDM Sticker
	Reviewer Initial
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


*Visit Progress Notes on Back








