HEALTH SERVICES

¢
/IRY\ING Irving Independent School District
' Diabetes Health History Parent Questionnaire

Please complete all questions. This information is essential for the school nurse and school staff in determining your student’s special needs and providing a
positive and supportive learning environment. If you have any questions about how to complete this form, please contact the school nurse.

Student Name: Date of Birth: __ / /
School: Grade:
Emergency Contact Information Primary #: Alternate #:

Parent/Guardian:

Parent/Guardian:

Other:

DIABETES HISTORY
e When was your child diagnosed with diabetes? _
e Do other family members have diabetes? |:| NO |:| YES:

e Does your child have any complications of diabetes such as skin infections or dry skin, vision problems, tingling, pain,

numbness, or weakness in hands or feet, kidney problems, or elevated blood pressure? .........ccococeevercnevenniennne [1ves [INo
If YES, please describe:
e What was the child’s most recent HgbA1C level? Date:

o Isthis a typical level for your child? [ 1vYes []No:
e How independent is the student in managing his/her diabetes at home? Check the boxes for activities that the student is
able to perform with minimal or no supervision. [_] Meal selection & eating planned carbs [_] Checking blood sugar

[] checking ketones [ ] Insulin dose calculation [_] Insulin administration [_] Recognizing & treating symptoms of high/low blood sugar
] Managing carbs related to exercise/athletics

MEALS
o Will the student be eating breakfast at SCHOOI? ... e et |:| YES |:| NO
o Will the student require snacks during the SChool day? ... []yes[]NO
Please note all snacks must be included in the doctor’s orders. Parents must provide all snacks.
e Will the student be bringing their lunch from home or eating in the cafeteria? ...................... |:| Home |:| Cafeteria |:| Both
AFTER SCHOOL CARE
o Will the student be FdiNG The DUS? ...t sttt ses st sttt be b e L1ves[INo
o  Where will the student 80 after SChOOI? ... |:| Home |:| xPlore |:| Daycare
e Will the student be participating in any extracurricular or after school activities? ..........ccccceeeveivccececieinececeeven |:| YES |:| NO
If YES, please describe:
ACADEMICS
e Has the student had any past academic or attendance CONCEINS? ......ooicciceieceiece ettt r e e |:| YES |:| NO

If YES, please describe:
PSYCHOSOCIAL

e Please describe the student’s living situation and family dynamics.

e Do you have any concerns regarding the student’s coping skills or self-esteem related to diabetes? ..................... |:| YES |:| NO

If YES, please describe:
ADDITIONAL MEASURES/CONSIDERATIONS

e In addition to the prescribed treatment by the doctor, is there anything else the student uses or does to help manage his/her

(o [ o 1] =TSO OO TSSOSO T O T TP E |:| YES |:| NO
If YES, please describe:

e Arethere any religious practices or preferences that may influence diabetes management while at school? ...... []Jves[]No
If YES, please describe:




¢

HEALTH SERVICES

IRVING Parent & Student Responsibilities & Acknowledgements

Independent School District

Related to Management of Diabetes at School

*this form to be renewed annually

Parent/Guardian:

Il understand it is my responsibility to:

Provide medical documentation and orders for treatment of diabetes and update with any changes.

Communicate directly with the school nurse, preferably by phone, email, or in person.

Communicate atypical blood glucose results at home with school nurse, as appropriate.

Inform the school nurse of new equipment or other diabetic supplies, special situations, or treatments changes, and
provide education of such if needed.

Provide all necessary diabetic supplies (including glucometer, testing strips, lancing devices and lancets, ketone strips,
insulin, syringes, glucose tablets or fast acting sugar source, snack, and any other equipment/food/drinks deemed
necessary) and replace these items upon expiration or when supply is low per the school’s notification.

Provide current working phone numbers at all times.

Collaborate with the school team to implement and evaluate the student’s IHP and 504 plan (if applicable).

| understand that medical alert identification (such as a bracelet or necklace) is strongly encouraged to alert others to my child’s
diabetes in the event of an emergency.

Regarding the use of continuous glucose monitors (CGM): | understand, acknowledge, and agree to the following:

Parent Name & Signature: Date:

Neither law nor policy requires the Irving ISD (IISD) to access or monitor my child’s CGM or continuously monitor my
child’s glucose in any manner.

[ISD school personnel will not monitor my child’s CGM data on any district-issued or personal staff device.

All medical treatment provided by 1ISD school personnel to my child for diabetes-related symptoms shall be made only
after an FDA-approved finger stick and not for any reason related to my child’s CGM device that is not FDA-approved for
treatment.

CGM-based treatment decisions may be made using a device that is FDA-approved for treatment as indicated on the
child’s diabetes medical management plan. | understand that school personnel will check a finger stick blood glucose to
confirm the glucose level in situations where they are not confident of CGM readings.

| understand that medications containing acetaminophen (Tylenol) can give false high CGM readings and it is my
responsibility to notify the school nurse when my child has received acetaminophen (Tylenol).

| understand that my child’s CGM requires wireless internet service and that the IISD is not responsible for any lapse in
wireless internet service or any wireless “connection” issues of any kind.

| understand that | am solely responsible for the maintenance and upkeep of my child’s CGM, including, but not limited
to, ensuring proper functioning of the CGM and that any and all software and/or program updates have been completed,
and that the IISD is not responsible for any functioning issues that may occur with my child’s CGM and will not use CGM
readings for treatment if the device is not properly maintained and calibrated.

Student:

l understand it is my responsibility to:

Student Name & Signature: Date:

Come to clinic before lunch for blood glucose testing and insulin administration (unless authorized by provider, parent,
and 1ISD to provide self-care outside of the clinic).

Understand the signs and symptoms of hypo- and hyperglycemia within reason for student’s age.

When experiencing signs or symptoms of hypo- or hyperglycemia, seek help from the school nurse or Level Il trained
staff. Discuss blood glucose results in comparison with symptoms and treat blood glucose level if necessary.

Eat all foods as planned after determining amount of lunch insulin dose.

Notify my parent/guardian of the need for additional diabetic supplies at school.
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