
PRE-DIABETES ASSESSMENT

GENERAL INFORMATION

NAME  DATE

ADDRESS (street, city, zip code)

BIRTHDATE AGE

PREFERRED PHONE NUMBER (including area code)







HEALTH HABITS
Do you smoke or use any type of tobacco products?  L Yes   L No 

If yes, how many cigarettes (or other products) each day?__________________________________________

Do you use nicotine vaping products?    
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