
BALD WINSVILLE CENTRAL SCHOOLDISTRICT

DIABETES CARE PLAN

GENERAL INFORMATION

Name _________________

Teacher ______________

ParentlGuardianName

Address ____________

Parent!GuardianName

Address _______

__________ DOB

______________ Grade

_______ HomePhone

_______ Work Phone

CellPhone

_______ HomePhone

_______ Work Phone

Cell Phone

EMERGENCY AND PHYSICIAN CONTACTS

EmergencyContact#1

EmergencyContact#2

Name

Name

Relationship

Relationship

Phone

Phone

EmergencyContact#3
Name Relationship Phone

PhysicianforAsthmaTreatment

OtherPhysician _______________

Blood GlucoseMonitoring

Targetrangefor blood glucose: ____________

Usualtimesto testblood glucose: _________

Timesto do extratests(checkall thatapply):

Name

Name

__________ Before exercise

__________ After exercise

__________ Other (explain):

Canstudentperformownblood glucosetests? 0 Yes 0 No Exceptions:

Phone

Phone

Insulin

Times,typesanddosagesof insulin injectionsto begiven duringschool:

Time Type(s) Dosage

For Studentswith Insulin Pumps:
Typeofpump: ____________________

Make andModel fi __________________

Troubleshootingphonefi ______________

Can studentgive own injections?

Can studentdeterminecorrectamountof insulin?

Can studentdraw correctdoseof insulin?

Additional pump instructions: __________________

Is studentcompetentregardingpump?

Canstudenteffectivelytroubleshoot

problems. (pumpmalfunction)?

Comments:

STUDENT

PHOTO

Room

___________ mgldl to nig/di

Whenstudentexhibitssymptoms

Yes

Yes

Yes

No

No

No



Meals and Snacks Eaten at School (Thecarbohydratecontentof thefood is importantin maintainingastableblood
glucoselevel)

Time Foodcontent/amount Other timesto give snacks

Breakfast _______ _________________________________ _____________________________________

A.M. snack ______ ___________________________ ______________________________

Lunch _______ ________________________________ A sourceof glucose,suchas__________

P.M. snack _______ _________________________________ shouldbe readily availableat all times.

Dinner ______ ________________________________ Preferredsnackfoods: ______________

Snackbeforeexercise? Foodsto avoid, if any: ______________

Yes No ______________________________ Instructionsforwhenfood is providedto

Snackafler exercise? Partyor food sampling: ______________

Yes No ________________________________ ____________________________________

Hypoglycemia (Low Blood Sugar) Hyperglycemia (High Blood Sugar)
Usual symptomsof hypoglycemia:_____________________________ Usualsymptomsof hyperglycemia:_______

Treatmentof hypoglycemia:____________________________________ Treatmentof hyperglycemia:______________

Glueagonshouldbe givenif the studentis unconscious,havingaseizure Circumstanceswhenurine or bloodketones

(convulsion),orunableto swallow. If required,glucagonshouldbe ____________________________________

administeredpromptly andthen911 (orotheremergencyassistance)and _______________________________________

parentsshouldbe called. Treatmentfor ketones:_________________

Parent/GuardianSignature Parent/GuardianSignature Date


