RALPH OIKNINE, M.D.

PLEASE SEND A CLEAN COPY. FOR SAFETY REASONS, WE WILL NOT BE ABLE TO ACCEPT THIS FORM IF IT HAS BLOOD STAINS ON IT.

Patient Name: 






   Date of Birth: 
/
/


Glucose Targets















Fasting:  90-120

Phone #:   (          )




   Fax: 
 (          )





Before Meals: <140















Bedtime: 100-150

DIABETES PILLS: (Name, amount, time)

INSULIN (type and amount)

	Breakfast
	Lunch
	Dinner
	Bedtime

	
	
	
	


BLOOD SUGAR TESTS

	DATE
	PRE-BREAKFAST
	PRE-LUNCH
	PRE-DINNER
	BEDTIME
	COMMENTS

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Mail or fax this completed form to your doctor at the address below:
Address:
222 S. Woods Mill Road, Suite 410N
Fax#: 314-469-0744



Chesterfield, MO  63017

