
PERSONAL HOSPITAL INFO CARD

Personal Information

Name:

Date of Birth:

Emergency Contact Name:

Relationship:

Phone Number:

My Diabetes Care Basics

[ ] Insulin Pump (Brand: ____________)

[ ] CGM (Brand: ____________)

[ ] Inhaled Insulin (Name: ____________)

[ ] MDI (Multiple Daily Injections)

[ ] Syringes

[ ] Pen

[ ] Smart Pen

My Insulin(s):

- Basal/Long-Acting:

- Bolus/Rapid-Acting:

Typical Total Daily Dose (TDD):

My Carb Ratio: 1 unit / ___ grams

Correction Factor (ISF): 1 unit lowers glucose by ___ mg/dL

Target Glucose: ___ mg/dL

Other Important Medications

Important Notes



PERSONAL HOSPITAL INFO CARD

[ ] I manage my own diabetes: Yes

[ ] I manage my own diabetes: No

Please allow me to use my own devices and supplies.

If I am unable, contact my emergency person or medical POA.

Known Allergies or Reactions:

Other Medical Conditions:

My Providers

Endocrinologist:

Phone:

Primary Care Physician:

Phone:

Pharmacy:

Phone:


