
 

 

 

 

 

 

Dugsiyada Magaalada Westerville 

Kaabaha Daryeelka Sonkorowga 

(Boggan ku lifaaq Dalabka Bixiyaasha Caafimaadka) 
 
 

 
Magaca Ardayga:  Taariikhda Dhalashada:  
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Noocyada Sonkorowga:  Taariikhda La Ogaaday:   

 

Magaca Dugsiga:  Macalinka Fasalka:  
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Laga soo xigtay Machadka Qaranka ee Sonkorowga iyo Cudurada Dheefshiidka iyo Kelyaha DMMP 2/2025 

Saxiixyada 

Aniga oo ah, (waalidka/mas'uulka)                  waxaan u oggolaaday 
kalkaalisada dugsiga ama xirfadlayaasha daryeelka caafimaadka ama shaqaalaha u 
tababaran sonkorowga in ay u sameeyaan oo ay u fuliyaan hawlaha daryeelka 
sonkorowga sida lagu qeexay Qorshaha Maareynta Caafimaadka Sonkorowga. 
Waxa kale oo aan oggolaaday in macluumaadka ku jira Qorshahan Maareynta 
Caafimaadka Sonkorowga loo sii daayo dhammaan xubnaha shaqaalaha dugsiga iyo 
dadka kale ee waaweyn ee mas'uuliyad ka saarantahay ilmahayga ee laga yaabo 
inay u baahdaan inay ogaadaan macluumaadkan si ay u dhowraan caafimaadka iyo 
badbaadada ilmahayga. Waxa kale oo aan u fasaxayaa kalkaalisada dugsiga ama 
xirfadlayasha daryeelka caafimaadka ee aqoonteeda leh in ay la shaqeeyaan 
dhakhtarka/bixiyaha daryeelka caafimaadka ardaygayga. 

 
Waxaa qiray oo helay: 

Waalidka/Mas'uulka Ardayga:  Taariikhda:  

 

Kalkaaliyaha Dugsiga ama Wakiilka:   Taariikhda:  
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Adopted from the National Institute of Diabetes and Digestive and Kidney Diseases DMMP 2/2025 

 
Westerville City Schools 

Addendum for Diabetes Care 
(Attach this page to Medical Providers Order) 

 
 

 
Student Name: __________________________ DOB:__________________________ 
 
Diabetes Type: __________________________ Date Diagnosed: _________________ 
 
School Name: ___________________________ Homeroom Teacher:______________ 

2/24/25 

 
 

 

Signatures 
 
I, (parent/guardian)_____________________ give permission to the school nurse or 
another qualified health care professional or trained diabetes personnel to perform 
and carry out the diabetes care tasks as outlined in this Diabetes Medical 
Management Plan. I also consent to the release of the information contained in this 
Diabetes Medical Management Plan to all school staff members and other adults who 
have responsibility for my child and who may need to know this information to 
maintain my child’s health and safety. I also give permission to the school nurse or 
another qualified health care professional to collaborate with my student’s 
physician/health care provider.  
 
 
Acknowledged and received by: 
 
Student’s Parent/Guardian: _______________________________ Date:________ 
 
School Nurse or Designee: _______________________________ Date:________ 
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