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Form to be filled out by parent(s)/guardian(s)      
Diabetes Health Care Plan: Day-to-Day Management Procedures
	IDENTIFICATION
	Child’s Name:     

	DOB:     
	Health Card No.:     

	
	Child’s Home Address:     


	
	School:     

	School Year:     

	
	Grade:     

	Homeroom teacher:     
	Photo

	
	Bus driver and Bus Route No.(if applicable):*for office use

     

	

	
	MedicAlert® Number:     

	

	
	Special Patient Protocol:   YES   [image: image3.wmf]         NO  [image: image4.wmf]

	

	
	Plan effective on: (insert date)      


	BLOOD GLUCOSE MONITORING
	Target Blood Sugar Range:     


	
	My child can check blood sugar levels independently:      YES  [image: image5.wmf]
     NO  [image: image6.wmf]


	
	If no, name the person who will test the student’s blood sugar in school: *for office use

     


	
	Name the person responsible for monitoring blood sugar levels (testing): *for office use
     

	
	Name the person responsible for communicating blood sugar levels to parent: *for office use
     

	
	Can your child recognize when he or she has a low blood sugar?   YES [image: image7.wmf]   NO   [image: image8.wmf]


	
	Location(s) of fast acting sugar in the school:*for office use

     


	
	Scheduled times to check blood sugar levels during school hours:



	
	1.     
	2.     
	3.     
	4.     
	5.     


	
	Identify the method of communication the school is to use to pass on levels to the parent(s)/guardian(s):
     


	
	Call parent(s)/guardian(s) if: (please specify)      


	
	Additional information:      


	INSULIN BY INJECTION
	*Students who use a syringe or pen to administer insulin


	
	My child can self-administer insulin by injection:     YES  [image: image9.wmf]
        NO  [image: image10.wmf]
Monitoring required:  YES  [image: image11.wmf]
        NO  [image: image12.wmf]

	
	If child cannot self-administer, name the person who will administer insulin to my child during school hours:
     


	
	Name the person responsible for monitoring insulin administration for this student: *for office use
     


	
	Scheduled insulin administration time(s) during school hours:
     


	
	My child can determine the dose of insulin to be given:   YES  [image: image13.wmf]
NO  [image: image14.wmf]
If no, describe the process to be used to determine the dose of insulin to be given during school hours:                                                                                           
     

	INSULIN BY PUMP
	*Students who use a pump for insulin administration 


	
	My child can calculate and administer the correct dose independently: 
YES  [image: image15.wmf]
     NO  [image: image16.wmf]


	
	If no, name the person at school who will use the pump for insulin administration:
     


	
	Name the person responsible for monitoring the student using the pump: *for office use

     

	
	Scheduled times to bolus insulin on the pump during school hours:
     


	
	The person who will provide insulin pump education to school personnel:   

Parent/Guardian  [image: image17.wmf]                 Other [image: image18.wmf]  Please specify:



	
	Name the people trained to use the student’s insulin pump at school: *for office use

     


	
	State how to suspend the insulin pump:
     


	
	If the site falls out, the following steps are to be taken in the order written:
1. Call emergency contacts in the order provided. A new infusion set should be inserted as soon as possible. 

2. If student has a new infusion set and can insert independently, provide a private place to do so.

3. If unable to reach any of the emergency contacts, and a new infusion set is not available to be inserted or the student is unable to insert it themselves, follow the actions stated on the emergency plan, based on the student’s symptoms. 


