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                                     HUMAN TOUCH HOME HEALTH, INC. 
 

                                                              DAILY BLOOD SUGAR / INSULINE LOG 
                                                 
 

Patient Name:   MR#:                                                  
 

Model Type: ______________________________________________ Serial #: __________________ 
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GLUCOSE METER QUALITY CONTROL LOG 
Date Check Strip 

Test OK 

 

TEST STRIP RANGE CONTROL SOLUTION TEST RESULT 
 

CORRECTIVE ACTION IF 
APPLICABLE 

  YES  NO   

NORMAL 
 

HIGH LOW NORMAL HIGH LOW 
 

     

 
 

PLEASE MAKE SURE YOU CHECK EXPIRATION DATES FOR CONTROL SOLUTIONS (EXPIRES 90 DAYS FROM DATE OPENED) 
AND THAT VIALS HAVE BEEN LABELED WHEN OPENED. 
• Nurse to send ORIGINAL to Agency along with nurse's notes on a weekly basis. Leave yellow copy inside folder at patient’s home.  

 

 

NURSE NAME:   NURSE SIGNATURE: ___________________________ 
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            Emal Professional Service 
  

Daily Blood Sugar/Insulin log                    TEAM COMMUNICATION

Patient Name: __________________________________________________ MR#: ___________________
 
A.M.                                                        P.M.

Date BS
Level

Insulin Dose
Administered

Site Nurse
Initials

Date BS
Level

Insulin Dose
Administered

Site Nurse
Initials

Team
Communication

Sun

Mon

Tue

Wed

Thu

Fri

Sat

NIGHT

Sun

Mon

Tue

Wed

Thu

Fri

Sat

GLUCOSE METER QUALITY CONTROL LOG

DATE
Check Strip Test OK Test Strip Range Control Solution Test Results

Corrective Action if
applicableYes No Normal High Low Normal High Low

PLEASE MAKE SURE YOU CHECK EXPIRATION DATES FOR CONTROL SOLUTIONS (expires 90 days from date opened) AND
THAT VIALS HAVE BEEN LABELED WHEN OPENED.

* Nurse to send ORIGINAL to Agency along with nurse’s notes on a weekly basis. Leave yellow copy inside folder at patient’s home.

Nurse Signature: _______________________________________
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TEAM COMMUNICATION
DAILY LOG

Patient Name: ____________________________________________________     MR#: ______________

Date AM BS

Level

Insulin/Dose

Site

BP

        P

Temp

          R
PM BS

Level

Insulin/Dose

Site

BP

      P

Temp

        R
Nurse

Initials

Sun

Mon

Tues

Wed

Thur

Fri

Sat

GLUCOSE METER QUALITY CONTROL LOG

DATE
Check Strip Test OK Test Strip Range Control Solution Test Results

Corrective Action if
applicableYes No Normal High Low Normal High Low

PLEASE MAKE SURE YOU CHECK EXPIRATION DATES FOR CONTROL SOLUTIONS (expires 90 days from date opened) AND
THAT VIALS HAVE BEEN LABELED WHEN OPENED.

* Nurse to send ORIGINAL to Agency along with nurse’s notes on a weekly basis. Leave yellow copy inside folder at patient’s home.

Nurse Signature: _______________________________________________
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Weekly MD Reports for Blood Sugar/Blood Pressure Log 

NURSE NAME: ______________________________________________________  * Any patient status Must be documented on the back of this form. 
 
PATIENT NAME: ____________________________________________________  MR#: ____________________________________ 
 
DATE: _________________ FROM _________________ TO _________________  Date Faxed To MD: ________________________ 

Date Write the 
Time BP Pulse 

A      R  RESP TEMP BS 
LEVEL 

INSULIN 
TYPE 

INSULIN 
DOSE 

SITE 
ADMINISTERED 

MEDICINE  
TAKEN ORALLY 

(Y / N) 

PAIN LEVEL/LOCATION/
ACTION 

SUN  

AM:            

NOON:            

PM:            

MON  

AM:            

NOON:            

PM:            

TUE  

AM:            

NOON:            

PM:            

WED  

AM:            

NOON:            

PM:            

THUR  

AM:            

NOON:            

PM:            

FRI  

AM:            

NOON:            

PM:            

AM:            

NOON:            

PM:            

SAT  
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