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DDiiaabbeetteess  RReeggiissttrryy  FFoorrmm                                                                                                      
Note: Please put N/A for Not Applicable fields. Kindly refer to the instruction on how to fill up the form at the back.  

 

 

GENERAL DATA 

2 Name of Reporting Health Facility *3 Hospital Patient ID No. 
 

*4 Hospital Registry 
No. 
 

*5 Hospital Case No. *6 Type of Patient 
 OPD      In Patient 

*7 Name of Patient 
 
____________________    __________________   _________________ 
            Last Name                                            First Name                           Middle Name 

*8 Sex 
     Female 
     Male 

*9 Civil Status 
 Single                        Married 
 Widow/er                Separated       
 Co-Habitation              Annulled    Divorced 

*10 Mother’s Maiden Name ________________________  ______________________  _______________________ 
                                                                                      Last Name                                         First Name                        Middle Name 
*11 Permanent Address 
____________________  _________  ___________________  __________________  _________________        __________ 
Number & Street Name                     Region                     Province                                  City/Municipality                         Barangay                              Zip Code  

 
11a Temporary Address 
____________________  _________  ___________________  __________________  _________________        __________ 
Number & Street Name                     Region                     Province                                  City/Municipality                         Barangay                              Zip Code 

12 Landline # 
 

12a Mobile # 
 

12c Email Address  
 

13 Birth Date  
 
____/____/____ 
     mm     dd      yyyy         

14 If Date of Birth is not available 
 
____Yrs ____ Mos ____ Days 

*15 Place of Birth (Province,City/Municipality) 

 
*16 Religion 18 Race 

*17 Nationality 19 Ethnicity 

*20 Highest Educational Attainment *21 Occupation 22 Company  23 PhilHealth # 
 

23a Common Reference # 

24 Contact Person (in case of emergency)   ________________, _________________, _________________ 
                                                                            Last Name                                 First Name             Middle Name 

24b Landline # 
 

24d Email Address 

24a Address   
_________________  _________  _________________  ______________   _______________   ______ 
Number & Street Name        Region                            Province                    City/Municipality                 Barangay                 Z ip Code 

24c Mobile # 

PATIENT HISTORY 

*25  Smoking 
           Less than/Equal to 1 pack  
              consumed per day 
           More than 1 pack     consumed/day 
 

Age started Smoking: ________ 
No. of Years Smoking: ________ 

 
*25a Second Hand Smoke (SHS) 
           With Exposure to SHS 
               Number of Years: ______ 
 
*26  Physical Activity 

a.Type:___________________________
_________________________________ 
_________________________________ 
b. Minutes per Exercise Activity: 
_________________________________
_________________________________ 
c. Frequency: Daily            Weekly       

Monthly    Yearly        
Quarterly 

 *27 Usual/ Typical Diet Intake 
 Fish, Meat, Poultry, Egg        
Specify _________________________  
FrequencyDaily  Weekly Monthly Yearly Quarterly 
 Rice, Grains, Bread, Cereals, RootCrops  
Specify _________________________  
FrequencyDaily  Weekly Monthly Yearly Quarterly 
 Fruits/Vegetables 
Specify _________________________  
FrequencyDaily  Weekly Monthly Yearly Quarterly 
 Fats, Oils  
Specify _________________________  
FrequencyDaily  Weekly Monthly Yearly Quarterly 
 Sugar, Sweet  
Specify _________________________  
FrequencyDaily  Weekly Monthly Yearly Quarterly 
 Milk and Milk Products  
Specify _________________________  
FrequencyDaily  Weekly Monthly Yearly Quarterly 
 Others  
Specify _________________________  
FrequencyDaily  Weekly Monthly Yearly Quarterly 

*28  Drinking of Alcoholic Beverage 
a.  Type:  _____________________________    
b. Amount: __________________________    
c. Unit of Measure: Bottle    Glass    Shot     
d. Frequency      Daily    Weekly    Monthly  

                                        Yearly     Quarterly 

      Age started drinking alcohol: ________ 
   No. of Years drinking alcohol: ________ 

*28a  Family Diseases   
Hypertension     CVD        Stroke   Cancer   
Asthma               TB           Diabetes    
 Others, specify _________________________ 
 
*28b  Family History 
       Family Member              Type of Diabetes  
  _________________         ______________ 
  _________________         ______________ 
  _________________         ______________ 
 
