HYPOGLYCEMIA
EMERGENCY ACTION  PLAN
NAME OF STUDENT___________________________________________SCHOOL_______________________________
GRADE/TEACHER____________________________________________  YEAR__________________________________
PARENT/GUARDIAN_________________________________________    PHONE________________________________


               __________________________________________   PHONE________________________________
HEALTH CARE PROVIDER____________________________________ PHONE________________________________
MEDICAL CONDITION: Low blood sugar
USUAL TREATMENT: Give glucose source – juice, soda, sugar, etc.
SIGNS OF EMERGENCY: 
Unable to swallow

Combative

Seizures



           
Unconscious
INTERVENTIONS:
1. Call 911 if above symptoms are present.

2. Ensure glucose source is kept with student at all times, treat sutdnet on-the-spot never send elsewhere to seek treatment.

3. Monitor student before, during, and after exercise.

4. Observe student for shakiness, sweating, paleness, weakness, vision changes, numbness, confusion, or slurred speech.

5. Allow snacks as needed.

6. Notify parent if problems.

ADDITIONAL INFORMATION:
In order to make sure my child's special health needs are met, I understand and agree that the information will be shared with school staff/other personnel on a need to know basis in order to provide appropriate care. I understand and agree that the school nurse may contact my child’s doctor about this condition.
PARENT/GUARDIAN SIGNATURE__________________________________________DATE________________
NURSE____________________________________________________________________DATE________________

