Student______________________DOB________Teacher___________Year_______
 
LOW BLOOD SUGAR ACTION PLAN
Confidential Individualized Health Care Plan

Parent/Guardian:  Please answer questions below regarding your student's condition.
1. Briefly describe symptoms of low blood sugar for this student. _________________________ ____________________________________________________________________________
2. Times when student is most likely to experience a low blood sugar are? ___________________
             ____________________________________________________________________________
3.  Does your student require medication at this time? ____YES    ____NO, if yes what
               is the medication:______________________________________________________________
4. Does the student carry Glucose tablets or have Glucagon for low blood sugar?  ___ Y  ___ N
If yes, explain _________________________________________________________________
5. Has your student been to the doctor or to the emergency room because of Low blood sugar?
       ____________________________________________________________________________
6.    Do they carry a glucometer at school?  _____ YES   _____ NO
7. What step(s) do you want school personnel to take if your student has this happen at school? ___________________________________________________________________
8. In the event you cannot be reached, please list emergency phone numbers of people who are
familiar with your student's allergy.  (Please list on back of form.)

Signs and Symptoms of Low Blood Sugar:
Hunger, sweating, trembling, pale appearance, inability to concentrate, confusion, irritability, sleepiness, headache, dizziness, crying, slurred speech, poor coordination, personality change, complains of feeling “low,” blood sugar . 

School Personnel Intervention:
  If student is conscious, cooperative and able to swallow:   
     * Send student to school nurse (if in the building) or to the main office immediately,
        accompanied by another person
     * Give fast acting sugar immediately, such as fruit juice, regular soda or glucose tablets or gel.
     * If symptoms do not improve in ________minutes, give fast acting sugar again.
     * When symptoms improve, provide an additional snack of ______________________________.
     *Do not leave student alone until fully recovered.  ( Will take several minutes)
     *Contact trained school diabetes care provider or school nurse as soon as possible.
     *Contact parents to inform them of low blood sugar episode as needed.
     **If symptoms do not get better or worsen, call 911 immediately, call parents and health care
         provider if known.  
   If student is unconscious, experiencing a seizure, or is unable to swallow.
        *Contact trained school diabetes care provider or school nurse immediately to inject 
         emergency glucagon, if authorized for student.  
       *Give Glucagon if authorized: ____________________________________  
       *Call 911, parent/guardian, and health care provider.    
       *Turn student on side and keep airway clear.  Do not insert objects into student’s mouth or 
          between teeth.
       *Student may vomit.  Keep student on side to prevent choking on vomit.  Keep airway clear.
*(Remember if emergency medications are to be given, an additional form is required for medication administration.)  
Parent/Guardian Signature: _________________________Date: _______________________
School Nurse Signature: ____________________________Date: _______________________
Please complete back of form and return to school nurse.             
  Student __________________________DOB_________ Teacher ________________ Year _________

Parent or Guardian To Complete:

Parent / Guardian Name: _____________________________ Phone(s):  ________________________
Parent / Guardian Name: _____________________________ Phone(s): ________________________
Additional Emergency Contact Name:  ____________________________ Phone: _________________

Health Care Provider _________________________________ Phone: __________________________

Any Additional Instructions:  ______________________________________________________________________________________________________________________________________________________________________

Parent Complete Below ONLY IF YOU DO NOT WANT A PARENTAL FORM ON FILE
I do not wish to file an emergency action plan for my child at this time.  I do realize that is an emergency should occur at school and I cannot be reached, the emergency 911 system may be called per school board policy.
Parent/ Guardian Signature:___________________________________ Date: ___________________


School Nurse Section:

Date Returned: ____________________                   Date Initiated: __________________

Staff competency required?    YES   NO  Who if yes _________________________________________
__________________________________________________________________________________
Copy to staff on what date? ___________________________________________________________

Notes: ______________________________________________________________________________________________________________________________________________________________________
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