Healthcare Provider Authorization and Parent Consent
For Management of Diabetes at School and School Sponsored Events
Student’s Name____________________________ DOB_________ School______________________ Gr._____
Diabetes: Type 1____ Type 2____ Other_______________________________________________________
Student’s level of competency (designate by marking one in each category):

Blood glucose testing:
___independent management ___with trained staff ___Licensed Nurse ___Parent/Designee*
Insulin dose determination: ___independent management ___with trained staff ___Licensed Nurse ___Parent/Designee *
Insulin dose preparation: ___independent management ___with trained staff ___Licensed Nurse ___Parent/Designee*
Insulin administration:
___independent management ___with trained staff ___Licensed Nurse ___Parent/Designee*
Additional Comments____________________________________________________________________________________
*All parent designees are trained by the parent and not by employees of the school or district.

Blood Glucose Monitoring
Target range of blood glucose: ___70-100 ___70-120 ___70-150 ___70-180 ___70-200 ___Other_______________
Blood glucose to be checked (mark all that apply):
___Before meals
___Before snacks ___If student exhibits symptoms of low or high blood glucose
___Before
boarding fieldtrip bus (see Bus Transportation page 3) ___Other times____________________________
Additional Comments_____________________________________________________________________________
Hypoglycemia (low blood glucose): ___Blood Glucose less than 70 mg/dl or ___BG less than_____ mg/dl
Typical symptoms of hypoglycemia: Hunger, shakiness, sweating, tiredness, headache, weakness, dizziness, paleness, rapid heart
rate, irritability, drowsiness, numbness or tingling around mouth. Serious symptoms indicating emergency include: combativeness,
seizure, or loss of consciousness. All school personnel in contact with this student need to observe and immediately report to
health office or main office if student develops any of the symptoms listed above.
Mild Hypoglycemia:
1. Treatment is given for low blood glucose. Student must never be left alone when low blood sugar is suspected.
2. Treat with one of the following: 4 oz. any type of juice, 4 oz. regular soda (not diet), 3 glucose tablets, or 1 table- spoon
sugar in water.
3. Retest in 15 minutes and repeat step 2 if blood sugar is still below 70 or if symptoms persist.
4. If student is still hypoglycemic after 3 times, notify parent immediately.
5. Once blood sugar is above 70 mg/dl, if next meal or snack is not scheduled for 1 hour, provide 15 grams of extra
carbohydrate (i.e. peanut butter and crackers, 3 oz milk, 27 Cheez-Its, 6 saltines, 3-3” graham crackers, 1 slice of meat, or
cheese and crackers).
Additional Comments________________________________________________________________________________
Moderate Hypoglycemia: If student is conscious but unable to effectively drink fluids offered:
1. _____Administer 15 grams of glucose gel between cheek and gum with head elevated. Encourage student to swallow.
NOTIFY PARENT.
2. After glucose gel is given recheck blood glucose in 10 to 15 minutes.
3. If blood glucose still below 70 mg/dl repeat steps 1 and 2.
4. Contact parent immediately to pick up student and seek medical care if blood sugar remains below 70 mg/dl.
5. Once blood sugar is above 70 mg/dl if next meal or snack is not scheduled for 1 hour, provide 15 grams of extra
carbohydrate and protein snack (i.e. peanut butter and crackers 3 oz milk, 27 Cheez-Its, 6 saltines, 3-3” graham crackers,
or cheese and crackers).
Additional comments_________________________________________________________________________________
Severe Hypoglycemia: If student is combative, has a seizure or loses consciousness it is a medical emergency.
1. Call 911; insure open airway, and drainage of secretions or vomit, by placing student in a side-laying position.
2. _____Administer Glucagon by intramuscular injection; ____0.5 mg if 9 yrs or younger ____1.0 mg if 10 yrs or older
3. _____N/A Parent does not want Glucagon given (must be signed by parent):______________________________
4. If student regains consciousness give sips of clear lemon-lime soda or other non-diet soda equaling 3 to 6 ounces.
After treatment for a severe low blood glucose event the parent and medical doctor should be informed.
Orders continued on next page.
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Hyperglycemia (high blood glucose) ____See Insulin Pump Section
Typical symptoms of hyperglycemia: Excessive thirst, excessive urination, hunger, lethargy, dry flushed skin, weight loss. Serious
symptoms indicating emergency include: nausea, vomiting, deep rapid breathing, fruity breath odor, or coma. All school personnel
in contact with this student need to observe and immediately report to health or main office if student exhibits any of the
symptoms listed.
Intervene if blood glucose is ____>250 ____>300 mg/dl. Provide 8 oz of water per hour for student to drink.
1. Call parent and inform school nurse to contact doctor if blood glucose is greater than 450 mg/dl or > _______mg/dl.
2. Have student wash and dry hands thoroughly and repeat blood glucose test if result is greater than 300 mg/dl.
3. Check urine for ketones if blood glucose is greater than 300 more than 3 hours after last meal. Do not allow student to
exercise if ketones are present. Encourage water, and allow bathroom privileges as needed. If no other symptoms and student
feels alright send to class. If no ketone strips at school request parent to send supply.
4. Call parent and/or doctor (doctor contact by RN or parent) if BG > 300, ketones are moderate to large. If student has no
ketone strips, has BG > 300 mg/dl, and student is feeling ill call parent to pick up student.
5. Insulin correction can be given: ___before a.m. snack ___before lunch ___other_______________
6. Do not give correction more frequently than every 2 hours or if food was eaten within 2 hours.
7. Insulin for correction OR as determined and given by parent: Type of insulin______________________________
_____N/A
____Low Dose Scale
____High Dose Scale
____Other
BG 150-200
0.5 units
1.0 units
___________________
BG 201-250
1.0 units
2.0 units
___________________
BG 251-300
1.5 units
3.0 units
___________________
BG 301-350
2.0 units
4.0 units
___________________
BG 351-400
2.5 units
5.0 units
___________________
BG 401-450
3.0 units
6.0 units
___________________
BG 451-500
3.5 units
7.0 units
___________________
BG 501-550
4.0 units
8.0 units
___________________
BG 551-Hi
4.5 units
9.0 units
___________________
If using Freestyle meter Hi = 500 and over: use correction dose for 501-550 mg/dl.

