
 
Diabetes Information Sheet 

 
 

 
Name_____________________________      DOB _____________________________ 
 
Pediatrician________________________      Pediatrician Phone ___________________ 
 
Insurance__________________________    
 
Pharmacy__________________________    Pharmacy Phone______________________ 
 
Pharmacy Fax_______________________ 
 
School_____________________________ 
 
School Nurse Name __________________   Phone______________________________ 
 
School Nurse Fax____________________ 
 
Allergies____________________________________________________________________________ 
 
Other medical conditions_______________________________________________________________ 
 
Date of Diabetes Diagnosis___________________ 
 
Type of syringes used_______________________ 
 
Types of insulin used(include brand) ______________________________________________________ 

____________________________________________________________________________________ 

 
Insulin Pump (if applicable) ______________________________ 
 
Age started on pump________________________ 
 
Upgrade Availability Date___________________ 
 
Type of infusion set used____________________ 
 
Other daily medications:   ______________________________________________________________ 

___________________________________________________________________________________         

 

          


