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 BLOOD SUGAR CHECKS - GLUCOMETER  
 
The following self-assessment will help you and the diabetes team understand what you already know 
about your diabetes and where you need more information. 
 
Name: ___________________________________   Age: ______  Month/Year Completed: ___________ 
 
In the section below, mark the number that best describes how well you know each topic. 
 
 

I KNOW …            NOTHING          EVERYTHING 
 1   2   3   4   5 

 

How to use my blood sugar meter    ☐ ☐ ☐ ☐ ☐ 
 

How to take care of my blood sugar meter and supplies  ☐ ☐ ☐ ☐ ☐ 
 

How to check if my meter is accurate    ☐ ☐ ☐ ☐ ☐ 
 

How to look for patterns in my blood sugar readings   ☐ ☐ ☐ ☐ ☐ 
 

How to record my blood sugar readings     ☐ ☐ ☐ ☐ ☐ 
 

What my target blood sugar is before and 2 hours after meals  ☐ ☐ ☐ ☐ ☐ 
 

How often to check my blood sugar     ☐ ☐ ☐ ☐ ☐ 
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BLOOD SUGAR CHECKS - INTERMITTENTLY SCANNED (isCGM) or REAL 
TIME (rtCGM) CONTINUOUS GLUCOSE MONITORING 

 
 
The following self-assessment will help you and the diabetes team understand what you already know 
about your diabetes and where you need more information. 
 
Name: ___________________________________   Age: ______  Month/Year Completed: ___________ 
 
In the section below, mark the number that best describes how well you know each topic. 
 
 

I KNOW …            NOTHING          EVERYTHING 
 1   2   3   4   5 

 

How to view/check my blood sugars and set alerts  ☐ ☐ ☐ ☐ ☐ 
 

How to take care of and use my sensor    ☐ ☐ ☐ ☐ ☐ 
 

How to look for patterns in my blood sugar readings  ☐ ☐ ☐ ☐ ☐ 
 

My blood sugar targets       ☐ ☐ ☐ ☐ ☐ 
 

When a capillary blood sugar (finger poke) is needed  ☐ ☐ ☐ ☐ ☐ 
  

How to connect healthcare providers/caregivers to my data ☐ ☐ ☐ ☐ ☐ 
 

How close my display device and transmitter/sensor must be  ☐ ☐ ☐ ☐ ☐ 
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INSULIN MANAGEMENT 
 
The following self-assessment will help you and the diabetes team understand what you already know 
about your diabetes and where you need more information. 
 
Name: ___________________________________   Age: ______  Month/Year Completed: ___________ 
 
In the section below, mark the number that best describes how well you know each topic. 
 

I KNOW …            NOTHING          EVERYTHING 
 1   2   3   4   5 

 

The name and type of my insulin(s)    ☐ ☐ ☐ ☐ ☐ 
 

How and when my insulin(s) work    ☐ ☐ ☐ ☐ ☐ 
 

How to choose insulin injection sites    ☐ ☐ ☐ ☐ ☐ 
 

Why and how I should rotate my injection sites   ☐ ☐ ☐ ☐ ☐ 
 

How to use my insulin pen     ☐ ☐ ☐ ☐ ☐ 
 

How much insulin to take     ☐ ☐ ☐ ☐ ☐ 
 

When to change my insulin dose    ☐ ☐ ☐ ☐ ☐ 
 

How to store my insulin      ☐ ☐ ☐ ☐ ☐ 
 

How to properly use and dispose of sharps and needle tips ☐ ☐ ☐ ☐ ☐  
 

What type of diabetes I have      ☐ ☐ ☐ ☐ ☐  
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FOOD & NUTRITION 
 
The following self-assessment will help you and the diabetes team understand what you already know 
about your diabetes and where you need more information. 
 
Name: ___________________________________   Age: ______  Month/Year Completed: ___________ 
 
In the section below, mark the number that best describes how well you know each topic. 
 