*28c OB GYNE HISTORY:  No. of Babies >= 8 lbs.  
                                             _________________ 
*28d OB GYNE HISTORY: No. of Babies with 
Congenital  Anomalies ___________________                                                                                                                                            

DIABETES DATA 

*29 Referred From 30 Name of Referring Health Facility  31 Reason for Referral 

*32 Date of Consultation 
       ____/____/____ 
       mm    dd      yyyy 

*33a Height in Meter 
 
*33b Weight in Kilograms 

*34a Body Mass Index 
 
*34b Classification (BMI)   

*35a Waist Circumference in centimeters 
 
*35b Classification (WC) 

*36 Physiological Status for Females   Pregnant      Lactating    Not Applicable 

*37 Signs and Symptoms    Polyuria      Polydipsia     Polyphagia     Weight Loss     Tingling Sensation 
     Non-Healing Wound      Others, specify ______________________________________________________________ 

1 National Registry No. 
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*38 Newly or Previously Diagnosed Diabetes:       Newly Diagnosed        Previously Diagnosed 

*39 Date of Diagnosis: ____/ ____/ ____ 
                                       mm       dd      yyyy 

40a. Health Facility Where Diagnosed __________________________________ 
40b. Tests Conducted _______________________________________________ 

_____________________________________________________________ 
40c. Duration of Diabetes: ______  Days    Weeks  Months  Years   Quarter 
40d. Age at Diagnosis: In Years: ____  In Months _____ In Days ______ 

*41  Type of Diabetes  Type 1     Type 2     GDM      IGT/IFG       Other, Specify___________________________       
 
41a  Complications ____________________________________________________________________________________ 

*42  Current Treatment 
a.1   Medical Nutrition Therapy 
        With Formal Consult/Education 
        No Formal Consult/Education 
a.2    Compliance 
         Yes   No 

*42b.   Physical Activity 
      Kind _____________________ 

_________________________   
       
      Frequency per Week ________ 
       _________________________ 

*42c.   Oral Hypoglycemic 
         Sulfonylurea  
         Biguanides  
         Alpha-glucosidase inhibitor 
         TZD  
         Others, specify ____________________ 

*42d.  Insulin  |   Type    Intermediate acting            Long acting          Rapid acting        Very Rapid acting                                                                                              Units per Day  ________________ 

*43 Surgeries/Operations  Amputation | Digital     BKA 
                                                      Revascularization          Others, specify __________________________________ 

*44 Final Diagnosis  45 Final Diagnosis: ICD-1O Code 

*46 Patient Status     Recovered     Improved     Unimproved     Died 

47 If died, underlying Cause of Death 48 If died, underlying Cause of Death: ICD-1O Code 

49 Date of Death  
      ____/____/_____ 
      (mm/  dd/    yyyy) 

50 Place of Death *51 Disposition    Admitted               Discharge Against Medical Advice        
                                 Discharged           Treated and Sent Home 

                      Transferred          Absconded                        

52 If Transferred, Name of Health Facility  53 Reason for Referral 

54 Consultant in-charge _________________, ___________________, ____________      ______________ 
                                                               Last Name                               First Name                        Middle Name                  Department 

54b Landline # 
 

54d Email Address 

54a Address ________________  ________  _______________  ______________   ______________  _____ 
                         Number & Street Name        Region                     Province                    City/Municipality           Barangay                Zip Code 

54c Mobile # 

*55 Completed By _________________, ___________________, ____________      ______________ 
                                               Last Name                                 First Name       Middle Name                  Designation 

55b Landline # 
 

55d Email Address 

55a Address  
                     ________________  ________  _______________  ______________   ______________  ______ 
                         Number & Street Name        Region                     Province                    City/Municipality           Barangay                Zip Code 

55c Mobile # *56 Date Completed 
   ____/____/____                                                          

mm    dd      yyyy   
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Input Instruction Form 

Field  
No.  

Field Name Instruction 

1.  National Registry No. Do not fill up.  It is a system generated number to uniquely identify each record or data entered into the national registry.  

2.  Name of Reporting Health Facility Write the name of the Hospital, Center or Clinic who is submitting the report. 

3.  Hospital Patient I.D. No. Write the hospital-based issued I.D. or number to uniquely identify the patient. 

4.  Hospital Registry No. Write the hospital-based issued I.D. or number to uniquely identify the patient. 

5.  Hospital Case No. Write the hospital-based issued number to uniquely identify each case or incidence. 

6 Type of Patient Check the button for the corresponding type of patient the victim is. 

7.  Name of Patient:  Last Name, First 
Name, Middle Name 

Write the patient’s Last name, First name and Middle name in the appropriate spaces provided.  
Note: None may be written if no informant can provide the information.  

