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Kent County Public Schools 
Desarrollando una comunidad de líderes 

 
 

 
 
 

El Departamento de Educación del Estado de Maryland (MSDE) requiere que las Escuelas Públicas del Condado de Kent 
recopilen información sobre las experiencias de cuidado temprano de todos los estudiantes de preescolar, prejardín de 
infantes y jardín de infantes recién inscritos. Proporcione la siguiente información para completar el cuadro a 
continuación. 
  
Nombre del niño _____________________________________________  
 
Fecha de nacimiento ____/____/_____ 
  
Grado (circule uno): Preescolar       Pre kinder    Jardín de infancia 
  
Atención Previa Predominante - ¿En qué tipo de entorno de cuidado temprano pasó su hija mayoría de su tiempo desde 
septiembre pasado? (Marque las casillas que correspondan.) 

 
Previo Cuidado 

 
Día 

completo 
Medio 

día 
(mañana) 

Medio día 
(tarde) 

 
Atención informal/Hogar o cuidado por un familiar - El niño ha sido 
cuidado exclusivamente en el hogar o por un familiar desde el pasado mes 
de septiembre. 
Cuidado no reglado prestado en un hogar por un familiar o no familiar. 

   

Inició: Un programa preescolar federal para niños de 3 a 5 años de edad de 
familias de bajos ingresos; financiado por el Departamento de Salud y 
Servicios Humanos de los EE. UU. y autorizado por la Oficina de Cuidado 
Infantil del Departamento de Educación de Maryland. 
  
¿Que centro? 
 ___ Chestertown 
 ___ Rock Hall 
 

   

Prejardín de infantes de KCPS: Educación preescolar en escuelas públicas 
para niños de 4 años; administrado por las juntas locales de educación y 
regulado por el MSDE de acuerdo con COMAR 13A.06.02 Programas de 
prejardín de infantes. 
Marque a qué escuela asistió su hijo de la lista a continuación. 
  
 ____ Garnet  ____ Rock Hall 
 ____ Galena            
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Guardería - El cuidado de niños se brindaba en un centro, generalmente no 
residencial. 
Una instalación, generalmente no residencial, que brinda atención a niños 
durante parte o todo el día en ausencia de uno de los padres. Los centros 
tienen licencia de MSDE, Office of Child Care. 
 

   

Centro de cuidado infantil familiar - Cuidado de niños en una residencia 
que no sea el hogar del niño donde se pagó al proveedor por el servicio. 
Cuidado regulado dado a un niño menor de 13 años, en lugar del cuidado de 
los padres por menos de 24 horas, en una residencia distinta a la del niño y 
por la cual se le paga al proveedor. El cuidado infantil familiar está regulado 
por MSDE, Office of Child Care. 
 

   

Escuela Infantil No Pública - Programas preescolares con un enfoque 
͞edƵcaƚiǀo͟ para niños de ϯ Ǉ ϰ años͕ generalmenƚe jornada parcial͕ nƵeǀe 
meses al año. No es parte de las Escuelas Públicas del Condado de Kent. 
Pƌogƌama pƌeeƐcolaƌ con Ƶn enfoƋƵe de ͞edƵcación͟ paƌa niñoƐ de Ϯ͕ ϯ o 4 
años; aprobado o exento por MSDE; generalmente mediodía, nueve meses 
al año. 
 

   

Jardín de infancia - El estudiante está repitiendo Kindergarten. 
 

   

 
 
 

¡Gracias! 
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Paso 2 ͎�ůŐƷŶ�ŵŝĞŵďƌŽ�ĚĞů�ŚŽŐĂƌ�;ŝŶĐůƵŝĚŽ�ƵƐƚĞĚͿ�ƉĂƌƟĐŝƉĂ�ĂĐƚƵĂůŵĞŶƚĞ�ĞŶ�ƵŶŽ�Ž�ŵĄƐ�ĚĞ�ůŽƐ�ƐŝŐƵŝĞŶƚĞƐ�ƉƌŽŐƌĂŵĂƐ�ĚĞ�ĂƐŝƐƚĞŶĐŝĂ͗�͎WƌŽŐƌĂŵĂ�ĚĞ��ƐŝƐƚĞŶĐŝĂ�EƵƚƌŝĐŝŽŶĂů
^ƵƉůĞŵĞŶƚĂƌŝĂ�;^E�WͿ͕��ƐŝƐƚĞŶĐŝĂ�dĞŵƉŽƌĂů�ĞŶ��ĨĞĐƟǀŽ�;d��Ϳ�Ž�DĞĚŝĐĂŝĚ͍�

 

Paso 3 �ŶƵŵĞƌĞ�ůŽƐ�ŶŽŵďƌĞƐ�Ǉ�ůŽƐ�ŝŶŐƌĞƐŽƐ�ĚĞ�dK�K^�ůŽƐ�ŵŝĞŵďƌŽƐ�ĚĞů�ŚŽŐĂƌ͘

. 
   

 

�ŽŶ�ƋƵĠ�ĨƌĞĐƵĞŶĐŝĂ�с�ƐĞŵĂŶĂů͕�ƋƵŝŶĐĞŶĂů͕�ĚŽƐ�ǀĞĐĞƐ�Ăů�ŵĞƐ͕�ŵĞŶƐƵĂů�Ž�ĂŶƵĂů

�ƐƚĂŵŽƐ�ŽďůŝŐĂĚŽƐ�Ă�ƐŽůŝĐŝƚĂƌ�ŝŶĨŽƌŵĂĐŝſŶ�ƐŽďƌĞ�ůĂ�ƌĂǌĂ�Ǉ�Ğů�ŽƌŝŐĞŶ�ĠƚŶŝĐŽ�ĚĞ�ƐƵƐ�ŚŝũŽƐ͘��ƐƚĂ�ŝŶĨŽƌŵĂĐŝſŶ�ĞƐ�ŝŵƉŽƌƚĂŶƚĞ�Ǉ�ĂǇƵĚĂ�Ă�ĂƐĞŐƵƌĂƌŶŽƐ�ĚĞ�ƋƵĞ�ĞƐƚĂŵŽƐ�ƐŝƌǀŝĞŶĚŽ�ƉůĞŶĂŵĞŶƚĞ�Ă�ŶƵĞƐƚƌĂ�ĐŽŵƵŶŝĚĂĚ͘

 

Formulario de bene!cios educativos 2023-24
July 1, 2023 - June 30, 2024

Complete una solicitud por hogar. Para obtener más información, consulte las instrucciones adjuntas o llame al 410-778-7174

,ĂŐĂ�ƵŶĂ�ůŝƐƚĂ�ĚĞ�dK�K^�ůŽƐ�ŵŝĞŵďƌŽƐ�ĚĞů�ŚŽŐĂƌ�;ŝŶĐůƵŝĚŽ�ƵƐƚĞĚ�ŵŝƐŵŽͿ͕�ŝŶĐůƵƐŽ�ĂƋƵĞůůŽƐ�ƋƵĞ�ŶŽ�ƌĞĐŝďĞŶ�ŝŶŐƌĞƐŽƐ͘�WĂƌĂ�ĐĂĚĂ�ŵŝĞŵďƌŽ�ĚĞů�ŚŽŐĂƌ�ƋƵĞ�ƌĞĐŝďĞ�ŝŶŐƌĞƐŽƐ͕�ŝŶĨŽƌŵĞ�Ğů�ŵŽŶƚŽ�ƚŽƚĂůǇ�ůĂ
ĨƌĞĐƵĞŶĐŝĂ�ĚĞ�ĐĂĚĂ�ĨƵĞŶƚĞ�ƐŽůŽ�ĞŶ�ĚſůĂƌĞƐ�ĞŶƚĞƌŽƐ͘�^ŝ�ŶŽ�ƌĞĐŝďĞŶ�ŝŶŐƌĞƐŽƐ�ĚĞ�ŶŝŶŐƵŶĂ�ĨƵĞŶƚĞ͕�ĞƐĐƌŝďĂ�ΗϬΗ�Ž�ĚĞũĞ�ĐƵĂůƋƵŝĞƌ�ĐĂŵƉŽ�ĞŶ�ďůĂŶĐŽ�ƋƵĞ�ĞƐƚĠ�ĐĞƌƟĮĐĂŶĚŽ�;ƉƌŽŵĞƟĞŶĚŽͿ�ƋƵĞ�ŶŽ�ŚĂǇ
ŝŶŐƌĞƐŽƐ�ƉĂƌĂ�ŝŶĨŽƌŵĂƌ͘

�ĞƌƟĮĐŽ�;ƉƌŽŵĞƚŽͿ�ƋƵĞ�ƚŽĚĂ�ůĂ�ŝŶĨŽƌŵĂĐŝſŶ�ĞŶ�ĞƐƚĂ�ƐŽůŝĐŝƚƵĚ�ĞƐ�ǀĞƌĚĂĚĞƌĂ�Ǉ�ƋƵĞ�ƚŽĚŽƐ�ůŽƐ�ŝŶŐƌĞƐŽƐ�ƐĞ�ƌĞƉŽƌƚĂŶ͘

 

KƌŝŐĞŶ�ĠƚŶŝĐŽ�(�ŽŵƉƌƵĞďĞ�ƵŶŽ)͗
 

Annual Income Conversion: Weekly x 52, Every 2 Weeks x 26, Twice a Month x 24, Monthly x 12

Total Income (Children and Adults): $

Determining Oĸcial's Signature: Date:

,ĂŐĂ�ƵŶĂ�ůŝƐƚĂ�ĚĞ�ƚŽĚŽƐ�ůŽƐ�ŶŝŹŽƐ�ŝŶƐĐƌŝƚŽƐ͘�;^ŝ�ƐĞ�ƌĞƋƵŝĞƌĞŶ�ŵĄƐ�ĞƐƉĂĐŝŽƐ�ƉĂƌĂ�ŶŽŵďƌĞƐ�ĂĚŝĐŝŽŶĂůĞƐ͕�ĂĚũƵŶƚĞ�ŽƚƌĂ�ŚŽũĂ�ĚĞ�ƉĂƉĞůͿPaso 1

/ŶĨŽƌŵĂĐŝſŶ�ĚĞ�ůĂ�ĞƐĐƵĞůĂ͗

EŽŵďƌĞ�ĚĞ�ůĂ�ĞƐĐƵĞůĂ Grado
EŽŵďƌĞ�Ǉ�ĂƉĞůůŝĚŽƐ�ĚĞ�

dK�K^�>K^�E/HK^�/E^�Z/dK^ 

DĂƌƋƵĞ������ƚŽĚŽ�ůŽ�ƋƵĞ�ĐŽƌƌĞƐƉŽŶĚĂ9  

EŝŹŽ�ĚĞ�ĐƌŝĂŶǌĂ Sin hogar DŝŐƌĂŶƚĞ &ƵŐŝƟǀŽ Head Start 
�arůǇ Head Start �ǀĞŶ�^ƚĂƌƚ

EŽŵďƌĞ�Ǉ�ĂƉĞůůŝĚŽƐ�ĚĞ�dK�K^�ůŽƐ�ŵŝĞŵďƌŽƐ�ĚĞů�ŚŽŐĂƌ

Paso 4 /ŶĨŽƌŵĂĐŝſŶ�ĚĞ�ĐŽŶƚĂĐƚŽ�Ǉ�ĮƌŵĂ�ĚĞ�ƵŶ�ĂĚƵůƚŽ͗

Paso 5 KW�/KE�>͗�/ĚĞŶƟĚĂĚĞƐ�ƌĂĐŝĂůĞƐ�Ǉ�ĠƚŶŝĐĂƐ�ĚĞ�ůŽƐ�ŶŝŹŽƐ

�ŽŵƉƌƵĞďĞ�ƵŶŽ͗               Sí                                  Eo

/ŶŐƌĞƐŽƐ�ĚĞů�ƚƌĂďĂũŽ�

ZĞŶƚĂ ZĞŶƚĂ ZĞŶƚĂ

dŽƚĂů�ĚĞ�ŵŝĞŵďƌŽƐ�ĚĞů�ŚŽŐĂƌ�;ŶŝŹŽƐ�Ǉ�ĂĚƵůƚŽƐͿ͗

dĞůĠĨŽŶŽ͗

�ŝƌĞĐĐŝſŶ͗�

�ŝƵĚĂĚ͕��ƐƚĂĚŽ�Ǉ��ſĚŝŐŽ�WŽƐƚĂů͗�

EŽŵďƌĞ�ŝŵƉƌĞƐŽ͗�

&ŝƌŵĂ�

&ĞĐŚĂ�

,ŝƐƉĂŶŽ�Ž�>ĂƟŶŽ�

EŽ�,ŝƐƉĂŶŽ�Ž�>ĂƟŶŽ�

ZĂǌĂ�;DĂƌƋƵĞ�ƵŶŽ�Ž�ŵĄƐͿ͗�

/ŶĚŝŽ�ĂŵĞƌŝĐĂŶŽ�Ž�ŶĂƟǀŽ�ĚĞ��ůĂƐŬĂ�

�ƐŝĄƟĐŽ�

EĞŐƌŽ�Ž�ĂĨƌŽĂŵĞƌŝĐĂŶŽ�

EĂƟǀŽ�ĚĞ�,ĂǁĄŝ�Ž�ĚĞ�ůĂƐ�ŝƐůĂƐ�ĚĞů�WĂĐşĮĐŽ�

�ůĂŶĐŽ�

EK�Z�>>�E���^d��^���/ME͘��^K>K�W�Z��h^K��^�K>�Z�
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Registro de examen físico de las escuelas de Maryland 
 

A los padres, madres o tutores: 
 

Para que su hijo/a ingrese por primera vez a una escuela pública de Maryland, se necesita lo siguiente:  
 

• Un examen físico realizado por un/a médico/a o enfermero/a practicante certificado/a en los nueve meses 
anteriores a ingresar al sistema escolar público o en los seis meses posteriores al ingreso en el sistema. Para 
cumplir este requisito, se debe presentar un formulario de Examen Físico indicado por el Departamento de 
Educación del Estado de Maryland (Maryland State Department of Education) y por el Departamento de Salud 
de Maryland (MDH, Maryland Department of Health). 
(http://www.dsd.state.md.us/comar/comarhtml/13a/13a.05.05.07.htm). 

 
• Se requiere un certificado de vacunación primaria completo contra ciertas enfermedades transmisibles de la 

infancia para todos los estudiantes de preescolar hasta el 12vo grado. Para los estudiantes que se inscriban por 
primera vez, pueden obtener un Certificado de Vacunación (Formulario del MDH 896) del departamento local de 
salud o del personal de la escuela. El Certificado de Vacunación, o un formulario de registro de vacunación impreso 
o generado por computadora, y las vacunas necesarias deben completarse antes de que el/la niño/a asista a la 
escuela. El formulario 896 del MDH puede encontrarse en 
https://health.maryland.gov/phpa/OIDEOR/IMMUN/Shared%20Documents/MDH_896_form.pdf. 

 
• Se requiere un certificado de análisis de sangre a todos los estudiantes que residan en una zona de riesgo al 

ingresar por primera vez a preescolar, a jardín y a primer grado. Debe presentarse un Certificado de Análisis de 
Plomo en la Sangre (formulario 4620 del MDH) (u otro documento escrito firmado por un profesional de la salud) 
para cumplir este requisito. El formulario 4620 del MDH puede encontrarse en 
https://health.maryland.gov/phpa/OEHFP/EH/Documents/Final_MDHBloodLeadTestingCertificate_4620.pdf?csf=1
&e=k6VX0e. 

 

Se permiten exenciones del examen físico, de las vacunas o del análisis de plomo en la sangre si alguno de estos va en contra de 
las creencias religiosas del estudiante o de su familia. Los estudiantes también podrán eximirse de los requisitos de vacunación si 
un/a médico/a o enfermero/a o funcionario/a del departamento de salud certifica que existe una razón médica para no recibir las 
vacunas. El Certificado de Análisis de Plomo en la Sangre debe ser firmado por un profesional de la salud que confirme que se ha 
completado un cuestionario de valoración de riesgos sobre el riesgo de intoxicación por plomo. 

 
La información de salud en este formulario de Examen Físico estará disponible únicamente para el personal de salud y de 
educación que tengan un interés educativo legítimo en su hijo/a. 

 
Rellene la Parte I de este formulario de Examen Físico. La Parte II del formulario debe ser rellenada por un/a médico/a o 

enfermero/a o se debe adjuntar una copia del examen físico de su hijo/a al formulario de Examen Físico. 

 

Si su hijo/a necesita que se le administren medicamentos en la escuela, debe hacer que un/a médico/a complete un 

formulario de Autorización para la Administración de Medicamentos en la Escuela para cada medicamento que necesite. 

Este formulario puede conseguirse en 

https://marylandpublicschools.org/about/Documents/DSFSS/SSSP/SHS/medforms/medicationform404.pdf.  

Si no tiene acceso a un/a médico/a o enfermero/a o su hijo/a necesita un procedimiento individualizado especial, 

contáctese con el/la directora/a o con la/el enfermero/a de la escuela de su hijo/a. 

 

 

Retención de registros – Este formulario de Examen Físico se debe retener en los registros de la escuela hasta que el estudiante tenga 21 

años de edad. 
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FORMULARIO DE EXAMEN FÍSICO: PARTE I – HISTORIAL MÉDICO DEL ESTUDIANTE 

Debe ser rellenado por el/la padre, madre o tutor 

Nombre completo del estudiante: Fecha de nacimiento: 
(Mes/Día/Año) 

Sexo (M/F): Nombre de la escuela: Grado/curso: 

Domicilio (Casa/depto., número, calle, ciudad, Estado, código postal): Número de teléfono: 

Nombre(s) del/de la padre, madre o tutor: 

¿A dónde suele llevar a su hijo/a para recibir los 
cuidados médicos de rutina? 

Nombre del profesional:   Domicilio: Número de teléfono: 

¿Cuándo fue la última vez que a su hijo/a le realizaron un 
examen físico? 

Mes:    Año:  

¿A dónde suele llevar a su hijo/a para que reciba 
atención odontológica? 

Nombre del profesional:   Domicilio: Número de teléfono: 

VALORACIÓN DE SALUD DEL ESTUDIANTE 
Según su leal saber y entender, ¿tiene su hijo/a algún problema como los siguientes? Marque todos los que correspondan 

Características de salud Sí No Comentarios: 

Alergias (comida, insectos, medicamentos, látex)    

Alergia (estacional)    

Reacciones alérgicas (graves)    

Asma o problemas para respirar    

Problemas emocionales o de comportamiento    

Malformaciones congénitas    

Trastornos hemorrágicos    

Parálisis cerebral    

Problemas odontológicos    

Diabetes    

Problemas auditivos o sordera    

Problemas oculares o de visión    

Lesión en la cabeza    

Problemas cardíacos    

Internación (¿Cuándo? ¿Dónde?)    

Exposición/intoxicación con plomo    

Problemas de aprendizaje/discapacidades    

Límites en la actividad física    

Meningitis    

Nacimiento prematuro    

Problemas de la vejiga    

Problemas en los intestinos    

Problemas de tos    

Convulsiones    

Anemia drepanocítica    

Problemas del habla    

Cirugías    

Otro    

¿Su hijo/a toma alguna medicación?   Nombre(s) del(los) medicamento(s): 

¿Su hijo/a necesita algún tratamiento o procedimiento 
especial (por ejemplo, cateterismo o sondaje)? 

  Describa el(los) tratamiento(s)/procedimiento(s): 

Firma del padre, madre o tutor: Fecha: 
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PART II - SCHOOL HEALTH ASSESSMENT 
To be completed ONLY by Physician/Nurse Practitioner 

SWXdeQW¶V Name (Last, First, Middle) Birthdate 
(Mo. Day Yr.) 

Sex 
(M/F) 

Name of School Grade 

1.  Does the child have a diagnosed medical condition? 
No Yes    

2.  Does the child have a health condition which may require EMERGENCY ACTION while he/she is at school? 
(e.g., seizure, insect sting allergy, asthma, bleeding problem, diabetes, heart problem, or other problem) If yes, 
please DESCRIBE. Additionally, please ³ZRUN with your school nurse to develop an emergency SOaQ´. 

No Yes   

3. Are there any abnormal findings on evaluation for concern? 
 

Evaluation Findings/CONCERNS 

Area of 
Physical Exam WNL ABNL Concern 

 

Health Area of Concern YES NO 
 

Head    Attention Deficit/Hyperactivity   
Eyes    Behavior/Adjustment   
ENT    Development   
Dental    Hearing   
Respiratory    Immunodeficiency   
Cardiac    Lead Exposure/Elevated Lead   
GI    Learning Disabilities/Problems   
GU    Mobility   
Musculoskeletal/orthopedic    Nutrition   
Neurological    Physical Illness/Impairment   
Skin    Psychosocial   
Endocrine    Speech/Language   
Psychosocial    Vision   

    Other   
REMARKS: (Please explain any abnormal findings.) 

 

4. RECORD OF IMMUNIZATIONS ± DHMH 896 is required to be completed by a health care provider or a computer generated 
immunization record must be provided. 

5. Is the child on medication? If yes, indicate medication and diagnosis. 
No Yes   

(A medication administration form must be completed for medication administration in school). 

6. Should there be any restriction of physical activity in school? If yes, specify nature and duration of restriction. 
No Yes     

7. Screenings 
Tuberculin Test 

Results Date Taken 

Blood Pressure   

Height   

Weight   
BMI %tile   
Lead Test Optional  
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PART II - SCHOOL HEALTH ASSESSMENT - continued 
To be completed ONLY by Physician/Nurse Practitioner 

 
(ChLOd¶V Name) has had a complete physical 
examination and has: 

 
no evident problem that may affect learning or full school participation problems noted above 

 
 

 

 
Additional Comments: 

Physician/Nurse Practitioner (Type or Print) Phone No. Physician/Nurse Practitioner Signature Date 

 



MDH Form 896 (Formally DHMH 896)                      Center for Immunization 
Rev. 5/21                                                   www.health.maryland.gov/Imm 

MARYLAND DEPARTMENT OF HEALTH IMMUNIZATION CERTIFICATE 
 

 
CHILD'S  NAME__________________________________________________________________________________________    
                                                                LAST                                                                       FIRST                                            MI 

SEX:      MALE Ƒ       FEMALE Ƒ                  BIRTHDATE___________/_________/________ 
 
COUNTY _________________________________  SCHOOL_______________________________________ GRADE_______   
 
  PARENT      NAME ______________________________________________        PHONE NO. _____________________________ 
      OR 
GUARDIAN  ADDRESS ____________________________________________       CITY ______________________ ZIP________   
 

 

To the best of my knowledge, the vaccines listed above were administered as indicated.                                        Clinic / Office Name 
                                                                                                                                                                                            Office Address/ Phone Number 
1. _____________________________________________________________________________ 
     Signature                                                        Title                                                  Date 
     (Medical provider, local health department official, school official, or child care provider only)                    

2. _____________________________________________________________________________ 
     Signature                                                     Title                                                   Date 

3. _____________________________________________________________________________ 
     Signature                                                Title                                                   Date  
 
Lines 2 and 3 are for certification of vaccines given after the initial signature. 

Dose 
# 

DTP-DTaP-DT 
Mo/Day/Yr 

Polio 
Mo/Day/Yr 

Hib 
Mo/Day/Yr 

Hep B 
Mo/Day/Yr 

PCV 
Mo/Day/Yr 

Rotavirus 
Mo/Day/Yr 

MCV 
Mo/Day/Yr 

HPV 
Mo/Day/Yr 

Hep A 
Mo/Day/Yr 

MMR 
Mo/Day/Yr 

 

Varicella 
Mo/Day/Yr 

  Varicella 
 Disease 
Mo / Yr 

COVID-19 
Mo/Day/Yr 

 
1 DOSE 

#1 
DOSE 

#1 
DOSE 

#1 
DOSE 

#1 
DOSE 

#1 
DOSE 

#1 
DOSE 

#1 
DOSE 

#1 
DOSE 

#1 
DOSE 

#1 
DOSE 

#1 
 
 
__________ 

 
 

DOSE 
#1 

2 DOSE 
#2 

DOSE 
#2 

DOSE 
#2 

DOSE 
#2 

DOSE 
#2 

DOSE 
#2 

DOSE 
#2 

DOSE 
#2 

DOSE 
#2 

DOSE 
#2 

DOSE 
#2 

DOSE 
#2 

3 DOSE 
#3 

DOSE 
#3 

DOSE 
#3 

DOSE 
#3 

DOSE 
#3 

DOSE 
#3 

DOSE 
#3 

DOSE 
#3 

Td 
Mo/Day/Yr 

____
____
____ 

 

Tdap 
Mo/Day/Yr 

____
____ 

MenB  
Mo/Day/Yr 

____
____ 
____ 

 
 

Other 
Mo/Day/Yr 

_____
_____
_____ 

 

4 DOSE 
#4 

DOSE 
#4 

DOSE 
#4 

DOSE 
#4 

DOSE 
#4 

    

5 DOSE 
#5 

        

 
 
COMPLETE THE APPROPRIATE SECTION BELOW IF THE CHILD IS EXEMPT FROM VACCINATION ON MEDICAL  
OR RELIGIOUS GROUNDS.  ANY VACCINATION(S) THAT HAVE BEEN RECEIVED SHOULD BE ENTERED ABOVE. 
 

MEDICAL CONTRAINDICATION: 

 
 

Please check the appropriate box to describe the medical contraindication. 

This is a:  Ƒ  Permanent condition                   Ƒ    Temporary condition until _______/________/________        
                                                                     
The above child has a valid medical contraindication to being vaccinated at this time.  Please indicate which vaccine(s) and the reason for the 

contraindication,  
 
 

Signed:   _____________________________________________________________________     Date _______________________ 
                   Medical Provider / LHD Official 

 
 
 

 
RELIGIOUS OBJECTION: 
I am the parent/guardian of the child identified above.  Because of my bona fide religious beliefs and practices, I object to any vaccine(s) 
being given to my child. This exemption does not apply during an emergency or epidemic of disease.  
 
Signed:   _____________________________________________________________________     Date: _______________________

Date 
OR 



MDH Form 896 (Formally DHMH 896)                      Center for Immunization 
Rev. 05/21                                                       www.health.maryland.gov/Imm 

 

How To Use This Form 
 

The medical provider that gave the vaccinations may record the dates (using month/day/year) directly on this form 
(check marks are not acceptable) and certify them by signing the signature section. Combination vaccines should be 
listed individually, by each component of the vaccine. A different medical provider, local health department official, 
school official, or child care provider may transcribe onto this form and certify vaccination dates from any other record 
which has the authentication of a medical provider, health department, school, or child care service.  
 
 

Only a medical provider, local health department official, school official, or child care provider may sign 
µRecRUd Rf IPPXQi]aWiRQ¶ VecWiRQ Rf WhiV fRUP. ThiV fRUP Pa\ QRW be alWeUed, chaQged, RU PRdified iQ aQ\ Za\.  
 

Notes: 
 

1. When immunization records have been lost or destroyed, vaccination dates may be reconstructed for all vaccines 
except varicella, measles, mumps, or rubella. 

