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	Division for Blind Services

Diabetes Self-Management Education 
Posttraining Assessment  

	General Information  

	Consumer name:

     
	Counselor name: 

     

	Previous Visit  

	Date of previous visit:
	     

	What was the behavioral change goal from the previous visit?
	     

	Did the consumer accomplish the behavioral change goal? Describe successes and barriers to change.
	     

	How did you evaluate the behavioral change goal (return demonstration, verbal feedback, etc.)?
	     

	What does the consumer recall from the previous visit?
	     

	Was there anything that was difficult for the consumer to implement?
	     

	Summarize consumer’s abilities in the following behaviors:  

	Vocational Rehabilitation
	     

	Healthy Eating
	     

	Being Active
	     

	Monitoring
	     

	Taking Medications
	     

	Healthy Coping
	     

	Problem Solving
	     

	Reducing Risk
	     

	Is the consumer independent with the following adaptive aids? If not, please provide a reason the consumer is not independent and the plan of action.  

	Adaptive Aid
	Yes
	No
	N/A
	Comment

	Count-a-Dose
	  
	  
	  
	     

	Insulin Pen
	  
	  
	  
	     

	Magniguide
	  
	  
	  
	     

	Insulin Pump
	  
	  
	  
	     

	Blood Glucose Meter
	  
	  
	  
	     

	Talking Weight Scale
	  
	  
	  
	     

	Talking Blood Pressure Meter
	  
	  
	  
	     

	Talking Thermometer
	  
	  
	  
	     

	Consumer Statements  

	What changes in your lifestyle have you made while completing the diabetes program?

     

	What changes will be difficult to maintain?

     

	Do you have the information you need to manage your diabetes at work? (VR consumers only)

     

	Final Observations, Comments, and Recommendations  

	Does the consumer have the skills to manage his or her health during intensive blind rehabilitation training programs (minitrainings, CCRC, etc.)?
	   Yes     No
	Comment:      

	Observations, comments, and recommendations not covered previously:

     

	Start time of visit:      
	End time of visit:      

	Postassessment date:      
	Total hours for postassessment:      

	Signature 

	Provider:
X      
	Date: 

      

	Provider business name:
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