Diabetes Management Plan

Name:  ____________________________________________________________
Teacher:  ___________________________________  Grade:  ________________

Mom:  ___________________  contact #:  ___________________
Dad:  ____________________  contact #:  ____________________
Other:  ___________________ contact #:  ____________________

Blood sugar monitoring times:  ___ Lunch  ___ Snack  ___ Other_____________
Insulin (Injection, pump, pen):  _________________________________________

Hypoglycemia:  Blood sugar less than 70 (MEDICAL EMERGENCY)
Symptoms:  shaking, tired, irritable, sweating, nervous, dizzy, anxious, double or blurred vision, feeling uneasy, fast or pounding heartbeat
Treatment (15 grams of carbohydrates)
3-4 glucose tablets
1 tube of glucose gel
4 oz of juice or regular non-diet soda
1 tablespoon of sugar, dissolved in water
Call parent
Call Nurse

Hyperglycemia:  Blood sugar greater than _____ 
Symptoms:  thirsty, frequent urination, sleepiness, nausea and/or vomiting, “fruity” odor to breath, headache, stomachache
Treatment:
Drink water
Call Parent
Call Nurse

Special Considerations:  _______________________________________________
___________________________________________________________________
Trained Personnel:  __________________________________________________
__________________________________________________________________
 __________________________________________________________________

Parent’s Signature:  __________________________________________________
Nurse’s Signature:  ___________________________________________________
Teacher’s Signature:  _________________________________________________
School Staff’s Signature:  ______________________________________________
School Staff’s Signature:  ______________________________________________
