
 

MEDICATION LIST 
Allergies:     Pharmacy/phone: 

STAFF ONLY* 
Approx. 

Date 
Started 

MEDICATIONS 
(For insulin, see reverse) Dose 

How often 
do you 
take it 

each day?

Time of the 
day taken  
(before or 
with meal; 

etc.) 

Date 
Changed

Date 
Stopped

       
       
       
       
       
       
       
       
       
       
       
       

 
1. How many times a week do you miss or skip medication(s)?  
     None (skip to question 2) 
    1 to 2 3 to 4  Other:_______  
    Which medication(s)? ___________________ Time of day most often missed:______________ 
2. What concerns do you have about your medication?  
    Schedule Finances  Side effects  Other:_________________ 
 
Note: This list summarizes your home medications, herbs or supplements. Changes made during your appointments  
at the Center for Diabetes Services are based on information provided by you, your family members, or healthcare 
team members. It is not meant to substitute advice given to you by your prescribing healthcare provider.  
Patient signature___________________________________________________  Date:________   
 
*STAFF ONLY: for changed or stopped medications, line through it and enter all new or changed ones on a new line. 
Staff signature___________________  Date:________  Staff signature_________________  Date:________ 
Staff signature___________________  Date:________  Staff signature_________________  Date:________ 
Staff signature___________________  Date:________  Staff signature_________________  Date:________ 
 

 
 DIABETES SERVICES 

3801 Sacramento, 7th Floor 
San Francisco, CA 94118 

(415) 600-0506 

 
PATIENT IDENTIFICATION                                                                              

 
Your NAME__________________________ 
Date of Birth________________ 

 
6/23/08 

 
 



 
 
FOR THOSE ON INSULIN, please complete all sections that apply: 
Who manages your insulin?   I do     I get help from: _____________________ 
 
Insulin Pumpers Insulin in pump  Humalog Novolog  Apidra 
Pump type/model: 
Clinician will fill out Pump Log 
 
Basal  Lantus  Levemir  NPH  Other__________ 
I take __________ units at_______(time of day). 
I take __________ units at_______(time of day). 
 
Mealtime Scale   Humalog Novolog Apidra Regular                
I take it _____ minutes before breakfast lunch dinner, according to the scale below: 
 

 

Blood Glucose Insulin 
 

For personalized mealtime scales  
Personalized 

Scale 
 Usual Scale All meals 

breakfast lunch 
 

dinner 

 Less than 70 No insulin. 
 Recheck 15 min. 

No insulin. 
 Recheck 15 min. 

 70-100 _____ units ____ units ____ units ____ units 

 101-150 _____ units ____ units ____ units ____ units 

 151-200 _____ units ____ units ____ units ____ units 

 201-250 _____ units ____ units ____ units ____ units 

 251-300 _____ units ____ units ____ units ____ units 

 301-350 _____ units ____ units ____ units ____ units 

 351-400 _____ units ____ units ____ units ____ units 

 More than 400 _____ units ____ units ____ units ____ units 
 
Carb Ratios & Correction Factor   Humalog Novolog Apidra   
 

Insulin to Carb Ratio 
   1 unit covers a certain amount of carb 
   (Example: 1:10) 
 Breakfast _______ 
 Lunch__________ 
 Dinner__________ 
 

 

Correction Factor 
   When glucose is above target 
   (Example: 1:50 for glucose above 120) 
 
                :            for glucose above 

Comments:___________________________________________________________________ 
____________________________________________________________________________ 
____________________________________________________________________________ 


