Diabetes Self Care Goal Sheet
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Choose one goal at a time.
What will T do?

When will I do it?
Where would I do it?
How often will T do it?

What might get in the way of my plan?

What could I do to make sure my plan works?

Goal review
How important is this goal to you? (rate 1-10) cirle one

1 2 3 4 5 6 7 8 9 10
Not at all A little Somewhat sure Very sure Totally sure

How sure are you that you will reach this goal? (rate 1-10) circle one

I 1 2 3 4 5 (-] 7 2 9 10 I
Mot at all A little Somewshat sure Very sure Totally sure
Patient Signature: Clinician Signature: Date

Agreed upon by the patient and clinician



