Nursing and Wellness Program

‘ﬁt San Diego Unified

SCHOOL. DISTRICT...

Student’s Name;

School:

School Nurs¢/contact number: ..

Itinerant Nursce/contact number:

Parent’s phone number;

Alternate FR number:

Algorithms for Blood Glucese Results at School

SCHOOL ACTION PLAN
Below: Check Blood Glucose Above:
1 From: To: l
Check ketopes [ Yes [1 No
1. Give fast acting sugar source*, If / \
blood glucose is = 50, give 30 .
gm carbolydrates. Ifblood Student Feels OK Student Does
glucose > 50, give 15 gm — Kefones Neg, — Nof Feel OK -
carbohydrates Y Sm, Ketones Mo~
2. Observe for 10 — 1. Ifstudent feels OK, Large
minutes, niay resume school I. Give cotrection Give
3. Retest blood glucose. If < than activities. insulin if ordered camection
e Yopeat stgar source*, If 2. Ifthe student doss not 2. Give 1-2 glasses insulin if
> give carbohydrate and feel OK, retest blood of water every ordered
protein snack (sce samples ghucose immediately. hour until 7. Consult
below) or within one hour to ketones aro immediately
next meal feed early, HE < , treat for negative with school
4. Notify school nurse if twe or “below__ " — - nurse, Notify
more episodes in ong week. 3. {(}}rz/:r;résuiln it parents,
If Student conscious but not very *If?: e A2 OE Provide 1-2
cooperatlve, Give Glucose Gel fesling well, consult 4. O Have student glasses of
wl_;igm with school nurse exercise waler every
If Student Becomes Unconscious, 5. Notify parents if houy untH
Stizures, or Is Unable to Swallow: ' malfykl;tones are ketones are
1. Call911 present gegativc.
2. Give ghicagon 6. Notify school hﬁ'{:&“gﬁf“
o003mg o0S5mg ollmg nuese IP1wo of il
3. Turn student on side to ensure more episodes privileges
open airway/avoid aspiration oceur in one Ifat any time
4, Notify school nurse and parents week ;tuc;ent V;"t':'ts’ :
5. Notify physician when: ccomes fethargle,
Y physicla 7. Student and/or has
O may exercise Inbored breathing
3 may not CALIL 911
exercise (PE, recess)
. if ketones are:
Fast Acting Sugar Sources (15 gm carbohy.dr-ate) O nogative
s 3.4 glucose tablets + % Capple juice 0 smali
e 15 gin, glucose gel e« Y Cprape juice
* 1 Csugared S‘f’da » Y% tube cake Mate Protein/15 Gm carbohydrate snacks
¢ 1% Corange juice * 3 tsp. sugar (in water) *  Cheese & crackers »  Profein bar
+ 3 praham cracker (2.5"¢a) | » 8 animal crackers s Trail mix (31/10z.) * Y meat/cheese sandwich
*  Poanut botter & crackers | ¢+  Granola bar
MD Signature; Date: s  Beef jorky {{oz) LI gmhaql crackers &
710 —-dp
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Diabetes at Scheol and School Sponsored Events
(ATTACH *ALGORITHMS FOR BLOOD GLUCOSE RESULTS”)

Student DoB School Grade
PHYSICIAN'S WRITTEN AUTHORIZATION: PLEASE SIGN AND CHECK ALL BOXES THAT APPLY
1. Blood Glucose Testing: 5. Insulin Calculation Formula
U Before meals U Before snacks L As needed Blood Glucose (BG) — Target BG + Sensitlvity = Correction Dose
- 01 Before PE: If BG < give gm snack Target Glucose = (Carrecilon Factor)
0 Afler PB:  IfBG £ give g snack
Sensitivity =

2 Before bus ride of > minutes

O Per Exercise orders sheet 0 Caleulate at T lunch time 0 snack {lme

Treat BG < or > per attached Algorithm L3} Add €HO dose & Correction dose beforg rounding down

Hemoglobin A mg/dl on {date) Exceptions:

2. Daily Carbohydrate Regimen  Insutin; CHO

Breakfast # of CHO; lu: ____pgms
AM. Snuck # of CHO; ju:__gms ) ;
Lunch # of CHO: fu:__ gms 6. Insulin Pump Regimen at School:
P.M, Snack # of CHO; Tu:___gms Q ™MD orders for Pump Settings are required if licensed
Snacks: nurse is needed to manipuiate pump and/or administer insulin
nacks: (Must be aftached)
O Mone DI Moming O Afternoon 0O Optional & Do not give any bolus (meal or correction) mote often
G Spack< CHO does not require insulin coverage than every two hours

0 Ifcorrection factor has been given > 1 hr ago but <2 hrs
- - ago, lunch bolus can be given ONLY IF BG is decreasing, If
3. Insulin Regimen at School - Cark Counting: BG is not decreasing, wait 2 hrs to check BG and treat

according to algorithm

Q No insulin at this time s £

0 Insutin at lunch time For emergencies, disasters or pump failure,
check BG every hours and give insulin via

C Insulin for snacks > CHO A 5
syringe/pen using previous orders in;

O Correction dose if > hts since breakfast;
Cand Qor > hrs until lunch Q Section? [ Scection 4
Tnsulin Typs/Brand: O Sectiond 0 Section 5

Delivery Method: U Syringo O Insulin Pon U insuin Pump A site or district Registered Credentialed School

O Always round down to the nearest 00 HALF unit Q FULL unit Nurse will determine the appropriate level of
nursing care and supervision required if the
student is not independent in all aspects of care,

4, Sliding Scale Insulin —~ No Carb Counting

Blood Giucose from to = Units

Blood Glucoss from to = Units _

Blood Glucose from to = Units Physioian’s Slgnature Date
Bleod Glucose from fo = Uniis

£} Before meals U Before snacks
£3 As needed for BG > , if> 2hrs since last dose
and > 2 hrs until next scheduled dose

Phone Namber Fax Number

(1 of 2}
7/10 - dp/lv
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Parent Consent for Management of Diabetes at School

Student j214):] School

Grade

We(l), the undersigned, the parent(s)/guardian(s) of the above named pupil, request that the specialized physical
health care service for Management of Diabetes at School and School Sponsored Events be administered to our
(my) child in accordance with Education Code Section 49423.5, I will:

1. Provide the necessary supplies and equipment,

2. Notify the school nurse if there is a change in pupil health status or attending physician,

3. Notify the school nurse immediately and provide new consent for any changes in physician’s orders.
I authorize the school nurse to communicate with the physician when necessary.
I understand that I will be provided a copy of my child’s completed Individual School Healthcare Plan (ISHP).

Parent/Guardian Signature Date

Physician Authorization for Management of Diabetes at School

My signature below provides authorization for the written orders., This authorization is for a maximum of one
year. If changes ave indicated, I will provide new written authorization (may be faxed).

1a I request that the School Nurse provide me with a copy of the completed Individual School Healthcare

Plan (ISHP).
a I have instructed in the proper way to use his/her medication(s).
(Child's Name)

It is my professional opinion that this student be allowed to carry and administer such medication(s) by
himself/herself. Physician Initial

Physician Name Physician Signature Date
(Pring)
Address City Zip
Phone # Fax #
(2 0f2)
10— dpflv
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