 
2. Reconstructed dates for all vaccines must be reviewed and approved by a medical provider or local health 

department no later than 20 calendar days following the date the student was temporarily admitted or retained. 
 

3. Blood test results are NOT acceptable evidence of immunity against diphtheria, tetanus, or pertussis 
(DTP/DTaP/Tdap/DT/Td).   
 

4. Blood test verification of immunity is acceptable in lieu of polio, measles, mumps, rubella, hepatitis B, or 
varicella vaccination dates, but revaccination may be more expedient.   

 
5. History of disease is NOT acceptable in lieu of any of the required immunizations, except varicella. 

 
 

Immunization Requirements 
 

The following excerpt from the MDH Code of Maryland Regulations (COMAR) 10.06.04.03 applies to schools: 
 
“A preschool or school principal or other person in charge of a preschool or school, public or private, may not 
knowingly admit a student to or retain a student in a:  
(1) Preschool program unless the student's parent or guardian has furnished evidence of age appropriate immunity 

against Haemophilus influenzae, type b, and pneumococcal disease;  
(2) Preschool program or kindergarten through the second grade of school unless the student's parent or guardian has 

furnished evidence of age-appropriate immunity against pertussis; and  
(3) Preschool program or kindergarten through the 12th grade unless the student's parent or guardian has furnished 

evidence of age-appropriate immunity against: (a) Tetanus; (b) Diphtheria; (c) Poliomyelitis; (d) Measles (rubeola); 
(e) Mumps; (f) Rubella; (g) Hepatitis B; (h) Varicella; (i) Meningitis; and (j) Tetanus-diphtheria-acellular pertussis 
acquired through a Tetanus-diphtheria-acellular pertussis (Tdap) vaccine.´ 

 
Please refer to the “Minimum Vaccine Requirements for Children Enrolled in Pre-school Programs and in 
Schools´ to determine age-appropriate immunity for preschool through grade 12 enrollees.  The minimum vaccine 
requirements and MDH COMAR 10.06.04.03 are available at www.health.maryland.gov. (Choose Immunization in the 
A-Z Index) 
 
Age-appropriate immunization requirements for licensed childcare centers and family day care homes are based on the 
Department of Human Resources COMAR 13A.15.03.02 and COMAR 13A.16.03.04 G & H and the ³Age-
Appropriate Immunizations Requirements for Children Enrolled in Child Care Programs´ guideline chart are 
available at www.health.maryland.gov. (Choose Immunization in the A-Z Index) 
 

http://www.health.maryland.gov/
http://www.health.maryland.gov/


MARYLAND STATE 

SCHOOL MEDICATION ADMINISTRATION AUTHORIZATION FORM 

This order is valid only for school year (current) ___________________ including the summer session.

School: _________________________________________________________________________________________________ 

This form must be completed fully in order for schools to administer the required medication.  A new medication 

administration form must be completed at the beginning of each school year, for each medication, and each time there is a 

change in dosage or time of administration of a medication. 

* Prescription medication must be in a container labeled by the pharmacist or prescriber.

* Non-prescription medication must be in the original container with the label intact.

* An adult must bring the medication to the school.

* The school nurse (RN) will call the prescriber, as allowed by HIPAA, if a question arises about the child and/or the child’s medication.

Prescriber’s Authorization 

Name of Student: ___________________________________ Date of Birth: ___________________________ Grade: __________ 

Condition for which medication is being administered: ______________________________________________________________ 

Medication Name: ______________________________________Dose: ______________________Route: ___________________ 

Time/frequency of administration: ____________________________________________ If PRN, frequency: __________________ 

If PRN, for what symptoms: __________________________________________________________________________________ 

Relevant side effects: Ƒ None expected  Ƒ  Specify: ______________________________________________________________

Medication shall be administered from:  ________________________________to________________________________ 
Month I Day / Year   Month I Day I Year 

Prescriber’s Name/Title:_______________________________________ 
(Type or print) 

Telephone: _______________________FAX: _____________________ 

Address:___________________________________________________ 

 ___________________________________________________ 

Prescriber’s Signature: _________________________Date:__________ 
(Original signature or signature stamp ONLY)  (Use for Prescriber’s Address Stamp) 

A verbal order was taken by the school RN (Name): _______________________ for the above medication on (Date): ___________ 

PARENT/GUARDIAN AUTHORIZATION 

I/We request designated school personnel to administer the medication as prescribed by the above prescriber.  I/We certify that I/we 
have legal authority to consent to medical treatment for the student named above, including the administration of medication at 
school.  I/We understand that at the end of the school year, an adult must pick up the medication, otherwise it will be discarded. 
I/We authorize the school nurse to communicate with the health care provider as allowed by HIPAA. 

