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Individualized Healthcare Plan �± Diabetes with Multiple Daily Injections  
Healthcare Provider Orders  

 

EFFECTI VE DATE:   END  DATE:   
STU DENT�¶S NAME:   Date of Bir th:  
DIA BETES HEALTHC ARE PROVID ER I NFORMATION               Name:  
Phone # :  Fax # :  

SCHOOL:                   / Grade                                                   School Fax:   
Mon i t o r  Blood  Gl u cose �± test  ... (reference Hypo /Hyperglycemia treatment protocol for BG < 70 and BG �H 250)  

  I f s tu dent has symptoms  of hi gh or low blood glucose 
 Breakfast  Before   After  Exercise /PE/gym/recess:       Before   After  
 Lunch:      Before   After   Before leaving school 
 Snack:      Before   After                Other : _______________________________________  

 Where to test :  Classroom      Healt h office     Oth er:    ___________________  

   Without moving student if has low blood glucose symptoms  
Continuous Glucose Monitoring:  Type of  CGM: ________________________  

 Student may use reading from CGM for:  I nsulin dosing     End of day check      Before activity check  

 Perform a finger stick:  Blood glucose is rapidly changing when dosing insulin  To confirm hypoglycemia  

         Hyperglycemia  Calibrations    Other: ___________________________ ___________________  

Rout i ne  Dail y  I n su l in  I n j ecti on :  
I nsuli n Del ivery:   Syr inge/ vial   Pen      Smart Pen  
Insulin Type:  rapid acting (Insulin Lispro/Insulin Aspart/FIASP) other: ___________________  

Step 1. BLOOD GLUCOSE CORR ECTION  

  USE THE FOLLOWING PARAMETERS TO CALCULATE CORRECTION DOSE  
  Target blood glucose :  ______ mg/dL     Insulin sensitivity factor:  _______  
 
 (Current Blood Glucose �± Target Blood Glucose )  

                Insulin Sensitivity F actor   

When to give correctional insulin :    

 Before breakfast      Befor e lun ch      Other: ______________________  

 All BG /SG  results to be entered into the Smart Pen to determine dosing.  
   Do  n ot  gi v e cor r ect ion  do se more  t h an  on ce ev er y  3 ho u r s.  

  Use corr ect ion scale 
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_____________________________________________  ______________  ____________________   ____________________  

ANCHORAGE SCHOOL DISTRICT 
MEDICATION ADMINISTRATION: PARENTAL AUTHORIZATION FOR SCHOOL STAFF TO ADMINISTER 

(for Non-Delegable Medication) 

Student__________________________________________Birthdate_____________Grade __________ 

Parent/Guardian __________________________________Contact _____________________________ 

BACKGROUND. All students attending public schools must have access to health care during the school day and 
for school sponsored activities, if necessary, to enable the student to participate fully in the school program. The 
federal laws include the Americans with Disabilities Act, Individuals with Disabilities Education Act (IDEA), and was adopted as a plan to allow parents to delegate to school staff 
with nurse involvement in training and follow up. The trained school staff must provide care for the student 
consistent with the Individualized Healthcare Plan (IHP) prepared by the nurse based on healthcare provider 

instructions and parent input. 

PARENT AUTHORIZATION. I, the parent/legal guardian, understand that in the absence of the school 
nurse, other trained school staff will administer this medication. I agree to defend and hold named 
school district employees harmless from any liability resulting from the medication or the manner, in 
which it is administered, and to defend and indemnify the school district and its employees for any 
liability arising out of these arrangements. I will notify the school immediately if the medication is 
changed and understand that the nurse may contact the health care provider or pharmacist regarding 
this medication. 

As a parent or guardian of _____________________________, I hereby acknowledge that I have read 
and understand this form and agree to its content. I have authorized the nurse to train school staff using 
a standardized curriculum to administer the medication(s) (below) to my child according my child’s IHP 
when the school nurse is not available. 

appropriate for medication administration to my child. 

I did not attend the training session(s) provided to the school staff identified above but have reviewed the 
curriculum and agree that the content is appropriate for medication administration to my child. 

Name(s) of school staff authorized to be trained to administer________________________________to my child. 
Name of Medication(s) 
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