
 

Alliance Public Schools 
“SUCCESS FOR ALL STUDENTS” 

 

DIABETES CARE PLAN 
 

STUDENT_________________Date of Birth________Teacher/Grade_______Year___

Cell Phone Home Phone Work Phone 
Parent/ Guardian____________________________ _______________ ________________ _______________ 
Parent/ Guardian____________________________ _______________ ________________ _______________ 
EMERGENCY CONTACTS: Cell Phone Home Phone Work Phone 

Name_____________________________ _______________ ________________ _______________ 
Name_____________________________ _______________ ________________ _______________ 

MEDICAL PROVIDER:________________________________ ENDOCRINOLOGIST_________________________________________ 
________________________________________________________________________________________________________________________ 
Required blood sugar testing at school: (please check one)  
__________Trained personnel must do blood sugar test  
__________Trained personnel must supervise blood sugar test  
__________Student can perform testing independently  
 
TARGET RANGE:______________to________________ NOTIFY PARENT IF BELOW 70 or  ABOVE 300 
 
KIND OF INSULIN _________________________________ADMINISTERED BY:  PUMP  ______ or  INJECTION  ______ 
 
Indicate your child’s needs by making an “X” where intervention is needed in the chart below. The 

nurses will fill in the “Time” when the student’s schedule is received.  
 

TIME OF EVENT BLOOD 
SUGAR CHECK 

INSULIN 
ADMINISTRATION 

As needed if symptomatic X  

15 min. Before Recess  Time(s)_________   

15min. Before P.E.         Time____________ X If BS greater than__________ 

After P.E.                     Time____________   

15 min. Before Lunch    Time____________ X  

After Lunch                Time____________   

Before Snack              Time____________ X  

Other                            Time____________   

 
ROLES AND RESPONSIBILITIES 

*APS School Personnel- Will assist with blood sugar testing, treatment of lows and storage of supplies. 

*APS Nurses- Will oversee the medical well-being of the student and assist with interventions at a care level 

agreed upon by the parents, nurses and student. 

*Parents- (1) Will provide all medical supplies including juice/snacks/glucose etc…and will restock all supplies 

monthly and as requested by the nurse. (2) Will communicate updates to nurses after doctor appointments in 

written form, which is signed by parent. (3) Will be available per phone for immediate consultation as needed. 

*Students- Will participate in the management of their diabetes at the highest level they are safely able, as 

designated by a parent. 

 



Emergency Response Plan 

*Please note these are the steps that will be implemented unless otherwise indicated by parent/guardian.  

TREAT IF BELOW________________ 
MILD LOW BLOOD SUGAR: 

Symptoms:(circle those that apply):  hunger, irritability, shakiness, sleepiness, sweating, pallor, uncooperative, crying or other 
behavioral changes.  Additional symptoms include:_______________________________________________________. 

 
Treatment : NEVER LEAVE THE STUDENT UNATTENDED!  If treated outside of the classroom, a responsible person should 

accompany to the office for further assistance. 
*Test blood sugar.  If kit is not available, treat immediately for low blood sugar. 
*If blood sugar is between 70 and_____and lunch is available, escort to lunch and have child eat immediately. 
*If lunch is not available, treat immediately as listed below. 

1.  Give 15 grams of carbohydrate, juice or _____glucose tablets.  Preferred treatment:_______________________ 
2.  Wait 15 minutes.  Recheck the blood sugar.  Re-treat as above if still below_____. 
3.  Follow with snack of_____________________or lunch when blood sugar is above_____ or symptoms improve. 

Additional Comments: 
________________________________________________________________________________________________________________________________________________ 

MODERATE LOW BLOOD SUGAR: 

Symptoms:  In addition to those listed above, student may be combative, disoriented or incoherent. 
 
Treatment:  If student is conscious yet unable to effectively drink fluids offered: 

1.  Administer 1 tube of glucose gel or cake decorating gel. 
2.  Place between cheek and gum with the head elevated.  Encourage student to swallow.  May be uncooperative. 
3.  Call parent 
4.  Retest in 15 minutes.  If still below _____ retreat as above. 
5.  Give regular snack after 15 minutes, when blood sugar rises above ______ or when symptoms improve. 

Additional Comments: 
________________________________________________________________________________________________________________________________________________ 

SEVERE LOW BLOOD SUGAR: 

Symptoms:  Seizures, loss of consciousness, unable or unwilling to take gel or juice. 
Treatment:  

1.  Stay with student 4.  Protect from injury 
2.  Appoint someone to call 911 5.  DO NOT put anything in the mouth 
3.  Roll student on side 6.  GIVE GLUCAGON (if ordered)  

 
Give Glucagon (if ordered):  Reconstitute mixture using syringe, give _____mg or _____ml subcutaneously. 
Additional Comments: 
________________________________________________________________________________________________________________________________________________ 

HIGH BLOOD SUGAR 

TREAT IF ABOVE________________ DO NOT exercise if _____________________  
Symptoms (circle those that apply):  extreme thirst, headache, abdominal pain, nausea, increased urination.  Additional 

symptoms may include:____________________________________________________________________________________________________. 
Treatment: 

1.  Call nurse to give insulin 3.  Allow student to carry water bottle 
2.  Drink 8-16oz. water 4.  Allow student to use restroom as often as needed 
* Check urine for ketones, if 2 consecutive blood sugars are greater than 250. 
*  Student will be picked up from school by a parent or designated person if moderate to large ketones are 

present, or has symptoms affecting the student’s ability to participate safely at school. 
*  If Student’s blood sugar is >400 they may treat and recheck in 1 hour.  If they are still >400 the nurse will 

determine if the student will be picked up from school. 
Additional Comments: 
________________________________________________________________________________________________________________________________________________ 
Permission Signatures: 
As parent/ guardian of the above named student, I give permission for the use of this health care plan in my student’s school.   I 

give permission for this plan to be shared with appropriate school personnel.  Orders are valid through the end of the current 
school year. 

Parent Signature___________________________________________________________________Date_____________________________ 
 
Nurses Signature___________________________________________________________Date_________________________________ 


