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Daily treatment consists of:


Medical equipment required:
( Glucometer – model________________________
( Insulin Syringes___________________________
( Glucagon hypoglycemia  kit__________________
( Other___________________________________
Physician name_____________________________


License no.________________________________


Tel_______________________________________


Date______________________________________


Signature__________________________________





Medical Certificate





I herewith Certify that (First and last Name) _______________________


Passport No._____________________ Is diagnosed with Type 1 Diabetes.











Insulin Injections


Type of Insulin_____________________________


Dose Units\day_____________________________


                        …………………. 








Insulin Infusion Pump


Model____________________________________


Insulin infused_____________________________












