
Insulin Therapy Order for Insulin Initiation and Stabilisation


Service requested:

Please tick appropriate box otherwise referral is INVALID

( The referring doctor wishes the Diabetes Educator to adjust insulin doses until blood glucose targets are achieved.

( The referring doctor will adjust insulin doses.

Insulin Therapy Order:

Type of insulin: ____________________ Starting dose: ______________________

Time and regimen: ___________________________________________________

Target blood glucose range: Fasting: ____________
Post prandial: ____________

In Type 2 diabetes, is current oral therapy to be continued as combination therapy?

( Yes


( No


         Please state type or oral agent and dose:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Expectations of progress reports if insulin dose adjustment is delegated to Diabetes Educator:

( Daily


( Weekly


( Fortnightly

Signature of referring doctor: ______________________________________

Date: _____ / ______ / _______

REFERRING DOCTOR


(Name, Address, Phone, Facsimile)	   


	








PATIENT DETAILS


Name:	   _____________________________________





Address:  _____________________________________


	   _____________________________________





DOB: ____ / ____ / ____ ________________________
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