MIAMI-DADE COUNTY HEALTH DEPARTMENT, SCHOOL HEALTH PROGRAM
MEDICAL HISTORY and CONSENT

 DIABETES
Student: __________________________ DOB____________ Teacher: ______________ Grade: _____
School: ____________________________Parent/Guardians Phone: ____________________________ 
Physician & Phone: __________________________________​​​​_________ School Year: _____________

KNOWN ALLERGIES: ________________________________________________________

Dear Parent/Guardian:

School records or medical information indicates that your child has diabetes.    In order to attend to your child’s health and safety, the school requires a complete medical history.  Complete this form and the Diabetes Medical Management Plan as soon as possible and return them to the nurse.  It will become part of your child’s confidential school health record.  With your written consent, this information will be shared with specific school personnel strictly on a “need to know” basis.  Please keep us informed of any changes in your child’s condition or medication schedule.  Our primary concern is that your child’s healthcare needs are met while attending school.  
_________________________________________     __________________________________     ____________

      School Nurse                                                                                            Phone Number                                          Date
  1.  When did the child last see a doctor? _______________________________________________
         2.  Has your child ever been hospitalized for diabetes? ( No  ( Yes If yes, when?  __________________
   3.  Has your child ever experienced diabetic coma/insulin reaction? ( No  ( Yes If yes, when?  ________
. 
4. List any other medications your child takes? 
                      Name of Medication                                Dosage                               Time

______________________________________________________________________
______________________________________________________________________

If medications must be given during school hours, an Authorization for Medication form must be completed every school year.  It must be filled out and signed by you and your physician.  Medications used in school must be in the original container.  When you have a prescription filled, ask the pharmacist for two containers; one for school and one for home use.  If your child participates in field trips, follow Diabetic Medical Management Plan under Exercise, Sports and Field Trips.
CONSENT

Please circle your response and sign:

(I do /I do not) give the School Nurse my permission to share information relevant to my child’s medical status with school staff on a “need to know” basis, if he/she determines that this information is necessary to assure my child’s health and safety.
PARENT/GUARDIAN SIGNATURE: _________________________________ DATE: ___________

MIAMI-DADE COUNTY HEALTH DEPARTMENT, SCHOOL HEALTH PROGRAM

SCHOOL EMERGENCY CARE PLAN - DIABETES
Student: __________________________ DOB____________ Teacher: ______________ Grade: _____

Parent/Guardians Phone: ____________________________ School Year: _____________
Diabetic Medical Management Plan (DMMP):  Refer to the attached physician DMMP.

	School Responsibilities/Agreements
	Family Responsibilities/Agreements
	Student Responsibilities/Agreements

	1.Secure testing equipment located:
Biohazard collection equipment (sharps container, red bags, gloves)


	1.  Call daily to check blood sugar testing result
	1. Blood sugar testing per DMMP; if applicable, contact parent/guardian with result

	2.Blood sugar log kept in confidential medication binder
	2. Provide all supplies/snacks per DMMP
	2. Report any unusual symptoms or signs of hypo/hyperglycemia

	3.Update parent/guardian with blood sugar test result, or call if low or high per DMMP


	3. Completed school volunteer form for parent/guardian/or alternate
	

	4.School staff trained in medication administration:
	4. Available to accompany student on field trips and carry diabetic supplies/snacks.  Alternate for parent/guardian:

	

	5. Staff to contact 911/parent/guardian: 

	
	

	6. Staff to direct EMS to emergency:

	
	

	7. School staff certified in CPR:


	
	

	8. Substitute teacher instructions

	
	

	
	
	


___________________________



        _________________

        Parent/Guardian Signature     




        Date
  ______________________________


     __________________

  Principal/School Administration Designee



        Date



          

    ______________________________

                    ________________


       School Nurse                                                                                     Date

MIAMI-DADE COUNTY HEALTH DEPARTMENT, SCHOOL HEALTH PROGRAM

CONFIDENTIAL INDIVIDUALIZED HEALTH CARE PLAN

DIABETES 
Student: ______________________ DOB_______ Teacher: ______________ Grade___
  Parent/Guardians Phone: ____________________________ School Year: _____________

