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PHYSICIAN AUTHORIZATION AND PARENT CONSENT FOR HEALTH CARE SERVCIES AT SCHOOL

Student’s name: 						   Date of birth:  			
Type of diabetes:       ☐Type 1         ☐ Type 2

Student is capable of independent self-management (Indep); self-management with supervision (supv); total care (total) for the following:

	Blood/sensor glucose checking 
	☐Independent    
	☐Supervised 
	☐ Total care

	Confirm CGM alert with fingerstick  
	☐Independent    
	☐Supervised 
	☐ Total care

	Carbohydrate counting                       
	☐Independent    
	☐Supervised 
	☐ Total care

	Calculating and measuring insulin    
	☐Independent    
	☐Supervised 
	☐ Total care

	Insulin by pen
	☐Independent    
	☐Supervised 
	☐ Total care

	Insulin by pump
	☐Independent    
	☐Supervised 
	☐ Total care

	Insulin by vial/syringe
	☐Independent    
	☐Supervised 
	☐ Total care



BLOOD GLUCOSE MONITORING
Target range: ________________________________ mg/dL

Check blood glucose
	☐With student’s sensor glucose (SG) from CGM.  May use sensor blood sugar in place of finger stick when dosing for carbohydrates or high blood sugar.  

	☐With student’s glucometer or if CGM is not available

	☐Independent, student may carry meter and test as necessary




If supervision and/or total care is required, student should have BG checked at the following times:	 
	           ☐ Before mid-AM snack recess

	           ☐Before lunch

	           ☐ Before PE

	           ☐After PE

	           ☐Signs/symptoms of hyper/hypoglycemia

	           ☐Low blood sugar on the sensor    (<70)        

	           ☐Other:



INSULIN ORDERS
Type of insulin:            ☐Humalog            ☐NovoLog            ☐Lispro            ☐Aspart            ☐Glulisine	Other: 				

Insulin delivery:	☐Pen		☐Pump (make/model):					☐Syringe
		
Dose at the following times: 
	            ☐ Before mid-AM snack recess

	            ☐Before lunch

	            ☐Before any snack/meal

	            ☐Correction only if 2 hours since last food intake or insulin injection

	            ☐Other (please specify):




INSULIN DOSING
Students on an Insulin Pen/Syringe

Carbohydrate (CHO) Coverage per Meal:  
______ unit(s) of insulin per ______ grams of CHO at breakfast
______ unit(s) of insulin per ______ grams of CHO at snack
______ unit(s) of insulin per ______ grams of CHO at lunch

Correction dose

	
	        ☐ Low Dose Scale
	       ☐ High Dose Scale
	     ☐  Other

	BG 151-200 
	0.5 units 
	1.0 units 
	

	BG 201-250 
	1.0 units 
	2.0 units 
	

	BG 251-300 
	1.5 units 
	3.0 units 
	

	BG 301-350 
	2.0 units 
	4.0 units 
	

	BG351-400 
	2.5 units 
	5.0 units 
	

	BG 401-450 
	3.0 units 
	6.0 units 
	

	BG 451-500 
	3.5 units 
	7.0 units 
	

	BG 501-550 
	4.0 units 
	8.0 units 
	

	BG 551-HI 
	4.5 units 
	9.0 units 
	



	     ☐Other (please attach) 							


Students on an Insulin Pump
Basal rates can change often. These can be reviewed in the pump or written down by parents. 
Insulin/carbohydrate ratio: one unit of insulin will cover _______   grams CHO 
Use for     ☐ Meals                ☐Snacks
Correction/Sensitivity factor: one unit of insulin will decrease blood glucose ________ mg/dL
Bolus correction insulin:  ______ unit(s) per BG/SG ____________
Bolus correction should be given for BG checked for            ☐ Meals                         ☐ Snacks
If the student is wearing an integrated pump and CGM with an enabled closed loop system, the pump may calculate doses of insulin different than above based on the pump’s unique algorithm
☐For infusion site failure, parent to insert new infusion set and/or replace reservoir, or give insulin via pen or syringe
☐For suspected pump failure: Suspend or remove pump and give insulin by pen or syringe
☐Other: 															
Basal rates: Please attach.

