


INFORMATION FOR SCHOOL MANAGEMENT OF DIABETES MELLITUS

Schoel Year:
Student’s Name: Date of Birth: Effective Date:
School Neme; Grade: Homarcom:
CONTACT INFORMATION:
PasentGuardian #1: Phone #: Home: Wark: CePager;
Parent'Guardian #1: Phore ¥ Home: Work: CoflPager:
Digbetes Care Provider: Phone &
Other emergency contac: = Ralationship
Phone Numbers: Home; Celluler/Pager:
Insurance Carrar: Preferred Hospital:

EMERGENCY NOTIFICATION: Notify parents ol the following conditions:

a  Loss of conscousness or seizure (convulision) immediately atter caling 813 and administenng Glucagon.
b. Blood sugars in excess of 300 mgidl. With ketgnes present

¢. Positive urine ketones.

d. Abdominal pain, nausaalvomiting, lever, darrhea, allered breathing. allorad level of consciousness

STUDENT'S COMPETENCE WITH PROCEDURES: (Mus! be vediitd by parent and school nurso)

O Elood glucese monitoring 0 Camy supplies for BG monRaring

0 Delermining insulin dose Q Carry supplies for insulin administration
O Measuring insulin 0 Monlior BG In classroom

O Injecting Insulin 0 Self treatment fac mild kow blood sugar
O Independenty operstes insulln pump O Detarmine own snackimeal content

MEAL PLAN: Time Location  CHO Content Time  Location CHO Content

O Bt O MicPp
O Mid-AM O Balore PE
O Lunch 0O After PE:

Meal'snack will be consicered mandatory, Times of mealsfsnacks will be at roufine school imes urdess alteration is indicated. School
nurse wil contact digbetes care provider for adjustment in meal times.  Canlent of mealisnack will ba datarmined by:

0O Studant O Parew O Schoolrurse J Diabetes provider

Please provide school cafeterla with a copy of this meal plan order to fullill USDA requirements.

Paran! lo provide and restock snacks and low blood sugar supplies box.

LOCATION OF SUPPLIES/EQUIPMENT: (To be completed by schaal personned)

Biood glucose equipment: QO Ciinicrealthroom O With studert
Insulin administration supplies: O Clinkcdwalthroom O Wilh student
Glucagon emergency kit: Glucosegel: __~ Keotone testing supphes:

Fasl scling carbonydrate: O Clnichealthoom O Withstudent  Snacks: QO Clinic/heatth room O With student

SIGNATURES: | ynderstand that all irsatments and gracsdures may ba periormed by the student andfor unicensed personnel within
tha school or by EMS in the avent ol loss of consciousness or ssizure. | alsa understand that the school s oot responsitile tor damage,
loss of equipment, or expenses ulized in these treatmenis and procedures. | 9Ne pem-lulon for school persannel to contact my
child's diabetes provider for guidance and recommendabons. | have revk tion form and agree with the Indicated
information. This form will assist the school in deveioping a health plan and in pmvlding appropriate care for my chid.

PARENT SIGNATURE: DATE:
SCHOOL NURSE SIGNATURE: DATE:

I Chs- 5 Childrer's Healthcare of Allania 341




