         	
[image: ]Individualized Health Plan/504 Plan for Diabetes at School					
	Date:
	☐ ROI Received

	Student Name:
	D.O.B.:
	ID #:

	School:
	Grade:
	Teacher:

	Mother/Guardian Name:                                                                                                         

	Home #:
	Work #:
	Cell #:

	Father/ Guardian Name:

	Home #:
	Work #:
	Cell #:

	Emergency Contact #1:
	Phone:

	Emergency Contact #2:
	Phone:

	Health Care Provider:
	Phone:

	Address:
	Fax:


Diabetes affects the Endocrine system and students often experience substantial limitations of various major life activities; such as the eating, caring for oneself, thinking, communicating, learning, etc. The plan below addresses this student’s individual accommodations needed at school.

BRIEF HISTORY
Age of onset: ____________	Results/Date of A1C test: _____________________________________
Date(s) of recent hospitalizations: ________________________________________________________
Concurrent illness or disability/Related Social/Emotional factors (include medications):_____________
_____________________________________________________________________________________
_____________________________________________________________________________________

DAILY SCHOOL ROUTINE
School start time: _____A.M. | School end time: _____ P.M. | Early release Fri end time: ______ P.M.
Meals at School: Breakfast ☐ Yes ☐ No   Time: _________      |   Lunch ☐ Yes ☐ No Time: ___________
*District food services department will provide carbohydrate content information for meals provided by the district. Student will be allowed unrestricted access to water, meal/snack, and use of restroom. *Meals will never be withheld because of nonpayment of fees or disciplinary action.
Snack(s) at School: Time: ____________  Location: ___________
☐ Parent/Guardian will provide student snack unless otherwise specified: ________________________
*Student will have unlimited access to food, water and the restroom.
Recess time(s): __________ | ___________ | ___________|  ☐ No recess
PE days & time(s): ☐M  ☐T   ☐W   ☐Th   ☐F   |   Time(s): _______________________

CARE MANAGEMENT AT SCHOOL
☐ Student is completely independent in their diabetes management
				OR
Blood sugar monitoring: 
☐ Student monitors independently
☐ Student monitors with verification of number on meter by designated staff
☐ Student needs help with monitoring and/or to be done by nurse or PDA
☐ Monitoring needs to be done by nurse or PDA
Insulin injection:
☐ Administers independently
☐ Student self-injects with verification of number on insulin device by designated staff
☐ Student self-injects (syringe or pen) with nurse supervision and/or administration by nurse or PDA
☐ Administration by nurse or PDA
Other:
☐ Student self-treats mild hypoglycemia (low blood sugar)
☐ Student monitors own snacks and meals
☐ Student implements universal precautions when lancing finger and disposing of lancets/syringes
☐ Student has insulin pump (see insulin section below for details)
☐ Student has continuous glucose monitor (CGM) – follow protocols recommended by health care provider
Classroom/school party, food/treats will be handled as follows:
☐ Student will eat any food/treat
☐ Student will eat parent supplied alternative
☐ Schedule extra insulin per pre-arranged plan
☐ Modify the treat as follows: ___________________________________________________________
Is a Parent Designated Adult present for your child? ☐ Yes   ☐ No (If Yes, PDA documentation required)

BLOOD GLUCOSE
Blood Glucose Range: High: __________	Low: _________	Target: _____________
Blood Glucose monitoring time(s):
Time: __________	Location: ___________________
Time: __________	Location: ___________________
Time: __________	Location: ___________________
*Additional BG checks will be as needed when student is having symptoms of low blood sugar/hypoglycemia*
Testing & PE accommodations:
If student has a blood glucose reading less than __________ or over ________, it may affect his/her functioning. Therefore, accommodations may need to be made for performance expectations during the time immediately before and for at least one hour after the reaction is treated. The following accommodations will be made:
☐ Make-up test   ☐ Extended time   ☐ Other: ____________________________________________
☐ No PE  ☐ Alternate PE activity: ______________________________________________
Teachers will be notified:
☐ By Student verbally   ☐ Note from office	☐ Other: ______________________________________

INSULIN
Insulin Injection time(s):
Time: __________	Building Location: ___________________
Time: __________	Building Location: ___________________
Insulin administration device: ____________________________________________________________
Insulin to Carbohydrate ratio(s):
Breakfast: 1 unit per ______ gms of carbs  |   Lunch: 1 unit per ______ gms of carbs
Sensitivity/Correction Factor: 1 unit per ______ mg/dl (correction factor) > ______ (target blood sugar)
Target Range: ______ mg/dl
______ (Initial) Parent/guardian authorizes to increase/decrease insulin to carb ratio +/- 20% per orders
Pump information for parent/guardian:
· Parent/guardian should notify the school nurse (RN) at or before the beginning of the school day of any adjustments made to basal and/or bolus rates on the insulin pump so the school staff can be alert to any reactions to the insulin dosage change.
· School staff will not adjust pump settings.
· School staff will use the pump bolus calculator program for the recommended dosage.
· Safety features for the insulin pump should be active at all times while the student is at school
· Parent/guardian responsible for troubleshooting/reinserting/recalibrating for pump functioning.

