
Charlotte County Public Schools
Diabetes Medical Management Plan (School Year ____ - ____)

To Be Completed By Licensed Health Care Provider

Student’s Name:_________________Date of Birth: _______ Type 1 Type 2   Date of Diagnosis _______
School Name: ___________________ Grade: ____________ Homeroom _______________________________
________________________________________________________________________________________
CONTACT INFORMATION
Licensed Health Care Provider: ___________________________ Telephone Number: _________________
Other Emergency Contact: ______________________Relationship:___________Tel. Number:___________
________________________________________________________________________________________
SNACKS Time               Food Content and amount Time              Food Content and amount

Mid-Morning       _______   ___________________ Before P.E./Activity _____      __________________
Mid-Afternoon _______   ___________________ After P.E./Activity   _____      __________________

________________________________________________________________________________________
BLOOD GLUCOSE MONITORING AT SCHOOL: At school: Yes No    To ordinarily be performed by student: Yes No
Student has been trained by Health Care Professional? Yes No   Type of Meter:
________________________________

Time to be performed: Before Breakfast Before P.E./Activity Time

Mid-Morning: before snack After P.E./Activity Time

Before Lunch Mid-Afternoon

Dismissal As needed for signs/symptoms of low/high blood glucose

Place to be performed: Classroom Clinic/Health Room Other _______________________________
OPTIONAL: Target range for blood glucose: ________________mg/dl to ___________(Completed by Diabetes Healthcare Provider).
___________________________________________________________________________________________________________
_

INSULIN INJECTIONS DURING SCHOOL: Yes No Student has been trained by Healthcare Professional Yes No

If yes, can student determine correct dose? Yes No  Draw up correct dose? Yes No Give own injection? Yes No

Insulin Delivery: Syringe/Vial Pen Pump (if pump, use “Insulin Pump Medication/Treatment Plan”)

Standard daily insulin at school Yes No

Type:          Dose:              Time to be given: Correction dose of insulin for high blood sugar? Yes No

____       __________    _______________ If yes, Reguoo ________]tion/T r
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Diabetes Medical Management Plan - Page 2
________________________________________________________________________________________________

Usual signs/symptoms for this student
___Change in personality/behavior
___Pallor
___Weak/shaky/tremulous
___Tired/drowsy/fatigued
___Dizzy/staggering walk
___Headache
___Rapid Heartbeat
___Nausea/loss of appetite
___Clammy/sweating
___Blurred vision
___Inattention/confusion
___Slurred speech
___Loss of consciousness
___Seizures
___Other_____________________

Indicate treatment choices
If student is awake and able to swallow
Give_______grams fast-acting carbohydrate such as:
________oz. Fruit juice or non-diet soda or
________glucose tablets or
________concentrated gel or tube frosting or
________oz. Milk or
________other___________________

Retest blood glucose 10-15 minutes after treatment
Repeat treatment until blood glucose is over____mg/dl

Follow treatment with snack of ___________________
If more than ________hr/min. Until next meal or snack
or if going to activity (i.e. PE e.y a n



Charlotte County Public Schools
Diabetes Medical Management Plan Supplement for Student Wearing Insulin Pump (School Year ______-______)

Student Name: ________________________   Date of Birth: ________________ Pump Brand/Model: ___________________
Pump Resource Person:_________________    Phone: _____________________(see basic diabetes plan for parent phone#)

Child-Lock on? Yes No How long has student worn an insulin pump? ___________________________
Blood Glucose Target Range:___________________________________________________

Student to receive carbohydrate bolus? Yes No




