DIABETES MANAGEMENT ASSESSMENT FORM
This form is designed to create a partnership among the school health team, the parent/guardian, and when appropriate the student, in safely and effectively managing diabetes in the school setting.
____ Set up meeting with student’s parents, student, and teachers.  Meeting date & time: _____________________________

Basic Information

1) Student’s Name _______________________________________   Age ___   DOB ____________   Grade/Room _______
2) Parent’s Names and contact #s:


Mother__________________________   Home # ____________   Cell # ____________  Work # _______________


Father __________________________        Home # ____________   Cell # ____________  Work # _______________

3) Diagnosis:               Type 1 Diabetes ______ Type 2 Diabetes ______
4) List insulin(s) or medication(s) __________________________________________________________________________

5) Date of diabetes diagnosis __________________________

6) Student’s Pediatric Endocrinologist/Pediatrician and contact numbers:

Name ___________________________________________   Phone #s _____________________________________
7) Student’s certified diabetes educator (CDE)/nurse _________________________________ Phone # ___________________

8) Diabetic Medical Orders signed by physician (date) ____________________

Student’s Diabetes Knowledge and Self-Management Skill Level
1) Blood glucose testing—who?

___ Student tests independently

___ Student tests with verification of number on glucometer by designated staff _____________________________________

___ Student needs assistance with testing and/or must be done by designated staff ____________________________________

2) Blood glucose testing—where?  

Health Office______
 Classroom ______
Other ______________________________________________

3) Blood glucose testing—when? 

___ Specify times _______________________________________________________________________________________

___ Exercise should be avoided or delayed if blood glucose lower than ________________

___ Student’s normal range _________________________________
4) Disposal of blood testing materials (sharps, strips, wipes, etc.)

___ Plan and procedure (specify locations)___________________________________________________________________     

       __________________________________________________________________________________________________

___ Student has demonstrated proper disposal methods, per above plan.
___ Designated staff to oversee proper disposal.
5) Insulin injection or pump bolus

___ Administers independently, using:       Pump
_____
   Pen _____
Syringe _____
___ Student administers with verification of dose by designated staff ______________________________________________

___ Student self-injects using:
Syringe
_____
Pen _____
        OR with verification of designated staff _________________________________________________________________

___ Administered by designated staff _______________________________________________________________________
___ Student boluses with verification of designated staff ________________________________________________________
___ Other _____________________________________________________________________________________________
6) Snacks and meals

___ Student monitors independently

___ Daily snack @ (time) ________________________________________________________________________________
___ Assistance needed from designated staff for daily snack in Health Office @ _____________________________________
___ Student will keep snacks on person or at their desk

___ Arrangements needed for classroom parties and food treats __________________________________________________
___ Other _____________________________________________________________________________________________
7) Treatment of moderate low blood sugar—(specify BG range for “moderate”):_____________________________________
___ List student’s signs and symptoms here __________________________________________________________________
       __________________________________________________________________________________________________
___ Student recognizes low blood sugar and self-treats.

8) Special arrangements

___ Parents will provide backup supplies for pump (infusion sets, batteries, emergency insulin and syringes, other)
___ Student will insert new infusion set, if necessary

___ New infusion set inserted (if necessary) by designated staff __________________________________________________
___ Parent will come to school to insert new infusion set if needed

___ Parent will provide an emergency backup lunch to be kept in health office 

___ Other _____________________________________________________________________________________________

              DIABETES MEDICAL ORDERS
Student ________________________________ D.O.B. ___________ Grade _____ Room ____

BLOOD GLUCOSE TARGET RANGE:    _________ mg/dl   to _________ mg/dl

 I give my permission for the school to contact the health care proficer(s) regarding the treatment of my 

 child's diabetes.

 Physician Signature:_______________________________________________  Date:_______________

 Parent/Guardian Signature:__________________________________________  Date:_______________



Blood Glucose Testing:                       (  independent                (  needs assistance





            ___ before AM snack 				___ before lunch


            ___ before after-school sports 		___ when student feels low/high or ill


            ___ other times _________________________________________________________________


            ___ if BG is less than _____ mg/dl or BG is greater than _____, call parent*.





Comments: __________________________________________________________________________





*For BG lower than _____ or over ____ see Recommendation for Treatment on reverse side.


- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  - - - - - - 


 


Urine Ketones Testing:        ___ For BG greater than ____ mg/dl, do ketone testing*.





*If ketones are positive, contact parent and encourage sugar-free fluids.


- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -- - - - 





Insulin Injection or Pump Bolus:              (  independent                (  needs assistance





           Type of Insulin _____________________________________________


            ___ Always call parent for dose.


            ___ Bolus for meal, based on carbohydrate count.


            ___ Correction or supplemental bolus for high BG





Comments: __________________________________________________________________________





- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -- - - - - - - - - - 





For Students with Insulin Pump:





Type of pump: ________________________


Does student need assistance with pump skills?                     (  Yes            (   No





Comments: __________________________________________________________________________





- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  - - - - - - - - - - - - - 





Seizure, Unable to Swallow and/or Loss of Consciousness:





            ___ Glucose gel and call 911.


            ___ Glucose gel, 1 mg of Glucagon* IM or SQ and call 911.  





*Glucagon to be administered by RN, paramedics, or parent only.