EQUIPMENT/SUPPLIES
☐ Blood sugar meter kit (includes all blood monitoring supplies for school)
	☐ Kept in School Clinic		☐ Meter travels w/ student between home & school
☐ Low blood sugar supplies:
☐ Fast-acting carbohydrate drinks: fruit juice, soda pop (regular, non-diet)
☐ Glucose tablets
☐ Glucose gel product
☐ Gel Cakemate (not frosting)
☐ Pre-packaged snacks (cracker/cheese, cracker/peanut butter)
☐ Other: ____________________________________________
☐ Disaster & Emergency supplies:
	☐ Low blood sugar supplies (above)
	☐ Medication/medical supplies stored in: ___________________
	☐ Insulin pen (store in fridge) and needles
	☐ Insulin (store in fridge) and syringes
	☐ Extra pump supplies
	☐ Glucagon
	☐ Ketone sticks/strips (when opened, must be dated as they expire)
_____ (Initial) Parent/guardian acknowledges that all equipment/supplies are to be provided daily

FIELD TRIPS
*Parents/guardians will be notified prior to field trip day.
All diabetic supplies are to accompany student on fieldtrips and care provided in the following way:
☐ Parent/guardian/PDA will accompany student on field trips
☐ Staff member will follow low/high blood sugar school plans on Emergency Care Plan
☐ Nurse will accompany student and follow school procedure developed
TRANSPORTATION
☐ Bus (Route #___________ )   ☐ Walks   ☐ Transported by parent/guardian
If student has low blood sugar on bus:
☐ Call parent to pick-up student if it occurs 30 minutes or less prior to departure, regardless if sugar returns to normal reading
☐ Student will eat snack on bus if part of care plan and able to swallow
☐ Driver will call parent/nurse for special instructions.
In the event that the above options are unexpectedly unavailable, parent will be responsible for transporting student to/from school or the student may remain at home, when applicable.
*Parent may choose for student not to be transported on school bus with a BG of less than _____ or greater than ______ within 30 minutes of testing. Call parent/guardian to pick-up student.

Parent/guardian understands and will initial each of the following:
____ Medication and treatment orders are valid for this school year only and need to be renewed, signed by parent, provider and school nurse prior to the start of the school year.
_____ New orders signed by parent and physician needed when changes in the treatment orders from injections to Pump.
_____ Medications must be in the original container and labeled to match physician’s order for school use, including field trips
_____ Parent/guardian is responsible for notifying the school nurse (RN) or any changes in medication/care orders.
_____ Parent/guardian gives permission to the school nurse (RN) to share information with appropriate school staff relevant to the prescribed medication and treatment needs as she/he determines is appropriate for the student’s care and safety.
_____ Parent/guardian gives permission to the school nurse (RN) to contact the health care provider or staff at that clinic for information relevant to the orders and related student information appropriate for the student care. (Release of information to be signed and renewed at start of each school year).
_____ Parent/guardian gives permission to the school nurse (RN) and relevant school staff to carry out the care as outlined in this document to this student.
_____ Parent/guardian acknowledges that diabetic care needs are the responsibility of the parent/guardian during all after school activities.
_____ Parent/guardian is responsible for maintaining necessary supplies, snacks, blood glucose meter, strips, medications and other equipment needed for care. School staff will provide notice to parent as supplies/medications need replacement as soon as possible.

☐ Attach copy of Emergency Care Plan (ECP) developed for diabetic management

This plan was developed by the following persons who are knowledgeable about the student, the student’s impairment and are representing those providing for the implementation of the plan at school:
			Name (Please Print)				Signature
Parent/Guardian: __________________________		_______________________________
Parent/Guardian: __________________________		_______________________________
School Nurse: _____________________________		_______________________________
Other (Role):  _____________________________		_______________________________
Other (Role):  _____________________________		_______________________________
Other (Role):  _____________________________		_______________________________
Other (Role):  _____________________________		_______________________________

Parent/Guardian was provided a copy of the Student/Parent 504 rights on this date: _____________
OSPI guidance can be found at : http://www.k12.wa.us/HealthServices/Resources.aspx

*This plan MUST be reviewed before the next school year unless there is a change requiring earlier revision*
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