I KNOW …            NOTHING          EVERYTHING 
 1   2   3   4   5 

 

How to choose healthy meals     ☐ ☐ ☐ ☐ ☐ 
 

How to measure food portions    ☐ ☐ ☐ ☐ ☐ 
 
How to space my meals and snacks    ☐ ☐ ☐ ☐ ☐ 

 
How to choose healthy snacks    ☐ ☐ ☐ ☐ ☐ 

 
How to read food labels and count carbohydrates  ☐ ☐ ☐ ☐ ☐ 

 
How to make healthy choices when I eat out or am away ☐ ☐ ☐ ☐ ☐ 
 

Why healthy eating is important     ☐ ☐ ☐ ☐ ☐ 
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EXERCISE & PHYSICAL ACTIVITY 
 

The following self-assessment will help you and the diabetes team understand what you already know 
about your diabetes and where you need more information. 
 
Name: ___________________________________   Age: ______  Month/Year Completed: ___________ 
 
In the section below, mark the number that best describes how well you know each topic. 
 

I KNOW …            NOTHING          EVERYTHING 
 1   2   3   4   5 

 

The benefits of physical activity     ☐ ☐ ☐ ☐ ☐ 
 

How physical activity can affect my blood sugar   ☐ ☐ ☐ ☐ ☐ 
 

How much and what type of exercise is recommended  ☐ ☐ ☐ ☐ ☐ 
 

What precautions to take to stay safe when exercising   ☐ ☐ ☐ ☐ ☐ 
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PUMPS 
 

The following self-assessment will help you and the diabetes team understand what you already know about your 
diabetes and where you need more information. 
 
Name: ___________________________________   Age: ______  Month/Year Completed: ___________ 
 
In the section below, mark the number that best describes how well you know each topic. 

 
I KNOW …            NOTHING          EVERYTHING 

 1   2   3   4   5 

How to set up and start my insulin pump    ☐ ☐ ☐ ☐ ☐ 
 

How to insert my pump infusion set    ☐ ☐ ☐ ☐ ☐ 
 

How and where to rotate sites     ☐ ☐ ☐ ☐ ☐ 
 

My plan for keeping a written copy of all my pump settings  ☐ ☐ ☐ ☐ ☐ 
 

How to set a temporary basal and can list examples of times to use it ☐ ☐ ☐ ☐ ☐ 
 

How to use an extended wave bolus and dual/combo bolus and  

can list examples of times to use these    ☐ ☐ ☐ ☐ ☐ 
 

When and how to do a correction bolus    ☐ ☐ ☐ ☐ ☐ 
 

How and when to check for ketones    ☐ ☐ ☐ ☐ ☐ 
 

When to give a correction bolus by syringe instead of the pump ☐ ☐ ☐ ☐ ☐ 
 

How to use my insulin-to-carb ratio  and how/when to change it ☐ ☐ ☐ ☐ ☐ 
 

How to use my pump calculator     ☐ ☐ ☐ ☐ ☐ 
 

How the pump calculator can help me prevent insulin “stacking” ☐ ☐ ☐ ☐ ☐ 
 

How to test to see if my insulin-to-carb ratio is working  ☐ ☐ ☐ ☐ ☐ 
 

When and why to carry extra pump supplies with me   ☐ ☐ ☐ ☐ ☐ 
 

What to do if my pump stops working    ☐ ☐ ☐ ☐ ☐ 
 

When I need to start a longer-acting insulin (basal) for pump failure ☐ ☐ ☐ ☐ ☐ 
 

How to calculate basal insulin doses for pump failure   ☐ ☐ ☐ ☐ ☐ 
 

How to access insulin basal/bolus settings and how to alter them  ☐ ☐ ☐ ☐ ☐ 
 

How to upload pump data to the computer    ☐ ☐ ☐ ☐ ☐ 
 

How to program the pump     ☐ ☐ ☐ ☐ ☐ 
       (date, times, correction dose, carb dose, IOB, types of boluses, basal rates, temporary basal rates) 
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HYPOGLYCEMIA (Lows) 

 
The following self-assessment will help you and the diabetes team understand what you already know 
about your diabetes and where you need more information. 
 