	FOOD MANAGEMENT


	My child can eat recess and lunch foods at regular school times: YES  [image: image19.wmf]
NO  [image: image20.wmf]


	
	If no, please specify:

     


	
	My child requires a snack prior to bus dismissal:                      YES  [image: image21.wmf]                NO  [image: image22.wmf]  

    *Note: snack is to be provided by parent(s)/guardian(s)


	
	My child requires a snack at (please specify): *Note: snack is to be provided by parent(s)/guardian(s)

     


	
	My child can count carbohydrates:
YES  [image: image23.wmf]  
NO  [image: image24.wmf]                   N/A [image: image25.wmf]


	
	If no, describe the process to be used to calculate carbohydrates during school hours, if applicable:

     


	
	My child requires supervision during meal times to ensure meal completion:  YES  [image: image26.wmf]              NO  [image: image27.wmf]

	GLUCAGON ADMINISTRATION
	HRSB Glucagon Procedural Statement:

Where it is estimated that Emergency Health Services response time to the school is greater than 20 minutes and/or when the student with Type 1 diabetes is determined to be at high risk for severe hypoglycemia, two staff members will be assigned and trained to administer glucagon in the case of an emergency.  



	
	In case of emergency give glucagon: YES  [image: image28.wmf]     NO  [image: image29.wmf]     

*Check “yes” only if it has been determined a requirement based on HRSB Severe Medical Conditions Policy and Procedures.

	
	In the case of an emergency I agree ​​​​​​​​​​​​​​​​​      (student’s name) is to receive a
glucagon injection by trained school staff:  YES  [image: image30.wmf]                         NO  [image: image31.wmf]


	
	If yes, state the dose to be given:
     


	
	Name the people who will provide glucagon training to school staff (if applicable):  
Parent/Guardian: [image: image32.wmf]        and           Health Care Professional  [image: image33.wmf] (please specify):


	
	School personnel trained to administer glucagon, if applicable: *for office use

	
	1.      

	
	2.      

	
	Identify location of glucagon kit in school, if applicable: *for office use
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Form to be filled out by parent(s)/guardian(s)
Diabetes Health Care Plan: Emergency Procedures for Hypoglycemia (Low Blood Sugar)
	Hypoglycemia:  Blood sugar 4mmol/l or less with or without symptoms or less than 5mmol/L with symptoms.  A person with hypoglycemia (low blood sugar) could have ANY of these signs or symptoms. 
 Please check those that typically apply to your child below:
Please note: My child can typically recognize when he or she has a low blood sugar:  YES  [image: image36.wmf]       NO  [image: image37.wmf]

	SYMPTOMS
	MILD TO MODERATE HYPOGLYCEMIA:

[image: image38.wmf]  Hungry         [image: image39.wmf]  Sweating      [image: image40.wmf] Feel shaky, trembling                 

[image: image41.wmf]  Pallor           [image: image42.wmf]  Confused      [image: image43.wmf]  Mood changes  

[image: image44.wmf]  Other (please specify):    ________________________  

	SEVERE HYPOGLYCEMIA:
Unable to take oral treatment

Unresponsive

Unconscious   
Having a seizure

	ACTION
	Steps In Order:
NOTE: Students should never leave the classroom alone with a low blood sugar.  It is recommended to treat low blood sugars in the classroom.
1. Instruct student to test blood sugar with glucometer if able. Supervise this action. Blood sugar may need to be obtained by support person.
2. If blood sugar is 4 mmol/L or less with or without symptoms or less than 5mmol/L with symptoms, treat immediately with (please specify): 
     
3. If blood sugar is above 4 mmol/L and student feels unwell, stay with student and notify parent/guardian for further instructions.
4. Repeat blood sugar test 10-15 minutes from treatment time. 
5. If blood sugar is less than 4 mmol/L with or without symptoms or less than 5mmol/L with symptoms re-treat as outlined in #2, until blood sugar is greater than 4 mmol/L.
6. If blood sugar is greater than 4mmol/L and meal or snack time is more than 1 hour away, give a snack immediately.
     
