Physician’s Authorization for Type ll Diabetic Care at School

	Parent Consent for Release of Information or Medical Records

To Whom It May Concern:

I hereby give my permission for exchange of confidential information contained in the record of my child to school personnel. Name of Child / Student:    _________________________________________DOB: ________________
Please list names of medical provider(s)/specialist, phone and/or FAX numbers and address/Hospital affiliation:

_______________________________________________________________________________________

                          _____________________________________     _______________

                                            Signature of Parent/Guardian                           Date


Note to the medical provider: please circle, complete the following questions in relations to student’s diabetic care at school, and attach any pertinent forms/care plan information as needed. We require new or renewed orders be obtained after July 1, for the start of the new school year. Physician orders are still our preferred method for providing direction of the child’s care while at school. If a clinic RN is signing these forms, they should be doing it as a “verbal order” with the Docs/PNP name listed. 
1. Diagnosis/physical condition that necessitates procedure (s): ______________________________
2. Student requires medication during the school day: Yes   No 
3. If yes, please indicate medication: __________________ Dose: ___________  Times: ______    ______
4. Student requires Blood glucose checks via glucometer during the school day:  Yes   No
5. If Yes, please indicate times: ______________    __________________    ________________  
6. Student has a diabetic educator: Yes   No  

7. If Yes: Contact Number for the Diabetic Educator: _________________________ 

Student been provided with a Diabetic Care Plan:   Yes   No

8. Student has emergency diabetic medication:  Yes   No 

If yes, list ___________________________________________________________________________

9. List any concerns about transporting the pupil on the bus: ____________________​​​​__________________.

10. Parent can authorize changes to the diabetic plan without having to contact your office or the diabetic educator:  The insulin dosing: Yes   No                                   The schedule of insulin checks: Yes   No

                                                Student is independent in Diabetic Care   Yes    No

For continuity of care, our health Offices utilize the Diabetic Educator developed plan, in conjunction with parent, to complete our school forms. We provide the parent and/or care team copies of the student’s Diabetic care log(s) upon request. Please indicate other times, if any, when you would like to be notified as to student’s progress: 

_____________________________________________________________________________________________




Signature of Physician___________________________________ Date______________





Print name of Physician______________________________________





Please return to _______________________   _________________   ________________


			        School			       Telephone #                       Fax #
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