Bremond ISD Health Office 
Health Care Plan for Diabetes

Student’s Name ______________________________________________________________

Grade/Homeroom Teacher _______/_________________​​​​​​​​​​​​​
Diagnosis ________________________________________ Date of Diagnosis _______________

Brief Medical History ______________________________________________________________

Names of School Personnel trained to be Diabetic Care Providers / Date of Training

____________________________________________________________ / _____________________

____________________________________________________________ / _____________________

____________________________________________________________ / _____________________

EMERGENCY CONTACT INFORMATION:

Notify Parent/Guardian in the following situations: _____________________________

__________________________________________________________________________________

Parent/Guardian #1 ______________________________________ Relationship ____________

Telephone 1. ______________________ 2. _____________________ 3. _____________________

Parent/Guardian #2 _______________________________________ Relationship ___________

Telephone 1. ______________________ 2. _____________________ 3.______________________

Other Emergency Contacts:

Contact #1 _________________________________________________ Relationship __________

Telephone 1. ______________________ 2. ______________________ 3. ____________________

Contact #2 _________________________________________________ Relationship __________

Telephone #1. ______________________ 2. ______________________ 3. ___________________

Student’s Doctor(s) / Health Care Providers:
Notify Doctor in the following situations:

__________________________________________________________________________________
__________________________________________________________________________________

Doctor #1 ____________________________________________ Telephone(s) ________________

Address ______________________________________________ Fax ________________________

Doctor #2 _____________________________________________ Telephone(s) _______________

Address _______________________________________________ Fax _______________________

MEALS AND SNACKS
The carbohydrates that the student eats need to be accurately counted.  A snack should be readily available at all times, along with a supply of water and glucose tabs.
Preferred snacks __________________________________________________________________

Foods to avoid, if any ______________________________________________________________

Instructions for when food is provided in the class, e.g. as part of a class party or food sampling _________________________________________________________________________

MEAL/SNACK                  TIME                     FOOD CONTENT/AMOUNT

Breakfast                             ________                 _______________________________________

Mid-morning snack             _________               _______________________________________

Lunch                                   _________               _______________________________________

Mid-afternoon snack            ________                 _______________________________________

Snack before exercise?        YES      NO             _______________________________________

Snack after exercise?          YES      NO             _______________________________________

Other times to give snacks  __________             _______________________________________

EXERCISE AND SPORTS

Restrictions on activity, if any ______________________________________________________

The student should not exercise if her blood glucose level is below __________ mg/dl or above _________ mg/dl.

A fast acting source of glucose should be readily available at the site of any exercise or sports. 

BLOOD GLUCOSE MONITORING

Where are supplies for testing blood glucose levels kept? ______________________________

Usual times to test blood glucose ___________________________________________________

Times to do extra blood glucose tests

_______ Before Exercise          _________ After Exercise           ________When Symptomatic
_______ Other _____________________________________________________________________
Can student perform own blood glucose tests?    YES      NO
Exceptions ________________________________________________________________________

Target range for blood glucose is __________ mg/dl to ___________ mg/dl.

HYPOGLYCEMIA (Low Blood Sugar)

Usual symptoms of hypoglycemia ___________________________________________________
__________________________________________________________________________________
Treatment of hypoglycemia ________________________________________________________
__________________________________________________________________________________
Where are supplies of snack foods kept? _____________________________________________

Where is glucagon kept? ___________________________________________________________

Glucagon MUST be administered if the student is unconscious, having a seizure (convulsion), or unable to swallow.  Glucagon must be administered first and then immediately call 911 or other emergency assistance and notify parents.
HYPERGLYCEMIA (High Blood Sugar)

Usual symptoms of hyperglycemia __________________________________________________
__________________________________________________________________________________
Treatment of hyperglycemia ________________________________________________________
__________________________________________________________________________________

Where are supplies for testing ketones kept? _________________________________________
Usual times to test ketones _____________ Notify parents if ketones higher than ________

Treatment for ketones _____________________________________________________________

INSULIN
Where are the supplies for administering insulin kept? _______________________________

Types, times and dosages of insulin injections to be given during school:

TIME                        TYPE                           DOSAGE         

__________                _______________          ___________________________________________

__________                _______________          ___________________________________________

__________                _______________          ___________________________________________

Does the student use a sliding scale for dosage of insulin?    YES     NO

(If yes, attach a copy of the scale to be incorporated into this Health Plan)

Can student give own injections?                                              YES     NO

Can student determine correct amount of insulin?                  YES     NO

Can student draw correct dose of insulin?                                YES     NO
INSULIN PUMP
Type of Pump _________________________________________ Basal Rate _________________

Insulin/Carbohydrate Ratio ____________________________ Correction Factor ___________

Is student competent regarding pump? ______________________________________________

Can student effectively troubleshoot problems? ______________________________________

SIGNATURES

This Health Plan has been reviewed by:

__________________________________________________             _________________________

Student’s Doctor                                                                            Date

Acknowledged and received by:

__________________________________________________              _________________________

School Nurse                                                                                  Date

__________________________________________________               ________________________

School Administrator                                                                      Date

I, the undersigned parent or guardian, do hereby authorize Bremond ISD staff to contact directly the persons named of this form, and to release my care to his or her care.  I authorize the named Physician to render emergency treatment as deemed necessary.  In the event my child is seriously ill or injured, I authorize Bremond ISD to make whatever arrangements necessary to obtain appropriate care for my child.
I will provide updated information to the school health office immediately upon changes in my child’s condition or plan of care.
I will keep the health office updated with my current address, phone numbers and emergency contacts so that a responsible person can be reached at all times for my child.
Bremond ISD has my permission to share this information with staff members as is necessary in order to provide the best care for my child.

Bremond ISD has my permission to provide and receive information regarding my child’s immunization record and/or health concerns with my doctor’s office or health clinic.

Acknowledged and received by:

__________________________________________________                   _____________________

Student’s Parent or Guardian                                                     Date

__________________________________________________                 _______________________

Student                                                                                          Date

Effective Dates ___________________________ Review Dates ___________________________
