Anne Arundel Connty
School Health Services Program

FARENT'S REQUEST TO TREAT DIABETES AT SCHOOL

FOR COMPLETION BY PARENT/GUARDIAN

Marme of Student OB !
[LAST) (FIRETY {MI

Mame of Schoal: Cirade: Schoo| Year:
In arder for my child fo recetve fregtment in scheol, Fagree fo the followlng:

= Al prescriphion medecation will have a physician®s signed order fully corrpleted for each schoal vear.

#  The prescription medication will be in & container labelad by the pharmacist of physician with:
Mame of child Name of the medication. Dasage, route ard time of admidisireion.
Mame off physician Preseription date and expiration dare. Conditions for proper slorage.

*  The medication will be brought to school by an adule

#  The phiysician will be called if 8 question arises about my child s medication.

* The first dose of this medicanion {except for Glucagon) has been given withow problems.

Hawing read the above conditions, | request Anne Arundel County School Health Services personnel adwminister the medication as preseribed by the
phipiician below. | cerdify that | have legal autherity te consent o medical treaiment for the studens named above, including the admirisrarion of
medicarion af school | understand that this procedure will be performed using standard nursing procedures. [ the procedore is uncomplicated and my
child's condition iz stable; the school nurse may, at her discresion, teach wnlicensed persenned this precedure. School or heaith personnel may assist
toward independence in care f indicated

2 Signature of Parent'Guardiam: Drate:
Felationship to snadent

Phone Mumber: (H) W Crhier
Address:

AUTHORIZED HEALTH CARE PROVIDER[S WRITTEN AUTHORIZATION

Please check all boxes that apply and complete orders: Begin services on ., End Services on
I Blood Glucose Testing

O Before am snack O Before lunch O Before PE O 2 hours after a correction dose [ For suspected hypoglycemiahyperghycemia
2. H}’pﬂgl}‘t.‘ﬂﬂl = TREAT ACCORDING TO HEALTH CARE ACTION PLAN WHEN SYMPTOMATIC OF WHEN BLOOCD GLUCOSE 15 LESS THAN T

O Glucagon wjection dessge, SOYIM, for loss of consciousness, serzures or inability to swallow, if BN or LPN is available,
3. Hvperglycemia - TREAT ACCORDING TO HEALTH CARE ACTION PLAN.
4. Insulin
Brand of insulin
0 Give s of insulin 50 a1 lunch. O Insulin dose based on carbobydrate miake; Give units of insulin S0} per £IE
of rarbohydrates at unch. © Correction factor: At lunchrime give units of msulin 50Q for every mg/dl above  mg/dl
O Comection scale 30 as follows: Use correction scale at lunchemme and .
Blood Glucose from [} mg/dl = Unitz  Blood Glucose from o mg'dl = Urnuts
Blood Glecose from o mg'dl = Units Blocd Glucose from o mg/dl = Units
Biood Glucose from o 'dl = Units  Blood Glucose from o mg/dl = Tnits
O Snadent is independent in insulin self-administration (school nurse and parent must venfy competency),
5. Insulin Fump
Type of pumyp: Type of insulin:

Boles Admumistration times:
Pleasz note: Pump users will need bolus insulin at prescribed times. Befer to #4 for bolus insulin orders for pump users.

O Additional orders:

f - Phivsician's Signature: Diate:
Crriginal signature™O stamps

Physician's Mame (Printed);

Address:
Telephone MNumber:

O Crder Reviewsd RN, Date
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