Warwick School District Diabetes Management Plan
To be completed by student’s Physician/Health Care Provider and signed by Parent/Guardian and Student
Student’s Name ____________________________________    Date of Birth:__________________  

Grade: _____  Homeroom Teacher: ________________ Date of Diabetes Diagnosis: ___________  
This student’s target Blood Sugar range:   ______________

Blood Sugars will be checked before lunch and at the onset of any low or high blood sugar symptoms 
    (or at parent’s request).

Student uses:   ___ insulin pump       ___ insulin pen /syringes   ___continuous glucose monitor
Parent requests to be contacted if blood sugar less than_______ or greater than_______
TYPE



DOSE



ADMINISTRATION
Insulin: ___________



       _​__Pre-meal insulin dose = carbohydrate dose + correction dose:





Carb/insulin ratio: 1 unit for every ______ gms carb





Correction factor:  1 unit for every ____mg/dl over ____mg/dl



       ___Sliding Scale:

Glucagon: 
       ___cc   if unconscious or seizing due to hypoglycemia. 

       (call 911 and parents if administered-school policy)
Treatment of low blood sugar (for this student, BS less than ______ mg/dl)
Typical symptoms for this student include:___________________________________________

· Do not leave child unattended.

· Check child’s blood sugar.

· If less than _____ mg/dl, give 15 gms. Carbohydrate (such as glucose tabs, smarties, fruit juice).
· Wait 15 minutes and repeat blood sugar.  
· If symptoms persist or blood sugar remains below _____mg/dl, repeat 15gms. carbs
· Follow w/ protein/carbohydrate snack unless meal is within 30 minutes.                                                         Examples: Peanut butter crackers or cheese and crackers.

· Allow sufficient time to recover before expecting student to take an exam, etc.

Treatment of high blood sugar:
Typical symptoms for this student include:______________________________________________
· Check student’s blood sugar.

· Treat with correction dose if greater than target range.

· Check urine ketones if blood sugar is ______ mg/dl or greater. (Call parents if ketones are moderate or large)

· Treatment for ketones:  Increase non-caloric fluid intake, bathroom privileges, and __________.

· Have student return for blood sugar check in 2 hours or as needed.
Supplies to be kept at school:

___ Blood glucose meter, blood glucose test strips, batteries for meter

___ Lancet device, lancets, gloves, etc.
___ Insulin pump and supplies

___ Insulin pen, needles, insulin cartridges

___ Fast acting source of glucose

___ Carbohydrate containing snack

___ Glucagon emergency kit

___ Ketone test strips
Other Questions:

How do we handle school snacks?

Does student need extra snack on PE days or before exercise?

Signatures:
The above plan has been prescribed by:

____________________________________                       _________________
Physician/Health Care Provider Signature                            Date
____________________________________________
(Please Print Name of Physician/Health Care Provider

___________________________________________________________________
Address 
Phone # ________________
I give permission to the school nurse, trained diabetes personnel, and those staff members designated by Warwick School District administration to perform and carry out the diabetes care tasks as outlined above. I also consent to the release of the information contained in this plan to all staff members and other adults who have custodial care of my child and who may need to know this information to maintain my child’s health and safety.
____________________________________

__________________

Parent/Guardian Signature




Date
I agree to comply with the above Diabetes Management Plan prescribed for me.
____________________________________

__________________

Student’s Signature





Date

Warwick School District

Diabetes Self-Management Authorization Form

STUDENT NAME: _______________________  BIRTH DATE: ______________  GRADE: ______

PARENT/GUARDIAN STATEMENT OF CONSENT: 

As the parent/guardian of the above student, I give consent for my child to perform his/her own diabetes care tasks under the supervision of the school nurse. 

Signature of Parent/Guardian: _______________________________  Date: ________________

TO BE COMPLETED BY THE PHYSICIAN/ LICENSED HEALTHCARE PROVIDER:

As the licensed prescriber for this student, I verify that he/she has adequate knowledge of diabetes and has the ability to self-manage his/her diabetes care. I understand that the school nurse will supervise the student’s ability to self-manage; and will notify the parents and/or licensed prescriber of concerns regarding the student’s care.

As the licensed prescriber, I affirm that the above student is able to properly perform the following diabetes care tasks as indicated by my check ( √ ) below:

_____  Perform glucometer checks utilizing test strips and lancets

_____  Count Carbohydrates

_____  Calculate pre-meal insulin dose

_____  Calculate correction factor

_____  Determine and administer correct insulin dose

_____  Administer insulin doses per a sliding scale

_____  Check Urine Ketones

_____  Manage insulin pump

 
_____   Calculate and set basal profiles


_____   Bolus correct for amount of carbohydrates consumed

_____   Calculate and administer corrective bolus

              _____   Calculate and set basal profiles

_____   Calculate and set temporary basal rate

               _____   Disconnect pump

          
_____    Reconnect pump at infusion set

_____    Prepare reservoir and tubing

_____    Insert infusion set

     
_____   Troubleshoot alarms and malfunctions

Physician/ Health Care Provider Signature: __________________________  Date: _______
Health Care Provider Address: ______________________________ Phone #: __________       Rev 5/16
Checklist: Things to discuss w/ parent in the summer before the start of school
Student abilities:




Needs Assistance (circle yes or no)
Count carbohydrates




Yes
No
Bolus correct amount for carbohydrates consumed
Yes
No

Calculate and administer corrective bolus

Yes
No

Calculate and set basal profiles


Yes
No
Calculate and set temporary basal rate

Yes
No
Disconnect pump




Yes
No
Reconnect pump at infusion set


Yes
No
Prepare reservoir and tubing



Yes
No
Insert infusion set




Yes
No
Trouble shoot alarms and malfunctions

Yes
No
