Name Phone #:
HIGH RISK
DOB: Due Date: Pregn ancy
CENTER OF &K ANSAS CITY
Referring Physician:
grhy diabetics@hrpckc.com
Diabetic Medicine(s) & Dose: (816) 541-2700
Date Fasting Breakfast 2 hr. after Lunch 2 hr. after Dinner 2 h-r. after Bedtime
Breakfast Lunch Dinner
Comments:
Comments:
Comments:
Comments:
Comments:
Comments:
Comments:

Plan & Follow-Up:
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