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Public Schools

We help students thrive and dreams come alive





Bloomington Schools Health Services



1350 West 106th Street






Bloomington, MN 55431-4126


Diabetes Emergency Health Plan

*Blood Glucose Target Range:  __________- __________mg/dl*
Allergies:______________________    
Blood Glucose Monitoring


(   Glucose testing times:_______________________________________

· Glucose testing as needed for symptoms of hypoglycemia/hyperglycemia

· Student will need assistance with testing and glucose management.

OR

· Student requires supervision only for testing and glucose management


Diabetes Management


(   No insulin at school

(  Insulin at school
Current Regimen:

   

 ( 4 shots/day      ( 2 shots/day     ( Pump/Humalog/Novalog
   ( Lantus/Humalog/Novalog

1. Long-acting Insulin:       (Given at Home  
(Given at school 

   
(Lantus   
  (NPH    
(Other_____________________


Dose:___________________________ Time:_____________  

Dose:___________________________ Time:_____________  

2. Short-acting Insulin:        

Correction Insulin: 




BG_____-_____ give ______ units


Device Used:

BG_____-_____ give ______ units


(  Pen   
(  Syringe  
(Pump

BG_____-_____ give ______ units





BG_____-_____ give ______ units

BG_____-_____ give ______ units



  

*Frequency of correction:
(  2hr      (  3hr       (  4hr       (  Meal Time Only

( Adjustment needed for PE activity _______________________________________

Mealtime Management

# units/carbohydrate (15 gm):________

 ( Routine Daily snack required

   Adjustment for  ( snacks   
( meals

     Times_______________


Field TripPlan:__________________________________________________________________________

__________________________________________________________________________________________

Hypoglycemia


  Blood Sugar less than __________mg/dl

 ( Immediately treat with 15 gm of fast acting carbs (4oz juice or regular pop, 3-4  glucose tabs)         OR___________________________________________

(  Recheck blood sugar in 15 min, repeat 15 gm of carbohydrate if glucose less than____

(  Notify parent

(  If more than 1 hour until next meal or snack, give another 15 gm of carbohydrate.

(  If BS is low at mealtime, correct as noted above, then follow mealtime plan. 

(  Alternative mealtime plan_______________________________________________
(  If the student will be participating in additional exercise or activity before the next meal, provide an additional 15 gm of carbohydrate.
(  **If the child is unconscious or having seizures due to low blood sugar, immediately administer injection of Glucagon _______mg.

(  
After giving Glucagon, turn student onto their side.  Vomiting is a common side effect of Glucagon.

(  
Notify parent and Call 911











Hyperglycemia


Blood Sugar greater than ___________ mg/dl

· Encourage several glasses of water.

· Ketostix at school for prn use.  If showing ketones:________________________________

· Unlimited health office pass.

· Notify parent if blood sugar greater than ___________.

· Parent may adjust insulin doses as needed.


*I authorize school personnel to contact my child’s physician for clarification of orders.  I agree to provide necessary supplies, snacks, Glucagon (as ordered) and will complete the transportation form for the bus company.     

*Authorization for medications and diabetes procedures:
effective through ____/____ school year
Physician signature _______________________________________ 

Phone #___________________________Fax#_________________________________

Parent/Guardian Signature __________________________________________

Day # _______________________ Home # _______________________ Cell/pgr # ____________________

· We ask you to complete this form at the beginning of every school year to ensure that we have the most current information on your child.

· The school district intends to use the requested information to provide for your child’s health and safety while at school.

· You may refuse to supply the requested personal information. There will be no consequence for not providing the information.  It may result in an incomplete health plan for your child.
· The information you provide will be shared only with staff in the school district whose jobs require access to this information to ensure your child’s safety.

· If we are unable to reach you or your designee during an emergency, we will call 911 for assistance if needed.

· I give permission for the school health service staff to consult with my child’s physician about any questions regarding the listed medication(s) or medical condition(s) being treated.

· Please contact your school promptly with any changes of information on this form.



HS #10a  5/05
Student________________________________ Grade_______


DOB____/____/____         School_______________________    


  Teacher/Hmrm______________________     Yr 20___- 20___








