     Insulin Physician Order 
              Handwritten alterations to the insulin doses will NOT be accepted. 

5[image: image1.wmf]Click here to BEGIN using this Order Sheet

12 Lantus Nightly  Humalog1

 ASK Iam "Enter incremental short-acting bolus dose change (correction factor) at breakfast when glucose is not at goal" \d "1" 1

 ASK LunchShort "Enter number of units short-acting bolus insulin for lunch when glucose is in the goal range (91-130)." \d "Enter a number"1

 ASK lunchI " Enter incremental short-acting bolus dose change (correction factor) at lunch when glucose is not at goal" \d "1"1 1 [image: image3.jpg]Physician Orders
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1
1) Discontinue Previous Insulin Orders
2) Fingerstick Glucose four times daily: before meals and nightly
3) Diet: Add Carbohydrate Consistent Diet with 5 carbohydrates units per meal. 

4) Long acting insulin to be given subcutaneous: 

Lantus insulin 12 units subcutaneous Nightly
5) Humalog Insulin units subcutaneous as directed in the below algorithm.
	Blood Glucose (mg/dL)
	Breakfast 

(Units Humalog Insulin)
	Lunch 

(Units Humalog Insulin)
	Supper 

(Units Humalog Insulin)
	Nighttime
(Units Humalog Insulin)

	<70
	Treat the hypoglycemic episode per hypoglycemia protocol

	70-90
	1.2 FORMTEXT 

1

	1.8 FORMTEXT 

1

	2.4 FORMTEXT 

2

	0

	91-130

(Base Dose)
	2
	3
	4
	0

	131-150
	3 FORMTEXT 

3

	4 FORMTEXT 

4

	5 FORMTEXT 

5

	0

	151-200
	4 FORMTEXT 

4

	5 FORMTEXT 

5

	6 FORMTEXT 

6

	0

	201-250
	5 FORMTEXT 

5

	6 FORMTEXT 

6

	7 FORMTEXT 

7

	0

	251-300
	6 FORMTEXT 

6

	7 FORMTEXT 

7

	8 FORMTEXT 

8

	1

	301-350
	7 FORMTEXT 

7

	8 FORMTEXT 

8

	9 FORMTEXT 

9

	2

	351-400
	8 FORMTEXT 

8

	9 FORMTEXT 

9

	10 FORMTEXT 

10

	3

	401-450
	9 FORMTEXT 

9

	10 FORMTEXT 

10

	11 FORMTEXT 

11

	4

	>450
	10 FORMTEXT 

10

	11 FORMTEXT 

11

	12 FORMTEXT 

12

	5
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