7. If meal or snack time is less than 1 hour away, the student may have their meal or snack at the scheduled time.
8. Call parent(s)/guardian(s) as directed in the diabetes health care plan.
	Steps In Order:
1. Place student on their side in the recovery position.
2. Have someone call 911.
3. Stay with the student until EHS arrives.
4.  If there is a signed consent to give glucagon, give at this time.
Please Check:     YES  [image: image45.wmf]            NO  [image: image46.wmf]
If yes, communicate time and dose of glucagon given to EHS.
5. Call parent(s)/guardian(s)/emergency contacts.
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Form to be filled out by parent(s)/guardian(s)

Diabetes Health Care Plan: Emergency Procedures for Hyperglycemia 

(High Blood Sugar)
	Hyperglycemia:  High blood sugar. Levels vary by individual. Symptoms below are those typical of hyperglycemia.

Note:  Hyperglycemia is not always a result of extra food or poor diabetes management.

	SYMPTOMS
	                                   Frequent urination                                                                   Blurred Vision

                                   Hungry                                                                                    Thirsty

                                   Nausea                                                                                     Vomiting

                                  Abdominal pain                                                                         Other:

	ACTION
	Steps In Order:

1. Instruct student to test blood sugar with glucometer if able. Supervise this action. Blood sugar may need to be obtained by support person.

2. Call parent(s)/guardian(s) if blood sugar level is greater than or equal to:     
3. If the student is feeling well, and the blood sugar level is below ​​​​​​​​​​​​​​​​​     , no immediate treatment is required. 

Allow the student to resume activity as normal.

Allow the student to eat usual meal or snack.

Allow the student to access the washroom as necessary; the student will be thirsty and need to urinate frequently. 

4. Notify parent(s)/guardian(s) immediately if student is feeling unwell, is experiencing severe abdominal pain, is feeling nauseous, or is vomiting.  It is recommended the parent(s)/guardian(s) pick up the student from school if the student feels unwell and has a high blood sugar.

	EMERGENCY CONTACTS
	Please prioritize 1, 2, 3 in the order calls are to be placed.

	
	Name
	Relationship
	Home Phone Number
	Work Phone Number
	Cell Phone Number

	
	1.      
	     
	     
	     
	     

	
	2.     
	     
	     
	     
	     

	
	3.     
	     
	     
	     
	     


	CONSENT
	Parent/Guardian Authorization Re: Consent to Release Information

I authorize and hereby consent for school staff to use and/or share information found on this form for purposes related to the education, health and safety of me/my child. This may include:

1. Display of the student’s photograph in hard copy or electronic format so that staff, volunteers, and school visitors will be aware of the student’s medical condition.

2. Communication with bus operators.

3. Any other circumstances that may be necessary to protect the health and safety of the student.

Parent/Guardian Signature: __________________________________________________________

Print Name:______________________________________Date:_________________________________

Parent/Guardian Authorization Re: Consent to Transfer to Hospital

I authorize and herby consent for me/my child to be transported to a hospital if required, based on the judgment of school staff. I hereby permit a staff member to accompany my child during transport.  Please note: The school principal or designate shall decide if an ambulance is to be called.

Parent/Guardian Signature: _________________________________________________________

Print Name: ______________________________________Date: _______________________________

Parent/Guardian Authorization Re: Consent for Treatment

I am aware that school staff are not medical professionals and perform all aspects of the plan to the best of their ability and in good faith. I agree with the responses outlined in Diabetes Health Care Plan, including the administration of glucagon if indicated. 

Parent/Guardian Signature:__________________________________________________________

Print Name: ______________________________________ Date: ________________________________

Note: It is the parent(s)’/guardian(s)’ responsibility to notify the principal if there is a need to change the Health Care Plan throughout the school year. This authorization may be cancelled upon receipt of written notification to the principal.                                                                                   


	Authorizations:

Parent/Guardian Signature:  ________________________________________________ Date: _________________________

Parent/Guardian Name (Print): ____________________________________________________________________________

Health Care Professional Signature: __________________________________________ Date: _________________________

Health Care Professional Name (Print): _____________________________________________________________________

Principal Signature: _______________________________________________________ Date: _________________________

Principal Name (Print): __________________________________________________________________________________
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