HYPOGLYCEMIA MANAGEMENT

Mild or Moderate Hypoglycemia:             ☐ BG<70 mg/dl or         ☐ BG< __________ mg/dl
Best sources of 15 grams of fast-acting glucose: 4 oz. of juice, 4 oz. regular soda, 3-4 glucose tablets.
1. Give        ☐15 grams or       ☐ ____ grams of fast acting glucose
2. Recheck BG in       ☐15 minutes        ☐ other: ________ minutes
3. If BG still hypoglycemic, treat again repeat step 1 & 2 if blood glucose is still below 70 mg/dL.
4. If student is still hypoglycemic after 3 treatments, call parent/guardian.  If not able to reach parent/guardian, call 911.
5. If lunch or snack is more than one hour away give one of the following 15 minutes after the juice     ☐ 15 gram CHO choice per parent or student        ☐7-8 gram CHO 
6. When in doubt, treat
7. Other: 										

Severe Hypoglycemia - Includes any of the following symptoms:
	· Unconscious
	· Semi-conscious
	· Inability to take to take sugar source safely by mouth

	· Inability to swallow
	· Seizure
	· Worsening of symptoms despite treatment/retreatment as above



1. Give:
          	GLUCAGON injection:              ☐1 mg                     ☐ 0.5 mg  OR
              BAQSIMI 3 mg nasal spray
2. Call 911.
3. Contact parent/guardian immediately after treatment for severe hypoglycemia
4. Other: 											

HYPERGLYCEMIA MANAGEMENT
1. If blood glucose is greater than 300 mg/dL, have child wash and dry hands thoroughly and re-check glucose. 
2. If blood glucose is greater than 300 mg/dL, check urine for ketones. Encourage water. 
3. Give insulin for correction for hyperglycemia if applicable.
4. If student is symptomatic (nausea, vomiting, abdominal pain), call parent.  If student is asymptomatic, send back to class or regular routine with extra water. 
5. Call parent if BG >300 and/or moderate/large ketones are present
6. Other: 								

PHYSICAL EDUCATION (PE), PHYSICAL ACTIVITY
☒Student can participate in exercise
No PE/physical activity if:    ☐ BG> 300 or BG< 70        ☐  Other:  			
				         ☐Trace/small ketones       ☐Moderate/large ketones
Other: ______________________________________________________________________

DISASTER/LOCKDOWN
         ☐Continue to follow orders in this medical management plan
         ☐ Insulin therapy in case of disaster for students on pump: Maintain basal rates as above with meal and correction boluses as needed. If unable to administer insulin by the pump, check blood glucose every 2-3  hours and correct for hyperglycemia and cover carbohydrates.              
         ☐Additional insulin orders as follows: _____________________________________________________________________________

Supplies to be kept at school
Blood glucose meter, strips, and lancets
Insulin
Pen needles
Urine ketone strips
Fast-acting sugar sources
Carbohydrate-containing snacks
Glucagon/Baqsimi 
Back-up pump supplies
Back-up insulin pen in case of pump failure


Other Instructions: 
          I have instructed _______________ in the proper way to use his/her medications. It is my professional opinion that should be allowed to carry and use that medication by him/herself. 

_________  Authorized Healthcare Provider initial  

Other: _________________________________________________________________________



	
Health Care Provider Authorization for Management of Diabetes at School

Physician Signature: ________________________________	Date: _____________________
Address: _________________________________________
Phone: 	__________________________________________     Fax: _______________________
License (Required) : ________________________________



Office Stamp

This form is the only form that will be signed and replaces all school diabetes instructions and serves as authorization to have and receive medication at school.

	
Parent Consent for Management of Diabetes at School

I give permission to the school nurse, trained diabetes personnel and other designated staff members to perform and carry out the diabetes care tasks outlined in this form.  I also consent to the release of the information contained in this plan to all staff members and all 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.  I authorize the school nurse to communicate with the Authorized Health Care Provider when necessary.

Parent/Guardian signature: _________________________        Date:  __________________
                                                  _________________________



