     Discharge Insulin Physician Order 
              Handwritten alterations to the insulin doses will NOT be accepted. 
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22 Lantus Nightly  
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Regular

 ASK bkSUnits "Enter number of units of short-acting insulin 0600 hours if the glucose is in the goal range (91-130)." \d "Enter a number" 3  [image: image2.wmf]After REVIEW, click here to PRINT

  1

 ASK LunchShort "Enter number of units of short-acting insulin at 1200 if the glucose is in the goal range (91-130)" \d "Enter a number" 4

 ASK lunchI "Enter incremental short-acting bolus change (correction factor)  in the  1200 dose if the glucose is not in the goal range" \d "1"1 5 1  6 1
	Blood Glucose (mg/dL)
	0600
(Units Regular Insulin)
	1200
(Units Regular Insulin)
	1800
(Units Regular Insulin)
	2400
(Units Regular Insulin)

	<70
	Treat the low blood sugar.  Recheck blood glucose  in 15 mins. If sugar is more than 70, then take the number of units of insulin in the 70-90 row, if before a meal.

	70-90
	1.8 FORMTEXT 

1

	2.4 FORMTEXT 

2

	3 FORMTEXT 

3

	3.6 FORMTEXT 

3


	91-130

(Base Dose)
	3
	4
	5
	6

	131-150
	4 FORMTEXT 

4

	5 FORMTEXT 

5

	6 FORMTEXT 

6

	7 FORMTEXT 

7


	151-200
	5 FORMTEXT 

5

	6 FORMTEXT 

6

	7 FORMTEXT 

7

	8 FORMTEXT 

8


	201-250
	6 FORMTEXT 

6

	7 FORMTEXT 

7

	8 FORMTEXT 

8

	9 FORMTEXT 

9


	251-300
	7 FORMTEXT 

7

	8 FORMTEXT 

8

	9 FORMTEXT 

9

	10 FORMTEXT 

10


	301-350
	8 FORMTEXT 

8

	9 FORMTEXT 

9

	10 FORMTEXT 

10

	11 FORMTEXT 

11


	351-400
	9 FORMTEXT 

9

	10 FORMTEXT 

10

	11 FORMTEXT 

11

	12 FORMTEXT 

12


	401-450
	10 FORMTEXT 

10

	11 FORMTEXT 

11

	12 FORMTEXT 

12

	13 FORMTEXT 

13


	>450
	11 FORMTEXT 

11

	12 FORMTEXT 

12

	13 FORMTEXT 

13

	14 FORMTEXT 

14


	Lantus insulin 22 units subcutaneous  Nightly



Provider Signature: _____________________________ID No:_____________________
Date: July 12, 2011___________________Time: 15:36______________________
RN Signature: __________________________________ Date/Time: _____________
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