
Name

If the infusion set comes out or needs to be changed: 

Bolus should occur:

NO

Activity mode
per RN/trained staff discrection 

PARENT/GUARDIAN AUTHORITY

To adjust insulin dose To change frequency of blood glucose monitoring 

YES
NO

YES

NO

Student’s Name

Date of Birth

Use pump-suggested coverage

Glucagon SC or IM dose:

MONITOR BLOOD GLUCOSE/CHECK CGM

See accompanying algorithm for Blood Glucose Results as supplement to these orders (injection form)

Use pump-suggested coverage

Give 1 unit insulin per:  gm carbohydrate at breakfast
 gm carbohydrate at AM snack
 gm carbohydrate at lunch
 gm carbohydrate at PM snack

MODERATE EXERCISE (LASTING 30 MINUTES OR
MORE) AND SPORTS WITH A PUMP

Name
Phone
Fax E-Mail

:
:
: :

:

:

DIABETES HEALTHCARE PROVIDER INFORMATION

SCHOOL

School Fax Phone

:

: :

Rapid-acting insulinInsulin via syringe every 3 hours

If pump malfunctions or needs changing, contact guardian

Change set at school

Before eating, or 
Other:
Split dose

PUMP MODEL TYPE :

HEALTHCARE PROVIDER ORDERS/ DIABETES
MEDICAL MANAGEMENT PLAN 

(MONTANA FORM VERSION 08/2025)

Notify guardian if ketones are positive 

if nausea, vomiting, or abdominal pain, OR if blood glucose is >300 twice when checked 2-3 hours apart. 

Use correction scale plus an additional                     units for moderate and units for large repeat
ketone check in 2 hours, and repeat additional insulin if moderate or large ketones are still present. 

Give 1 unit of insulin for every ____________ mg/dl 
with a target blood glucose of ____________  mg/dl

 Formula used to calculate correction:
 Blood glucose ________ - target blood glucose ___________ = _________ 
 Then / by correction factor (_________) = ____________

YES

If infusion set comes out or needs to be changed

CORRECTION BOLUS OF HYPERGLYCEMIA 

Insulin type:

Use correction scale via syringe/ pen

CARBOHYDRATE COVERAGE

DIABETES MEDICATIONS

INSULIN PUMP INFORMATION 

Use CGM when available 

Other :
Other :

Check as needed for signs and symptoms of low or high blood glucose, or if the student does not feel well

Finger Stick Required when sensor glucose doesn't match symptoms; sensor unavailable;
sensor glucose still <                    mg/dL 15 min after treatment

Other: 

Before meals 
Before snacks 

Other: 

0.5 mg
1.0 mg

Baqsimi - Nasal 3mg

For severe hypoglycemia

PERSONAL INFORMATION

Check blood glucose
Count carbohydrates
Calculate insulin dose 

Signature/Stamp

Date:

Parent/Guardian Signature

Date:

HCP ASSESSMENT OF STUDENT’S DIABETES MANAGEMENT SKILLS

Independent Needs Supervision Cannot DoSkill

Injection

Student may advance in independence through the school
year if school/parent agree

KETONE MANAGEMENT

Medication:   
Other:

Dose When to administer:
Dose When to administer:

PUMP FORM
Effective Date: 

End Date: 
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