8.  Sex Check the appropriate box for the sex of the injured by birth. 

9.  Civil Status Check the appropriate box for the civil status of the injured.  Not legally separated  still to be considered as “Married”  

10.  Mother’s Maiden Name Write the mother’s name of the patient before marriage. The full middle name must be entered.  If there is no middle 
name, write“N/A”. 

11.  Permanent Address Write the patient’s permanent address - House No. and Street, Barangay, Municipality/City and Province  

11a.  Temporary Address Write the patient’s  temporary address - House No. and Street, Barangay, Municipality/City and Province  

12,12a, 
12b 

Landline #, Mobile #, Email Address Write the patient’s contact details such as landline number, mobile number and email address. 

13.  Birth Date Write the date of birth of the patient in the format mm/dd/yyyy (eg. July 1, 1970 should be entered as 07/01/1970 ) 

14.  If Date of Birth is not available 
(Yrs/Mos/Days) 

If date of birth cannot be provided then enter in the space provided the age of the patient in years or months or days. 

15.  Place of Birth Write the Province and the City/Municipality where the patient was born. 

16.  Religion Write  the patient’s religion 

17.  Nationality Write  the patient’s nationality  

18.  Race Write the race of the person which describes the skin color, i.e. American (Red Skin), Caucasian (White Skin), Ethiopian 
(Black Skin), Malay (Brown Skin), Mongolian (Yellow Skin) 

19.  Ethnicity Write the ethnicity of the patient, e.g. Asian, Indian, Pacific Islander, or others 

20.  Highest Educational Attainment Write the highest educational attainment of the patient whether he is elementary, high school, vocational, college, post 
graduate, or others. 

21.  Occupation Check the appropriate box for the occupation of the injured. 

22.  Company Write the name of the company where the injured is working. 

23.  PhilHealth Write the PhilHealth Number if member or dependent. 

24.  Common Reference # Write the Unified Multi-Purpose ID Common Reference No.  if the patient has any. (UMID CRN can be found in the 
upgraded, present government IDs such as the SSS, GSIS and Philippine Health Insurance Corp. UMID-CRN is the primary 
identifier of an individual transacting business or availing of services from any government agency.) 

24 
24a-24d 

Contact Person (in case of 
emergency) , Address, Landline #, 
Mobile #, Email Address   

Write the name of the person that may be contacted should any emergency may happen to the patient. 
Write the address and other contact details such as landline number, mobile number and the email address. 

25.  Smoking Check the button if the patient is smoking cigarettes and how much the patient is consuming per day. 
Write the age the patient started smoking and the number of years the patient has been smoking. 

25a.  Second Hand Smoke Check the button if the patient is exposed to second hand smoke, write the number of years the patient has been exposed 
to second hand smoking. 

26.  Physical Activity Check the button if the patient is undergoing physical activity. Write the type of activities and the frequency each activity 
is being undertaken by the patient. 

27. Usual/Typical Diet Intake Check and specify the details of the patient’s usual/typical diet. 

28.  Drinking of Alcoholic Beverage Check the button if the patient is drinking alcohol or beverage. Write the type of alcoholic beverage, amount consumed, 
unit of measure and frequency, i.e. daily, weekly or monthly per consumption. Write the age the patient started drinking 
alcohol and the number of years the patient has been drinking. 

28a. Family Diseases Check for the box/es for the type of disease/s the family of the patient has/had been diagnosed of or has a history of. 

28b. Family History Check if the patient has a family history of Diabetes. Identify who among the family member has the diabetes (e.g. 
mother, father, brother, uncle, grandparent, etc.) Write the type of diabetes the family member has/had been diagnosed 
of. 

28c. OB GYNE History (No. of babies >=8 
lbs.) 

For female patients who already bore a child or children, write the no. of baby/ies who’s weight at birth is equal or greater 
than 8 lbs. 

28d.  OB GYNE History (No. of babies with 
Congenital Anomalies) 

For female patients who already bore a child or children, write the no. of baby/ies born with congenital anomalies. 

