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MEAL PLATE
PLACATA DE LA COMIDA
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Aerobic (Aerobic)

~ 30 Minute s times a week
30 minutos 5 veces a la Semana
* 10 minutes 3 times a day -10

minutos 3 veces al dia HOW LONG?
* 15 minutes 2 times a day -15 TIEMPO?

minutos 2 veces al dia

Strength - Fuerza
— 2 Times a week -

2 Veces a la Semana

Stretching and Balance
Exercise

Estiramientoy Equilibrio

— Daily - Diario

TYPES OF

EXERCISE Running -Funcionamiento
TIPOS DE j

EJERCICIO Dancing - Baile

Playing Sports-H
Deporte

— Soccer- Futbo

— Football - Futbol
Americano

Gardening -Jardineria




MEDICATION
MEDICACION

Why Take Medication for
Diabetes?

Por que Tomar la
Medicacionparala
Diabetes?

MEDICATION
MEDICACION

Oral Medication

Medicacion Oral

* Lowers blood sugar by swallowinga
pill

Take just like your Doctor tells
you.
Must be taken every day with a
meal.
Do Not skip any medication
unless you call your Doctor
If you are sick call your Doctor .
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* To preventydur diabetes
from hurting your (Para
Evitar que su Diabetes se
Hago Dano);

— Heart-Carazon

yourself with a needle and syringe
Take just like your Doctor
tells you.
Take your with a meal.
Do not skip gny medication
unless you call your doctor

If you are sick call your
doctor



MEDICATION
MEDICACION

THINGS TO
REMEMBER
COSAS PARA
RECORDER

FAMILY
FAMILIA

Will My Children
Get Diabetes?

Mis Hijo Tener
Diabetes?
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Always take all of your medication.
Never skip a dose.

Take your diabetes medication with
a meal .

If you are sick or become sick call
your doctor.

Never borrow or trade youyr
medication with friends o

Never take a friends or fanily
members medication.

If you travel make sure yot

enough medication and s
take while you are gone.

= Children of pepple with diabetes
often get diabe
— Poor Diet
La Mala Alimentacion
* Soda
« Chips
* Candy
* Junk Food
— No RegularExercise
Sin Ejercicio
* Not bejng active on a daily basis
— Being OverWeight
El Sobrepeso
— Heredity -
* Ifa patent has diabetes the
chance of their child getting it is
1in7.

ereditario
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Things a Family Can Do

FAMILY Together!
FAMILIA Cosas Que Una Familia

* Eat aHealthy Diet
Comer Una Dieta Saludable
— Cook Healthy Food Together
— Share Meals Together
Exercise - Ejercicio
— Take a Family Walk
— Play Sports Together
— BeActive Together
Control Your Weight
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Controle SuPeso
— Plan Family Workouts

@

— Encourage Each Other
Maintain a Healthy Weight

DIABETES PROBLEMS
PROBLEMAS DE LA
DIABETES

High Blood Sugar

Increase in Urination
Aumento de la Miccion
Increase in Thirst
Aumento de la Sed ;
Blurred Vision Nervous - Nerviozo
Visfcn Borrosa Sweaﬁng, Chih's p C]amm!ness
Shortness of Breath Frio, Sudor & Clamminess
Falta de Aliento Confusion - Confusion
Breath Smells Like Fruit
Aliento Huele a Fruta
Dry Mouth
Sequedad en la Boca Hunger_:'Nausea Hambre o Nauseas
Nausea and Vomiting Tingling or numbness in lips or mouth.

Irritability - Irritabilidad
Light Headed/Dizzy - Mareo o Vertigo

Las Nauseas y Los Vomitos Hormigueo o Enftumecimiento de los
Labios de|la Boca




THINGS TO CHECK
EVERY DAY

COSAS A
COMPROBAR TODOS
LOS DIAS

SUPPORT
SYSTEMS

SISTEMAS
DE APOYO

* Check Your Feet Everyday

Revise Sus Pies Todos Di
— NeverWalk Barefoot
Nunca Camine Descalzo

— Checkyour blood suggr 2-3 times a day.

* Eat Healthy Every Day
Comer Saludable Todos Los Dias
* StayActive - Mantenersg Activo
* Take Your Diabetes Medicine Everyday

Tomar SuMedicamento para La Diabetes
Todos los Dias

* Family - Familia
* Friends - Amigos
* Church - Iglesia

Clinica Interreligiosa
Comunidac
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Questions?

Preguntas?
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Appendix C: Demographic Questionnaire

Please select from the following choices

1. Gender Male / Female
2. Current age Years
3. Marital status Married / Unmarried

4. Highest education received

5. How many years have you had diabetes? Years

6. Have you ever participated in a diabetes education program before? Yes/ No

7. If you have participated in a diabetes education class prior to this class, was it
culturally based?

Yes/ No
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Appendix D: Project Referral Form

Name of Patient

Most recent hemoglobin Alc level

Last diabetes education class attended

Date of referral

Date of Return Appointment




