SCHOOL HEALTH OFFICE DIABETES RECORD

Student Name: ​________________________________________  DOB: __________  Grade/Track: ______School Year: ______School: _______


Target Range: __________ to ____________

Scheduled BG Check Times at Health Office _________________
Insulin Type: ____________Route: ____________
CGM Type: _________________


	Data
	Intervention
	Evaluation
	Plan


	Date
	Time
	CGM
	BG

	Student says/observations
	Carb

Intake
	Insulin 

Dose
	Injection Site/ Pump
	Ketone

Results


	BG Tx. (e.g. Snack, Water)
	Parent

Notified
	Comments
	RTC
	Will Retest @
	See Add’l 

Notes
	Initial Care given by:
	Dose Verified by

	
	
	
	
	                                          
	
	
	
	
	
	
	                                    
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


See Student’s IHP  dated: _______________


☐Emergency Action Plan: Glucose Monitoring & Treatment


☐Insulin & Medication Addendum for insulin correction & carb/insulin dosing


☐Insulin Pump Addendum


	








DDate Insulin opened:__________Change Insulin on: ___________


Note: Lancets to be changed at least daily. Needles must be changed with each injection.








	Signature of Staff Providing Care                                       
	Initials
	Signature of Staff Providing Care
	Initials
	Signature of Staff Providing Care
	Initials

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	