Name: ___________________________________   Age: ______  Month/Year Completed: ___________ 
 
In the section below, mark the number that best describes how well you know each topic. 
 

I KNOW …            NOTHING          EVERYTHING 
 1   2   3   4   5 

 
What blood sugar levels are considered low   ☐ ☐ ☐ ☐ ☐ 
 
What can cause low blood sugar    ☐ ☐ ☐ ☐ ☐ 

 
How to tell when I am having a low blood sugar  ☐ ☐ ☐ ☐ ☐ 

 
What to do when I am having a low blood sugar  ☐ ☐ ☐ ☐ ☐ 

 
Why diabetes identification is recommended  ☐ ☐ ☐ ☐ ☐ 
 
The risks of repeated or severe low blood sugars  ☐ ☐ ☐ ☐ ☐  
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GLUCAGON 
 

The following self-assessment will help you and the diabetes team understand what you already know 
about your diabetes and where you need more information. 
 
Name: ___________________________________   Age: ______  Month/Year Completed: ___________ 
 
In the section below, mark the number that best describes how well you know each topic. 
 

I KNOW …            NOTHING          EVERYTHING 
 1   2   3   4   5 

 

What glucagon is      ☐ ☐ ☐ ☐ ☐ 
 

When and how glucagon is given (can explain to others) ☐ ☐ ☐ ☐ ☐ 
 

When to replace glucagon     ☐ ☐ ☐ ☐ ☐  
 
How to store my glucagon      ☐ ☐ ☐ ☐ ☐ 
 

What can make glucagon less effective    ☐ ☐ ☐ ☐ ☐ 
 

Who needs to know how to use glucagon   ☐ ☐ ☐ ☐ ☐ 
 

When to call emergency services    ☐ ☐ ☐ ☐ ☐ 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 



                                                                                                                                    MRN: 

Adapted from: Moving on … with Diabetes – Adolescent/Youth Transition Resource Binder, Diabetes Care Program of Nova Scotia 
                           Provider Assessment of Patient Skill Set, Endocrine Society  
   
                                                                                                                                                                                                          Last Updated: September 2023 

HYPERGLYCEMIA (Highs) 
 

The following self-assessment will help you and the diabetes team understand what you already know 
about your diabetes and where you need more information. 
 
Name: ___________________________________   Age: ______  Month/Year Completed: ___________ 
 
In the section below, mark the number that best describes how well you know each topic. 
 

I KNOW …            NOTHING          EVERYTHING 
 1   2   3   4   5 

 

What blood sugar levels are considered high   ☐ ☐ ☐ ☐ ☐ 
 

What can happen if my blood sugars are consistently above target  ☐ ☐ ☐ ☐ ☐ 
 

What causes a high blood sugar     ☐ ☐ ☐ ☐ ☐ 
 

The signs of a high blood sugar     ☐ ☐ ☐ ☐ ☐ 
 

How and when to check for ketones    ☐ ☐ ☐ ☐ ☐ 
 

How and when to change my insulin dose to lower high blood sugar  ☐ ☐ ☐ ☐ ☐ 
 

When to seek medical attention for a high blood sugar  ☐ ☐ ☐ ☐ ☐ 
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SICK DAY MANAGEMENT 
 
The following self-assessment will help you and the diabetes team understand what you already know 
about your diabetes and where you need more information. 
 
Name: ___________________________________   Age: ______  Month/Year Completed: ___________ 
 
In the section below, mark the number that best describes how well you know each topic. 
 