      Goals:                                                                                          

1. Increase understanding of diabetes and develop or improve the skills necessary to manage diabetes
        (school staff and student)

2. Maintain normal physical growth and psychosocial development  

NANDA (North American Nursing Diagnosis Association) Nursing Diagnosis: 
Potential for knowledge deficit related to the need to balance:   diet, exercise, glucose monitoring and insulin injection or other medication administration. (8.1.1)
	Nursing Intervention Classification (NIC)
	Date
Completed

	Nursing Outcomes Classification (NOC)
	Mid/End Year Update

	Provide education to student, family and school staff with “need to know” as per the Diabetic Medical Management Plan (DMMP)
(copies of plan to staff with “need to know”)(N.D. 1-4)
· Insulin administration

· Blood glucose monitoring 

· Effects of diet and exercise

· Symptoms of hypoglycemia and hyperglycemia 

· Effects of stress on blood sugar

· Awareness of infection and proper skin care

· Perception of disease
     Develop a school emergency care plan with family, student and staff (see attached) (copies of plan to staff with “need to know”) (N.D. 1)
Encourage use of medical identification, such as bracelet.  


	
	Symptom Control Behavior (NOC)

Scale: 3-Consistently  2-Sometimes  

1-Never

__School staff/student will be successful in diabetes management in the school setting 
(N.D. 1-5) 
__School staff, parent/guardian and student (if applicable) agree to roles and responsibilies of school emergency plan (update annually or as needed) (N.D. 1-5)
__Family acquires and child wears emergency medical identification.


	


Nursing Evaluations: (Sign & Date)
Initial Assessment: ___________________________________/__/___

Mid Year: ___________________________________/__/___

 End Year: ___________________________________/__/___

PRN Update: ___________________________________/__/___

               Parental approval of student Health Care Plan:

             Signature of parent/guardian: _________________________________ Date:  ______________                                                                                                             

GENERAL INFORMATION ABOUT DIABETES

Diabetes is one of the most common chronic diseases of childhood.   Diabetes affects the body’s ability to make or use insulin, a hormone necessary for our bodies to use sugar or glucose for energy.  Many people with diabetes must take insulin injections or oral medications to lower blood sugar levels.  Achieving good blood sugar control usually requires frequent blood sugar monitoring, regular physical activity, and balanced meal planning.  It may also require multiple doses of insulin per day or insulin administered with an infusion pump.  Insulin and physical activity lower the blood sugar levels; food intake raises blood sugar levels.  When blood sugar levels are not maintained properly, people with diabetes may be threatened with either of two emergencies:

· Hyperglycemia – (high blood sugar) caused by the buildup of glucose/sugar in the bloodstream.
· Hypoglycemia – (low blood sugar) occurring when blood glucose/sugar levels drop too low.
TYPES OF DIABETES

Type 1 Diabetes: Type 1 diabetes is primarily due to the destruction of insulin producing cells.  In this case, the body does not produce insulin and the situation can become life threatening.  The body is unable to use the glucose from food to nourish the cells and the student often becomes thirsty, feels tired and loses weight.  As a result, growth deficiency and failure to thrive may occur in children with diabetes.  The blood sugars of diabetic children are usually high and insulin is given to control them.

Type 2 Diabetes:  Type 2 diabetes occurs because the body is unable to make enough insulin, or properly use insulin and therefore, an inability to use glucose for the nourishment of the body’s cells.  This condition often has its onset in adulthood; however, it is becoming increasingly common in school children, most likely due to increases in childhood obesity.  Usually there is a family history for this condition. Children with type 2 diabetes need observation and care, but are not as prone to dramatic swings between high and low blood sugars as children with type 1 diabetes.  
References:  American Diabetes Association (2001), Diabetes Medical Practice Guidelines (ACHA, 2001), Nursing Guidelines-Diabetes in Florida Schools (2003) and Helping Students with Diabetes Succeed – A Guide for School Personnel (U.S. Department of Health & Human Services 2003)
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