Diabetes Mellitus Patient Assessment Questionnaire
A. Patient Identification (recorded by staff, not asked as a question)
. Patient ID / Visit ID (system-generated) Answer: ______________________________________________
. Patient Phone Number Answer: ______________________________________________
. City
	☐  Damascus
	☐  Homs


. Location / Facility (e.g., area or hospital name) Answer: ______________________________________________
. Date of Visit / Record Created At  Answer: ______________________________________________
B. Demographic Data
1. What is your citizenship?
	☐  Syrian
	☐  Other (specify): __________


2. What is your place of residence?
	☐  City Center
	☐  Rural Area


3. What is your sex?
	☐  Male
	☐  Female


4. What is your date of birth?  Date of Birth: ____ / ____ / ______      Age: ______
C. Social History
5. What is your education level?
	☐  No formal education
	☐  9th Grade

	☐  High School
	☐  Bachelor's

	☐  Master's
	☐  PhD


6. How many people live in your household? Number of people: ______
7. Do you have regular access to clean water and food?
	☐  Yes
	☐  No


8. Do you use alcohol?
	☐  Yes
	☐  No


9. What is your physical activity level?
	☐  Sedentary (very little intentional exercise; spends most of the day sitting due to work, commute, or leisure)

	☐  Moderately Active (some physical activity, but inconsistent or less intense — occasional walks or weekend activities)

	☐  Active (regular structured exercise like gym, running, sports multiple times/week, or a physically demanding job)

	☐  Not sure



10. What is your marital status?
	☐  Single
	☐  Married

	☐  Divorced
	☐  Widowed


11. What is your employment status?
	☐  Employed
	☐  Unemployed


12. Do you currently smoke?
	☐  Yes
	☐  No


13. How often do you see a healthcare provider?
	☐  Not Regularly

	☐  Once a month

	☐  Once every 3 months

	☐  Once every 6 months

	☐  Once annually


D. Diabetes Data
14. What type of diabetes mellitus do you have?
	☐  Type 1
	☐  Type 2

	☐  Gestational
	☐  Unsure


15. How long ago were you diagnosed with diabetes? (Year of diagnosis / duration)
	☐  0–5 years
	☐  5–10 years
	☐  More than 10 years


16. What is your last known HbA1c value (if known)?
HbA1c value: ______   (or) Unknown / Don't know / Not tested
17. Have you had any previous hospitalizations for diabetes?
	☐  Yes
	☐  No


18. Have you ever had any of the following diabetes-related complications?
Select all that apply
	☐  Retinopathy (vision loss, blurred vision)

	☐  Neuropathy (numbness, tingling, burning)

	☐  Nephropathy (proteinuria, kidney disease)

	☐  Cardiovascular disease (heart attack, angina)

	☐  Diabetic foot ulcers

	☐  Hypertension

	☐  Dyslipidemia

	☐  None


E. Access to Diabetes Care
19. Where do you usually get your diabetes care?
	☐  Clinic
	☐  Hospital
	☐  Mobile Team


20. How long does it take you to reach your care facility (time/distance)?
	☐  5–10 minutes

	☐  15–30 minutes

	☐  30 minutes – 1 hour+


21. What is your current diabetes treatment?
	☐  Oral medication
	☐  Insulin

	☐  Insulin and Oral (combination)
	☐  None


22. Do you have regular access to a glucometer and test strips?
	☐  Yes
	☐  No


23. Do you have regular access to oral medications?
	☐  Yes
	☐  No


24. Do you have regular access to insulin?
	☐  Yes
	☐  No


25. If you chose Oral, Insulin, or Other above, please specify the medication(s) and dose(s) you take.
Medication(s): ______________________________________________
26. How affordable is your medication for you?
	☐  Affordable
	☐  Not Affordable


27. How easy is it to obtain this medication when needed?
	☐  Easy (Always available at pharmacies)

	☐  Difficult (Sometimes available)

	☐  Very difficult (Rarely available)


28. How would you describe your diet?
	☐  Healthy (balanced diet, includes protein source, fruits and vegetables, low in sugars)

	☐  Moderate (somewhat balanced, but often includes processed food or lack of variety)

	☐  Unhealthy (mostly processed or fast food, low in fruits and vegetables, high in sugar)

	☐  Not sure
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