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DIABETES SELF-MANAGEMENT AUTHORIZATION                                                                                       ADMINISTRATION OF MEDICATION AND MONITORING AT SCHOOL
Student’s Name________________________________________    School / Year________________________
TO BE COMPLETED BY PRESCRIBING HEALTH CARE PROVIDER
I believe that ________________________________________ is capable of self-administering the following medication:
______________________________          _______________           ______________________            ___________________ Medication	                          	             Dose		            Route			         Frequency
______________________________          _______________           ______________________            ___________________ Medication			             Dose		            Route		                       Frequency 
___________________________________________is capable of independent blood glucose monitoring. 
I recommend self-administration of this medication for the treatment of:______________________________________________
Comments:_______________________________________________________________________________________________________________________________________________________________________________________________________
Discontinuation Date:____________________________
_____________________________________________                                                                                                             Health Care Provider Signature
_______________________________________________________            _____________________________       ________________________        Printed Name			                                                          Phone#			           Date


TO BE COMPLETED BY PARENT/GUARDIAN
I hereby give my permission for my child to self-administer medication / blood glucose monitoring at school as prescribed by my child's prescribing health care provider, and I authorize reciprocal release of information related to my child's health / medications between the nurse and the prescribing health care provider.
___________________________________________________               ___________________________________                                                                                                                      Signature of Parent/Guardian						Date

___________________________________________________               ___________________________________                     Daytime phone number							Cell phone number

Adapted with permission from National Association of School Nurses H.A.N.D.S., SM 2010						
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STUDENT AGREEMENT                                                           HS  P-4

	I agree to: 

□ follow my health care provider’s orders 

□ help remind my parent/guardian to keep all medication and diabetic supplies refilled

□ use correct medication technique (demonstrate to nurse) 

□ keep supplies on hand to treat low blood sugar 

□ not allow anyone else to use my medication 

□ maintain a written record of my medication administration at school 

□ keep a current supply of my medication located ____________________________ or carry with me

□ keep spare medication/blood glucose testing supplies in the health office 

□ check in with the nurse ___daily ___weekly ___monthly ___other__________________ 

(note what day of the week and time _____________________________________) 
□ notify the nurse or my caregiver/guardian/parent under the following circumstances: 
     O I need to treat a low blood sugar at school. 
     o My blood glucose readings are consistently out of my goal range or I am having frequent symptoms of high or
                       low blood sugar. 
o Other___________________________________________________________________ 


_____________________________________________ _____________________________ 
Signature of Student                                                                                 Date 



TO BE COMPLETED BY THE NURSE AT SCHOOL (use in conjunction with DVUSD form N-3) 
□ This student has demonstrated mastery related to his/her diabetes medication and self-care skills. 
□ This student needs reinforcement of his/her diabetes medication and self-care skills. 
□ This student may independently manage diabetes and should check in with me: 

___Daily ___Weekly ___Monthly ___Other______________________________ 


______________________________________________ _________________________________ 
Signature of Nurse                                                                                      Date 



NOTE: If the nurse does not concur with the health care provider's instructions after assessing the competencies of the student, the nurse will contact the health care provider and parent/guardian to agree upon a plan. Permission for the self-administration of medication may be suspended if the student is unable to maintain the procedural safeguards established in the above agreement as determined by parent and/or medical provider.

Adapted with permission from National Association of School Nurses H.A.N.D.S.SM 2010 
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