Additional comments____________________________________________________________________________________
Student on Fixed Regime ____N/A
_____Student is on a fixed meal plan with the following amount of carbohydrates (CHO) during school:
_____AM snack _____Lunch
_____PM snack
_____Student can take (type)_________________insulin for additional carbohydrates: _____unit(s) per _____grams of CHO
Additional Comments___________________________________________________________________________________
Students on Basal Bolus Insulin Regime with Multiple Daily Injections (MDI) ____N/A
On this regime students need to take insulin every time carbohydrates are eaten!
Type of basal insulin: ________________________ dose: _____________ time: ____________(usually taken at home).
Type of bolus insulin: ____Novolog ____Humalog ____Other (name brand of insulin): _____________________________
Insulin/carbohydrate ratio: _________units per _________grams CHO. Correction insulin: See Hyperglycemia #7 above.
Additional comments____________________________________________________________________________________
Students with Insulin Pumps ____N/A

(Technical support: call pump company number on back of pump. Clinical support: call doctor_____ or diabetic hotline ____).

Basal rates can change often. These can be reviewed in the pump or written down by parents.
Insulin/carbohydrate ratio. One unit of insulin will cover ___________grams of CHO.
Correction/Sensitivity factor: one unit of insulin will decrease blood glucose _____________________mg/dl.
Insulin therapy in case of disaster for students on pump: maintain basal rates as above with meals and correction boluses as
needed. If unable to administer insulin by the pump check blood glucose every 4 hours and give correction according to the
correction protocol above (#7) in addition to insulin for carbohydrates.
Additional Comments____________________________________________________________________________________
Exercise and Sports
The student may participate in sports: ____Yes
____No
Activity Restrictions: ____None
____Other: ______________________________________________________________
Fast-acting carbohydrate should be readily available at all times for low blood glucose symptoms.
Student should not exercise if urine ketones are present or if blood glucose is less than 70 mg/dl.
Additional comments____________________________________________________________________________________
Orders continued on next page.
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Bus Transportation ____N/A
____ ALWAYS take meter and treatment for lows.
____ Test blood sugar 20 minutes before boarding bus and treat as indicated.
____ Blood glucose test not required before boarding bus.

(Student Name)

Disaster Plan ____N/A
_____In the event of a disaster must have on hand: snacks, blood glucose meter, lancets, meter strips, syringes, water, fast-acting
glucose, insulin (types)________________________________________, and Glucagon.
_____1. Check blood glucose every (state # of) _______ hours and follow routine care for treatment of hypoglycemia (low BG),
recheck in 15 minutes; or hyperglycemia (high BG), recheck every 2 hours.
*Only emergency personnel may give insulin if registered nurse is not present. Students designated as independent can give own insulin.

_____2. *Give correction dose of insulin according to hyperglycemia protocol (#7 on page 2).
_____3.
*Give (type) ________________insulin for carbohydrate coverage of ____unit(s) per______ grams of carbohydrates.
_____4. *Give (type) __________________________insulin ______units at bedtime.
______On Pump Therapy (see section Students with Insulin Pumps)
______Insulin at school is for disaster only
______Parent waives the right to have emergency insulin at school. Initialed by parent____________
Additional comments____________________________________________________________________________________
Supplies to be kept at School (provided by parents):
Fast-acting glucose (juice, glucose tablets and/or gel, regular soda)
Blood glucose meter
BG test strips
Carbohydrate-containing snacks
Lancets and holder
Ketone urine strips
Insulin vial & Syringes or
Glucagon emergency kit
insulin Pen w/insulin cartridge
Backup insulin pump supplies, and syringes and insulin vial in case of
Bottled drinking water
pump malfunction
Additional Comments____________________________________________________________________________________

Health Care Provider Authorization for Management of Diabetes during School & School Events

My signature below provides authorization for the above written order, including administration of Glucagon. I understand that all
procedures will be implemented in accordance with state laws and regulations, including Education Code Section 49423.5. I
understand that unlicensed designated school personnel under the training and supervision provided by the school nurse may perform
and includes summer school. If
specialized physical health care services. This authorization is for school year 20
/ 20
changes are indicated I will provide new written authorization (may be faxed).
School fax #
is______________________________________________
Physician’s Signature_______________________________________________________ Date_________________________
Physician’s name printed ____________________________________________________ NPI#_______________________
Name of Medical Office or Hospital________________________________________________________________________
Address_______________________________________________________________________________________________
City & Zip Code____________________________________________ Office phone #_______________________________
Fax #_________________________________________Diabetic Hotline___________________________________________

Parent Consent For Diabetes Management during School & School Events
As the parent/guardian of the student named above, I request that the specialized physical health care services for
management of diabetes in school be administered to my child in accordance with the Education Code Section 49423.5. I
authorize the school nurse and physician to exchange information as needed on behalf of my child.
I will:
1) Provide the necessary supplies and equipment
2) Notify the school nurse if there is a change in student’s health status or attending physician
3) Notify the school nurse immediately and provide new written consent authorizations for any changes
in medical orders.
Parent/Guardian Signature_________________________________________________ Date________________
Received/Reviewed by School Nurse (Signature)_______________________________ Date________________
Reviewed by Principal (Signature)___________________________________________ Date________________
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