SCHOOL DIABETIC RECORD
NAME OF STUDENT___________________________________________ SCHOOL___________

GRADE_____________________________________________________ YEAR_______________

PARENT/GUARDIAN ________________________________________ PHONE_______________
HEALTHCARE PROVIDER__________________________ __________PHONE_______________
I give permission for the exchange of medical information regarding my child, between school personnel and the above listed physician/medical clinic.

Parent/Guardian signature________________________________________ DATE _____________

1.
How long has your child had diabetes?

2.
Doers your child wear a “medic alert” bracelet?

3.
Does your child take insulin?


Type _____________ Dosage _____________________Time of day__________

4.
Does your child need between-meal snacks? When and what?

5.
Will your child be participating in an activity after school?

6.
Will your child be eating school-prepared lunches?

7.
What signs will your child have if a reaction occurs?


Low sugar ______________________________________________________________

High sugar______________________________________________________________
8.
At what time of day is your child more likely to have a reaction?

9.
Is your child able to recognize and get help for very early signs of a reaction?

10.
What is your child carrying to take when early signs occur?

PLEASE READ THE EMERGENCY ACTION PLAN FOR DIABETES IN THE REVERSE SIDE, AND ADD ANY FURTHER INSTUCTIONS THAT YOU WISH FOR YOUR CHILD.

PLEASE NOTE:  If medication is to be taken at school, a medication authorization form must be completed by parent and physician and kept at school. These are obtained from your school or school nurse. This form is completed every year.








NAME _________________________________
EMERGENCY ACTION PLAN

DIABETES

Diabetes occurs when the pancreas does not make enough insulin. Without insulin, food cannot be used properly. A child with diabetes must take daily injections of insulin and must balance his or her food and exercise. An insulin reaction may occur if the blood sugar gets too low, especially before meals or after exercise.

SYMPTOMS (LOW BLOOD SUGAR):  hunger, sweating, tremors, inability to concentrate, irritability, dizziness, pallor, crying, confusion, poor coordination, headache, nervousness, blurred vision, abdominal pain, nausea.
INTERVENTION:

1.
WHEN IN DOUBT, TREAT AS IF INSULIN REACTION.

2.
Observe level of consciousness


Unconscious?  Call 911 and transport to _____________________ Hospital.


Conscious?

3.
GIVE SUGAR IMMEDIATELY IN ONE OF THE FOLLOWING FORMS:


-what the student is carrying


-fruit juice (1/2 to 2/3 cup)


-sugar cube (1=2 teaspoons)


-Cakemate (one small tube)

4.
Repeat sugar if student has not improved within 10 minutes. If no improvement 
within 20 minutes, notify parents and/or healthcare provider.

5.
Notify school nurse if in building.

6.
Remain with child until symptoms have subsided.

7.
Follow episode with a protein snack (milk, sandwich, etc.)

8.
Call 911 if child does not improve or becomes unconscious.

9.
Additional instructions:

PARENT/GUARDIAN SIGNATURE____________________________DATE_______

NURSE ___________________________________________________ DATE________

This information will be shared with your child’s teacher.
