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         State of Florida Physician Insulin Orders


_________________ County School Health Services Program

Date: ___________

Student Name: __________________________________ Date of Birth: ___________

Order Expiration Date: ___________ (not to exceed one year)

Type of Insulin: ________________________         Target Blood Sugar: _______mg/dl

Correction Factor/Insulin Sensitivity: 

1 unit of insulin for every _______mg/dl (points) that blood sugar is above or below target.

· Range permitted by physician order:  From 1 unit of insulin for every _______mg/dl up to 1 unit of insulin for every _______mg/dl above or below blood sugar target.

Insulin to Carbohydrate ratio: 

1 unit of insulin for every ______ grams of carbohydrate eaten.

· Range permitted by physician order: From 1 unit of insulin for every _______grams of carbohydrate up to 1 unit of insulin for every______ grams of carbohydrate eaten.

Physician Name: ________________________________

Physician Signature: _____________________________

Phone Number:  ________________________________

Fax Number:             _____________________________
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