
 LTC Diabetes Management Flow Sheet 
 

A 
 

Resident: _________________________  Date: __________ 
 
Diet  __________________________ 
 

 

B 
 
B  Medication Management 
 -List oral agents and dose-     -List Insulin type and doses- 
 Oral Agents     Insulin 
 _____________________________   Basal  ____________________ 
 _____________________________   Prandial ____________________ 
 _____________________________     B:     L:     D:     HS 

__________________________________     _______________________ 
 
  

 

C 
Monitoring  
-List date and BG values with SSI coverage given to right- 
Date:        
FBS 
 

 

        / 
 

        / 
 

        / 
 

        / 
 

        / 
 

        / 
 

        / 

12 N 
 

 

        / 
 

        / 
 

        / 
 

        / 
 

        / 
 

        / 
 

        / 

5 PM 
 

 

        / 
 

        / 
 

        / 
 

        / 
 

        / 
 

        / 
 

        / 

HS 
 

 

        / 
 

        / 
 

        / 
 

        / 
 

        / 
 

        / 
 

        / 
 

 

D 
Nursing Observations / Comments:_________________________________ 
_______________________________________________________________ 
 

 

E 
Orders: 
 
 
 

  
Physician Signature: __________________________    Date:  ______________ 
 
    Fax Back to Facility     
 
 

 
 

PMDA / The Pennsylvania Society for Post-Acute and Long-Term Care Medicine          ©2015 


