Self Management Journal 
Name ____________________
*Please complete and bring to appointment*
Day One-Date __________________
	Meal
	Blood Sugar Test
( complete if testing blood sugars)
	Diabetes Medication
	Food and drink  

(include how much)


	Activity &

Exercise
(include how much)

	Breakfast

Time:_____
	Before Meal

________
2 hours after

________
	
	
	

	Snack


	
	
	
	

	Lunch

Time:____


	Before Meal

________

2 hours after

________
	
	
	

	Snack


	
	
	
	

	Supper

Time:____


	Before Meal

________
2 hours after

________
	
	
	

	Snack


	
	
	
	


Day Two-Date __________________

	Meal
	Blood Sugar Test
	Diabetes Medication
	Food and drink  

(include how much)


	Activity &

Exercise

	Breakfast

Time:_____
	Before Meal

________
2 hours after

________
	
	
	

	Snack


	
	
	
	

	Lunch

Time:____


	Before Meal

________

2 hours after

________
	
	
	

	Snack


	
	
	
	

	Supper

Time:____


	Before Meal

________
2 hours after

________
	
	
	

	Snack


	
	
	
	


Additional Notes:

____________________________________________________________________________________________________________________________________________________________________________________

