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PALLISER REGIONAL SCHOOLS

DIABETES CARE PLAN

STUDENT: 







 PHOTO OF STUDENT:

DATE OF BIRTH (YY/MM/DD): 









SCHOOL: 










 
EFFECTIVE DATES: 











GRADE: 

 HOMEROOM TEACHER: 







CONTACT INFORMATION
	Parents/Guardians
	Home Phone #
	Work Phone #
	Cell Phone
	Address

	
	
	
	
	

	
	
	
	
	

	Student’s Doctor
	Home Phone #
	Work Phone #
	Cell Phone
	Address

	
	
	
	
	

	
	
	
	
	

	Other Contacts
	Home Phone #
	Work Phone #
	Cell Phone
	Address

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


SCHOOL TO CONTACT PARENT/GUARDIAN IN THE FOLLOWING SITUATIONS
1.
















2.
















3.
















4.
















5.
















6.
















HYPOGLYCEMIA (LOW BLOOD SUGAR)
	Usual Symptoms of Hypoglycemia:


	

	Treatment for Hypoglycemia:


	

	Location of Hypoglycemia Kit:


	

	Glucagon Treatment for Severe Hypoglycemia:


	□ Yes □ No



	Location of Glucagon Kit: 


	


Call 9-1-1 or emergency medical service if the student is incoherent, is unconscious, is unable to swallow, or has had a seizure.

Glucagon should not be given during a seizure (convulsion).

SCHOOL PERSONNEL TRAINED TO ADMINISTER GLUCAGON AND DATES OF TRAINING
	Name
	DATE OF TRAINING

	
	

	
	

	
	

	
	


HYPERGLYCEMIA (HIGH BLOOD SUGAR)
	Usual Symptoms of Hyperglycemia:


	

	Treatment for Hyperglycemia:


	

	Test Urine for Ketones when Blood Glucose Greater than:


	________ mmol/L

	Test Urine for Ketones when Student is Feeling Sick:


	□ Yes □ No



	Procedure for Ketone Testing:


	

	Diabetes Supplies:

· Blood Glucose Monitoring Equipment

· Insulin Administration Supplies

· Hypoglycemia Treatment Kit

· Glucagon Emergency Kit

· Ketone Testing Supplies

· Snack Foods


	Location:

	Blood Glucose Monitoring:

· Type of Blood Glucose Meter Student Uses

· Target Range for Blood Glucose
· Usual Times to Test Blood Glucose

· Times to do Extra Test (check all that apply) 

· Can Student Administer Own Blood Glucose Test?
	________ mmol/L to ________ mmol/L

□ Before Breakfast
□ Before Supper

□ Before Lunch

□ Before Bedtiime or Before Bedtime Snack

□ 2 Hours After Meals
□ During the Night (Time: __________)

□ Before Exercise
□ After Exercise

□ When Student Exhibits Hyperglycemia

□ When Student Exhibits Hypoglycemia

□ Other (explain): 
□ Yes □ No

Exceptions: 




SCHOOL PERSONNEL TRAINED TO MONITOR BLOOD GLUCOSE LEVELS AND DATES OF TRAINING
□ Not applicable
	Name
	DATE OF TRAINING

	
	

	
	

	
	

	
	


INSULIN
Time, type and dosage to be given during school:

	Time
	Type
	Dosage

	
	
	

	
	
	

	
	
	


SCHOOL PERSONNEL TRAINED TO ASSIST WITH INSULIN INJECTIONS AND DATES OF TRAINING
□ Not applicable
	Name
	DATE OF TRAINING

	
	

	
	

	
	

	
	


	Can Student Give Own Injections:


	□ Yes □ No

	Can Student Determine Correct Amount of Insulin:


	□ Yes □ No

	Can Student Draw/Dial Correct Amount of Insulin:


	□ Yes □ No


STUDENT WITH INSULIN PUMPS

	Type of Pump:


	

	Basal Rates:


	

	Meal Boluses:


	

	Insulin/Carbohydrate Ratios:


	

	Correction Factor:


	

	Is Student Competent Regarding Pump?


	□ Yes □ No

	Can Student Deal with Pump Malfunction:


	□ Yes □ No

	Contact Person if Pump Malfunction is Suspected:


	Name:
Contact Numbers: 

	Comments:


	


MEALS AND SNACK FOODS
	MEAL
	TIME
	FOOD CONTENT/AMOUNT

	Breakfast


	
	

	Morning Snack


	
	

	Lunch


	
	

	Afternoon Snack


	
	

	Dinner


	
	

	Bedtime Snack


	
	


	Snack Before Exercise:


	□ Yes □ No

Type of Snack:

	Snack After Exercise:


	□ Yes □ No

Type of Snack:

	Other Times to Give Snacks:
	Time: 


 Type of Snack: 




Time: 


 Type of Snack: 





Time: 


 Type of Snack: 







	A Source of Glucose such as the Items Listed Here Should be Readily Available at All Times:

	

	Foods to Avoid:


	

	Instructions for When Food is Provided to the Class:


	


EXERCISE AND SPORTS
	A Snack such as the Items Listed Here Should be Readily Available at the Site of the Exercise of Sport:


	

	Restrictions on Activity, if any:


	

	Student Should Not Exercise if:
	Blood sugar is below ________ mmol/L or greater than ________ mmol/L, and showing ketones in urine.



SIGNATURES:
Reviewed by: 




 Acknowledged by: 







 Diabetes Care Team Member




Parent/Guardian

Received by: 




 Received by: 








School Health Team Member



  School Personnel or Administrator

For more information, contact the Diabetes Care Team at (403) 388-6654 – Lethbridge or 403-955-8118, 403-955-8135 (Reception) - Calgary, Alberta Health Services.