        When I am sick, I KNOW …            NOTHING          EVERYTHING 

 1   2   3   4   5 
 

How often to check my blood sugar     ☐ ☐ ☐ ☐ ☐ 
 

When and how to check for ketones    ☐ ☐ ☐ ☐ ☐ 
 

How to adjust my food and fluids     ☐ ☐ ☐ ☐ ☐ 
 

How to adjust my insulin        ☐ ☐ ☐ ☐ ☐ 
 
I have a plan to tell someone when I am sick, 

so they can help me if needed     ☐ ☐ ☐ ☐ ☐ 
 

What to do to prevent diabetic ketoacidosis (DKA)    ☐ ☐ ☐ ☐ ☐ 

 

When to contact my diabetes care team or go to the hospital  ☐ ☐ ☐ ☐ ☐ 
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PREVENTION & SCREENING 
 
The following self-assessment will help you and the diabetes team understand what you already know 
about your diabetes and where you need more information. 
 
Name: ___________________________________   Age: ______  Month/Year Completed: ___________ 
 
In the section below, mark the number that best describes how well you know each topic. 
 

I KNOW …            NOTHING          EVERYTHING 
 1   2   3   4   5 

 

When and how often to follow up with your diabetes providers ☐ ☐ ☐ ☐ ☐ 
 

The need for and recommended frequency of bloodwork ☐ ☐ ☐ ☐ ☐ 
 

The need for yearly eye exams and why    ☐ ☐ ☐ ☐ ☐ 
 
When, how often and why urine protein testing is needed  ☐ ☐ ☐ ☐ ☐ 
 
When, how often and why foot exams are needed  ☐ ☐ ☐ ☐ ☐ 
 

To check my feet daily (know what to look for and why)  ☐ ☐ ☐ ☐ ☐ 

 
When, how often and why my cholesterol levels are checked ☐ ☐ ☐ ☐ ☐ 
 

How often and why my blood pressure is checked  ☐ ☐ ☐ ☐ ☐ 
 
What my A1c target is and what that means    ☐ ☐ ☐ ☐ ☐ 
 

The risk for other autoimmune conditions (if you have type 1) ☐ ☐ ☐ ☐ ☐ 
 

Which vaccinations are recommended and when  ☐ ☐ ☐ ☐ ☐ 
 
 
 

 
 
 
 
 
 
 
 



                                                                                                                                    MRN: 

Adapted from: Moving on … with Diabetes – Adolescent/Youth Transition Resource Binder, Diabetes Care Program of Nova Scotia 
                           Provider Assessment of Patient Skill Set, Endocrine Society  
   
                                                                                                                                                                                                          Last Updated: September 2023 

LIFESTYLE 
(alcohol, driving, smoking, drugs, travel, sexual health and pregnancy) 

 
The following self-assessment will help you and the diabetes team understand what you already know 
about your diabetes and where you need more information. 
 
Name: ___________________________________   Age: ______  Month/Year Completed: ___________ 
 
In the section below, mark the number that best describes how well you know each topic. 
 

I KNOW …            NOTHING          EVERYTHING 
 1   2   3   4   5 

 

The guidelines for driving and diabetes    ☐ ☐ ☐ ☐ ☐ 

 

The guidelines for how much alcohol is considered no/low risk ☐ ☐ ☐ ☐ ☐ 
 

The impact of alcohol related to diabetes    ☐ ☐ ☐ ☐ ☐ 
 

The impact of smoking related to diabetes   ☐ ☐ ☐ ☐ ☐ 
  

The impact of drug use related to diabetes   ☐ ☐ ☐ ☐ ☐ 
  

How to decrease the risk of hypoglycemia if drinking alcohol ☐ ☐ ☐ ☐ ☐ 

 

The relationship between diabetes and mental health  ☐ ☐ ☐ ☐ ☐ 
 

How to travel with diabetes      ☐ ☐ ☐ ☐ ☐ 
 

The impact of stress on my blood sugars    ☐ ☐ ☐ ☐ ☐ 
 

How to prevent an unwanted pregnancy   ☐ ☐ ☐ ☐ ☐ 
 

The importance of a planned pregnancy              ☐ ☐ ☐ ☐ ☐ 
 

The importance of blood sugar control before/during pregnancy ☐ ☐ ☐ ☐ ☐ 
 

The potential impact of blood sugars on my sexual health  ☐ ☐ ☐ ☐ ☐ 
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SELF MANAGEMENT: OTHER 
 
The following self-assessment will help you and the diabetes team understand what you 
already know about your diabetes and where you need more information. 
 
