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Parental Consent for Insulin to Carb Ratio Change 
  

I, _______________________________ am changing ________________________________’s 
  (Parent’s name)                              (Student Name) 
 
Insulin to Carb ratio to _____ units of Insulin to _____ grams of carbohydrates on  
 
__________________________________. 
  Date      
  
_____________________________________________________________________________                   __________________  
(Parent Signature)                                                                                                                                                 (Date)  
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