29. Referred From Check the button if the patient came from other hospital or clinic, and was referred to the hospital. 

30. Name of Referring Health   Facility Write the name of the hospital or clinic where the patient came from. 

31. Reason for Referral Write the reason why the patient was referred to the hospital. 

32. Date of Consultation/Admission Write the date when the patient first came to the hospital in mm/dd/yyyy format. 

33a. Height in Meter Write the patient’s Height in Meter 

33b. Weight in Kilograms Write the patient’s Weight in Kilograms 

34a. Body Mass Index Compute for the BMI with the given formula 
BMI = ( Weight in Kilograms / ( Height in Meters x Height in Meters ) ) 
Then write the computed Body Mass Index 

34b. Classification (BMI) Computation of Classification-BMI: 
Underweight   < 18.5 
Normal            18.6 – 22.9 
Overweight     > 23.0 
At risk              23.0 – 24.9 
Obese I            25.0 – 29.9 
Obese II           > 30.0 



DEPARTMENT OF HEALTH 
Integrated Chronic Non-Communicable Disease Registry System 

 

 
35a. Waist Circumference in  Centimeters Write the waist circumference in centimeters. 

35b. Classification (WC) Waist Circumference are classified into: 
Not At Risk (Male: < 90); At Risk (Male: > 90) 
Not At Risk (Female: < 80); At Risk (Female: > 80) 

36. Physiological Status for Females Check the box weather the patient is pregnant, lactating or not applicable. 

37.  Signs and Symptoms Check for the signs/symptoms that the patient has/have exhibited. 

38. Newly or Previously Diagnosed 
Diabetes 

Check whether the patient is newly or previously diagnosed with diabetes. Note: if previously diagnosed, please answer 
field nos. 40a to 41 

39. Date of Diagnosis Write the date when the patient was diagnosed with any type or kind of COPD using mm/dd/yyyy format. 

40a. Health Facility Where Diagnosed Write the name of the facility where the patient was first diagnosed. 

40b. Tests Conducted Write the tests conducted that confirmed the patient is confirmed with diabetes. 

40c. Duration of Diabetes Write how long the patient has been diagnosed with diabetes. Check if the duration of the diagnosis since its  

40d. Age at Diagnosis Write the age when the patient was first diagnosed with diabetes. 

41. Type of Diabetes Check the type of diabetes the patient has been diagnosed with. 

41a. Complications Write the complications in relation to the diabetes the patient has/have if there is any. 

42  
a.1 
a.2 

Current Treatment 
Medical Nutrition Therapy 
Compliance 

 
Check if the patient has a Medical Nutrition Therapy, check whether with formal consult or no formal consult.  
Check YES for compliance if complied and NO if not complied. 

42b. Physical Activity Check if the patient has physical activity/ies, write the kind and the frequency per week. 

42c. Oral Hypoglycemic Check if the patient is taking any oral hypoglycemic drugs, check for the kind of medicine the patient is taking-in. 

42d. Insulin Check if the patient is taking/injecting insulin; write the type and the units per day. 

43. Surgeries/Operations Check for the box for the surgeries/operations the patient has undergone. 

44. Final Diagnosis Write the patient’s final diagnosis. 

45. Final Diagnosis (ICD10-Code) Write the corresponding ICD10 code for the patient’s final diagnosis. 

46. Patient Status Check the Patient Status whether recovered, improved, unimproved or died upon discharge. 

47. If Died, underlying cause of death Write the fundamental cause of death of the patient. 

48. If Died, underlying cause of death, 
ICD-10 CODE 

Write the ICD-10 code for the fundamental cause of death of the patient.  

49. Date of Death Write the date when the patient died using mm/dd/yyyy format.  

50. Place of Death Write the province and city/municipality where the patient died. 

51.  Disposition Write whether the patient was admitted, discharged, transferred, 
Discharge against medical advice, treated and sent home, absconded and died. 

52. If transferred, Name of Health Facility Write the name of the Health Facility where the patient was transferred. 

53. Reason for Referral Write the reason why the Patient was transferred to another Health facility. 

54. 
54a. 
54b. 
54c. 
54d. 

Consultant in-charge 
Address 
Landline # 
Mobile # 
Email Address 

Write the name, position title /designation of the Consultant in-charge on this portion including the address and contact 
details (landline no., mobile no. and email address). 

55. 
55a. 
55b. 
55c. 
55d. 

Completed By 
Address 
Landline # 
Mobile # 
Email Address 

Write the name, position title /designation of the personnel completing the form on this portion including the address and 
contact details (landline no., mobile no. and email address). 
 

56. Date Completed Write the Date of registry was completed and encoded using the mm/dd/yyyy format. 
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