
 

April 2022 

Dear Parents/Guardians, 

This packet includes the forms needed for Elizabeth School District personnel to manage your student’s diabetes in the 
school setting.   This packet includes the following forms: 

1. Please provide ONE of the following: 
 

• Provider Orders for Students on Injections and/or Oral Medications (to be complete by a medical provider)   
• Provider Orders for Students on Insulin Pumps (to be complete by a medical provider) 
• If your student is seen at Barbara Davis, they provide their own paperwork for schools (to be completed by a 

medical provider) 
 

2. Individualized Health Care Plan: Diabetes in the School Setting (completed out by parent) – This helps us to 
better care for your student with diabetes.  We would like to know if your student has a pump, CGM, when 
blood glucose is checked throughout the day, where supplies are kept for secondary students, if your student is 
able to participate in class parties etc. In addition, the Emergency Action Plan provides school personnel 
instructions so that they may intervene during an emergency.  

 
Please Note:  The Emergency Action Plan is now part of the Individualized Health Care Plan.   If not completed 
by a parent,  the district nurse will complete it based on your student’s medical provider orders and the most 
current “Standards of Care for Diabetes Management in the School Setting”   
 

 
If you and your student’s medical provider believe your middle or high school student is able to independently manage 
his/her own diabetes at school, please also provide the form below: 
 

3. Diabetes Self-Management Agreement (to be completed by parent & student)) 

If your student is managing his/her diabetes independently, it is strongly recommended that your student have rapid 
sugar sources (juice, glucose tabs, cake frosting, candy etc.), extra supplies, and GLUCAGON in the school health office. 

 

Please submit all forms to your student’s school health office before the start of school. 

 

Please note that these forms are need to be renewed yearly. If your student’s care changes, revised provider orders 
(See number 1) will need to be provided.  

If you have questions, please feel free to contact the Health Technician at your student’s school or the District Nurse 
(303-646-6730)  

Sincerely, 

Lori Clark RN/BSN Elizabeth School  District Nurse 
 
Page 2 – Health Care Provider Orders for Student with Diabetes on Injections/Oral Medication 
Page 3 – Health Care Provider Orders for Student with Diabetes on Insulin Pump 
Page 4-5   – Individualized Health Care Plan  
Page 6 – Agreement for Students Independently Managing Their Diabetes 

YOUR STUDENT’S DIABETES CARE IN THE 
SCHOOL SETTING 



 



 
 
 
 



 



 



 



 

 



 
 



 

Student Name:  _____________________________       DOB: __________ School:_______________________________ 

STUDENT: (Please initial each statement after reading)  

____ I agree to dispose of sharps either by keeping them in my kit and disposing of them at home or placing them in the sharps 
container at school. 

____ I will notify the school health office if my blood sugar is below ____mg/dl or above ____mg/dl. 

____ I plan to keep my diabetic supplies:     ____ with me  ____ in the school health office. 

____ I understand that the freedom to manage my diabetes independently is a privilege, and I agree to abide by this agreement. 

_______________________________________________   _______________ 
Student Signature        Date 
 

PARENT/GUARDIAN: (Please initial each statement after reading)  

____ I agree to provide my child’s healthcare provider’s orders to the school health office.  

____ I agree that my child is able to self-manage his/her diabetes and can recognize when to seek help from a staff member. 

____ My child has been instructed in and understands his/her diabetic self-management. 

____ My child’s healthcare provider has confirmed that he/she is able to independently manage his/her own diabetes care. 

____ I am aware that it is strongly recommended that back-up supplies be provided to the health office for emergencies. 

____ I understand that this agreement is in effect for the current school year. 

____ I understand that the district or school nurse may impose reasonable limitations or restrictions on my child’s possession 
and self- administration of diabetic medications relative to his/her age, maturity level, and other relevant considerations. 

____ I understand that the school administration may revoke permission to possess and self-administer diabetes medication at 
school at any point during the school year if it is determined that my child has abused the privilege to self-manage their 
diabetes care or is not safely and effectively managing their care.  

____ I give permission for the district or school nurse or designee to contact my child’s healthcare provider regarding my 
child’s diabetes care at school.  

____ I agree to exempt and release the Elizabeth School District, its directors, officers, employees, volunteers, and agents from 
any and all liability, claims, demands or actions arising out of any damage, loss, or injury that my child or I/we sustain arising 
out of my child’s self-management of his or her diabetes.  

______________________________________________   _______________ 
Parent/Guardian Signature                    Date 
 
 
______________________________________________   _______________ 
District Nurse Signature       Date 
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