Name: ___________________________   Age: ______  Month/Year Completed: ___________ 
 
In the section below, mark the number that best describes how well you know each topic. 
 

I KNOW …            NOTHING          EVERYTHING 
 1   2   3   4   5 

 
Who can renew my prescriptions    ☐ ☐ ☐ ☐ ☐ 
 
How to fill and pick up my prescriptions   ☐ ☐ ☐ ☐ ☐ 
 
How and when to order diabetes supplies   ☐ ☐ ☐ ☐ ☐ 
 
Who to call if I have questions about my diabetes  ☐ ☐ ☐ ☐ ☐ 
 
Where to get bloodwork completed    ☐ ☐ ☐ ☐ ☐ 
 

The members of my healthcare team and what each do ☐ ☐ ☐ ☐ ☐ 

 
The contact information for my diabetes care team   ☐ ☐ ☐ ☐ ☐ 

 

When to contact my doctor and which one    ☐ ☐ ☐ ☐ ☐ 
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LIVING ON MY OWN 
 
The following self-assessment will help you and the diabetes team understand what you already know 
about your diabetes and where you need more information. 
 
Name: ___________________________________   Age: ______  Month/Year Completed: ___________ 
 
In the section below, mark the number that best describes how well you know each topic. 
 

I KNOW …            NOTHING          EVERYTHING 
 1   2   3   4   5 

 
How to grocery shop      ☐ ☐ ☐ ☐ ☐ 
 
How to cook and prepare meals     ☐ ☐ ☐ ☐ ☐ 
   
How to budget and manage my finances   ☐ ☐ ☐ ☐ ☐ 
 
How to find reliable diabetes information and resources ☐ ☐ ☐ ☐ ☐ 
 
What to do in an emergency situation/who to contact ☐ ☐ ☐ ☐ ☐ 
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COLLEGE AND UNIVERSITY 
 
The following self-assessment will help you and the diabetes team understand what you already know 
about your diabetes and where you need more information. 
 
Name: ___________________________________   Age: ______  Month/Year Completed: ___________ 
 
In the section below, mark the number that best describes how well you know each topic. 
 
While at college/university, I KNOW …           NOTHING          EVERYTHING 
         1   2   3   4   5 

 

What academic accommodations I am eligible for   ☐ ☐ ☐ ☐ ☐ 

 

How to establish academic accommodations    ☐ ☐ ☐ ☐ ☐ 

 

When to inquire about academic accommodations  ☐ ☐ ☐ ☐ ☐ 

 

My plan to access healthcare and the services available  ☐ ☐ ☐ ☐ ☐ 
 

How I will pay for my diabetes supplies    ☐ ☐ ☐ ☐ ☐ 
 

About scholarships available for those living with diabetes ☐ ☐ ☐ ☐ ☐ 
 

How to reach out for support      ☐ ☐ ☐ ☐ ☐ 

 

Where I will have my diabetes follow-up appointments  ☐ ☐ ☐ ☐ ☐ 
 

Where I will fill my prescriptions     ☐ ☐ ☐ ☐ ☐ 
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FINANCIAL SUPPORT & SERVICES 
 
The following self-assessment will help you and the diabetes team understand what you already know 
about your diabetes and where you need more information. 
 
Name: ___________________________________   Age: ______  Month/Year Completed: ___________ 
 
In the section below, mark the number that best describes how well you know each topic. 
 
  I KNOW …            NOTHING          EVERYTHING 
         1   2   3   4   5 

The federal tax benefits available to me    ☐ ☐ ☐ ☐ ☐ 
 

If I have a drug plan and how to look into what is covered ☐ ☐ ☐ ☐ ☐ 

 

Assisted Devices Program (ADP) eligibility/requirements  ☐ ☐ ☐ ☐ ☐ 

 

What is covered under OHIP+     ☐ ☐ ☐ ☐ ☐ 
 


