
 



  



 



      INFORMATION FOR SCHOOL MANAGEMENT OF DIABETES MELLITUS  
School Year:  _______________  

  

Student’s Name:  ____________________ Date of Birth: _________ Effective Date: _____________  

  

School Name: ________________________  STUDENT ID:  __________________Grade: ____________   

CONTACT INFORMATION:   
  
Parent/Guardian #1: ____________________Phone #:  Home: ____________Work: _________ Cell/Pager: __________  
  
Parent/Guardian #1: ____________________Phone #:  Home: ____________Work: _________ Cell/Pager: __________  
  
Diabetes Care Provider:  ________________________________________Phone #:  ____________________________  
  
Other emergency contact:  _____________________________________  Relationship: _________________________  
  
Phone Numbers:  Home:  _______________________________  Cellular/Pager:  _______________________________  
  
Insurance Carrier:  _____________________________________ Preferred Hospital: ____________________________  
  
EMERGENCY NOTIFICATION:  Notify parents of the following conditions:  
a.   Loss of consciousness or seizure (convulsion) immediately after calling 911 and administering Glucagon. 
b.   Blood sugars in excess of 300 mg/dl. With ketones present 
c. Positive urine ketones.  
d. Abdominal pain, nausea/vomiting, fever, diarrhea, altered breathing, altered level of consciousness  
  

STUDENT’S COMPETENCE WITH PROCEDURES:  (Must be verified by parent and school nurse)  
  
   Blood glucose monitoring         Carry supplies for BG monitoring  
   Determining insulin dose         Carry supplies for insulin administration  
   Measuring insulin           Monitor BG in classroom  
   Injecting insulin           Self treatment for mild low blood sugar    Independently operates insulin pump 

      Determine own snack/meal content  
  

  
MEAL PLAN:    Time          Location       CHO Content Time        Location        CHO Content  

  
   Bkft   ________   ___________    ___________      Mid-PM      ______    ___________    ___________  
  
   Mid-AM    ________   ___________    __________      Before PE  ______    ___________    ___________  
  
   Lunch  ________   ___________    ___________      After PE:    ______    ___________     ___________  
  
Meal/snack will be considered mandatory.  Times of meals/snacks will be at routine school times unless alteration is indicated.  School 

nurse will contact diabetes care provider for adjustment in meal times.   Content of meal/snack will be determined by:     Student         Parent         

School nurse         Diabetes provider  
Please provide school cafeteria with a copy of this meal plan order to fulfill USDA requirements. Parent to provide and restock 

snacks and low blood sugar supplies box.  
  
LOCATION OF SUPPLIES/EQUIPMENT:  (To be completed by school personnel)  
  
Blood glucose equipment:        Clinic/health room     With student  
Insulin administration supplies:      Clinic/health room     With student     
Glucagon emergency kit:  ______________     Glucose gel:  _______________  Ketone testing supplies: _____________  
Fast acting carbohydrate:          Clinic/health room          With student      Snacks:        Clinic/health room         With student  
    
SIGNATURES:   I understand that all treatments and procedures may be performed by the student and/or unlicensed personnel within 

the school or by EMS in the event of loss of consciousness or seizure.  I also understand that the school is not responsible for damage, 

loss of equipment, or expenses utilized in these treatments and procedures.  I give permission for school personnel to contact my child’s 



diabetes provider for guidance and recommendations.  I have reviewed this information form and agree with the indicated information.  

This form will assist the school in developing a health plan and in providing appropriate care for my child.  
  
PARENT SIGNATURE:  ______________________________________________  DATE: ________________________  
  
COUNTY SCHOOL NURSE SIGNATURE: ________________________________ DATE: ________________________  

  

  

  
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



  

  

 
Authorization for Student to Carry a Prescription  

Inhaler, EpiPen® or Insulin  

______________ ___________ needs to carry the following prescription labeled inhaler, EpiPen® or 

insulin with him/her. The above named student has been instructed in the proper use of the medication 

and fully understands how to administer this medication. (It is preferable that a second prescription 

labeled inhaler, EpiPen® or additional insulin be kept in the clinic in case the first is lost or left at 

home.)  

_____________________________________________________________________________  

 Medicat n                                                                                           Dosage and Directions  

______________________________________________________________________________  

Physician's Signature or Stam                                                            Date  

I have been instructed in the proper use of my prescription labeled medication and fully understand 

how to administer this medication. I will not allow another student to use my medication under any 

circumstances. I also understand that should another student use my prescription, the privilege of 

carrying my medication may be revoked. I also accept the responsibility for checking in with the school 

nurse to keep her informed of use of my medication in case I start having problems.   

_______________________________________________________________________________  

 Student's Signature               Date  

I hereby request that the above named student, over whom I have legal control, be allowed to carry and 

use the prescription medication described above, at school.   I accept legal responsibility should the 

above medication be lost, given or taken by a person other than the above named student. I understand 

that if this should happen; the privilege of carrying the medication may be revoked. I release the school 

district and its employees of any legal responsibility when the above named student administers his/her 

own medication.  

_______________________________________________________________________________  

 Parent/Guardian Signature             Date  


