
Student Name______________________________________  Teacher ____________Target BS Range_________ 

Type of Insulin ___________Correction Dose  ______________________________ Unit/Carb Ratio___________     

Hypoglycemia Treatment BS< ________ Give _______________________    Check Ketones if BS >____________                                                                                      

Pump Notes__________________________________________________________________________________ 

Nurse must check and initial visit/numbers prior to student giving insulin 
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