Parent/Guardian Signature: _______________________________________________________ Date: ______________________ 

Home Phone #: _____________________ Cell Phone #: _______________________ Work Phone #: _______________________ 

SELF CARRY/SELF ADMINISTRATION OF EMERGENCY MEDICATION AUTHORIZATION/APPROVAL 

Self carry/self administration of emergency medication may be authorized by the prescriber and must be approved by the school 
nurse according to the State medication policy. 

Prescriber’s authorization for self carry/self administration of emergency medication: _____________________________________
  Signature    Date 

School RN approval for self carry/self administration of emergency medication: __________________________________________
  Signature  Date 

Order reviewed by the school RN: _____________________________________________________________________________ 
Signature     Date 

2004 

jwalley
MSDE Logo 2014
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Date Diagnosed: 

Home Room: School Point of Contact: Contact Phone #:

:;<+,5;»:�:*/,+<3,���Arrival Time: Dismissal Time: 

7HYLU[�.\HYKPHU�
���JVU[HJ[�ÄYZ[�!� 9LSH[PVUZOPW!

Cell #: Home #: Work #:

E-mail Address:  

Indicate preferred contact method:   

Parent/Guardian #2: Relationship:

Cell #: Home #: Work #:

E-mail Address:  

Indicate preferred contact method:   

���A 3-day minimum of the following Diabetes Management Supplies should 
be provided by the parent/guardian and accessible for the care of the student 
at all times.

���View Disaster/Emergency Planning details – refer to Safe at School Guide
���Please review expiration dates and quantities monthly and replace items 
prior to expiration dates
���0U�[OL�L]LU[�VM�H�KPZHZ[LY�VY�L_[LUKLK�ÄLSK�[YPW��H�ZJOVVS�U\YZL�VY�V[OLY�
designated personnel will take student’s diabetes supplies and medications 
to student’s location.

Name of Health Care Provider/Clinic: Contact #: Fax #:  
Email Address (non-essential communication): Other:

Safe at School® 
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STUDENT LAST NAME: FIRST NAME: DOB: 

Student First Name: Last Name: DOB:  Student’s Cell #: Diabetes Type: Month: Year:   

School Name: School Phone #: School Fax #: Grade: 

���5,*,::(9@�:<7730,:���+0:(:;,9�73(5505.���,?;,5+,+�-0,3+�;907:

Travels to:
Home After School Program 
Via: Foot/Bicycle 

 Car 
 Student Driver 
 Bus

Physical Activity: 
Gym 
Recess 
Sports 
Additional information:

Meals Times: 
Breakfast
AM Snack 
Lunch 
PM Snack 
Pre Dismissal 
 Snack

Travels to school by 
(check all that apply): 

Foot/Bicycle 
Car 
Bus 
Attends Before  
School Program 

��0UZ\SPU
�YPUNL�7LU�5LLKSLZ`:�
��2L[VUL�:[YPWZ
�YLH[TLU[�MVY�SV^Z;�

and snacks 
�S\JHNVU.�
�U[PZLW[PJ�>PWLZ)�
��.(��SVVK�.S\JVZL(�

Meter with (test 
Z[YPWZ��SHUJL[Z��L_[YH�
battery) – required 
for all Continuous 
Glucose Monitor 
(CGM) users 

�TW�:\WWSPLZ\�7
�0UM\ZPVU�:L[��

*HY[YPKNL��L_[YH�
Battery/Charging 
Cord) if applicable 

�KKP[PVUHS)�
supplies:  

SCHOOL YEAR:
(Add student photo here.)



7LYMVYT�ÄUNLY�Z[PJR�PM!
 � Glucose reading is below mg/dL or above           mg/dL
 � If CGM is still reading below           mg/dL (DEFAULT 70 mg/dL) 

15 minutes following low treatment
 � CGM sensor is dislodged or sensor reading is unavailable.  

(see CGM addenda for more information)
 � Sensor readings are inconsistent or in the presence of alerts/alarms
 � Dexcom does not have both a number and arrow present
 � Libre displays Check Blood Glucose Symbol  
 � Using Medtronic system with Guardian sensor

Notify parent/guardian if glucose is:
 below mg/dL (<55 mg/dL DEFAULT)
 above mg/dL (>300 mg/d DEFAULT)

Please:
 � Permit student access to viewing device at all times
 � Permit access to School Wi-Fi for sensor data collection and data 

sharing
 � Do not discard transmitter if sensor falls

CONTINUOUS GLUCOSE MONITORING (CGM) 
(Specify Brand & Model:
Specify Viewing Equipment:  Device Reader  Smart Phone
  Insulin Pump  Smart Watch  iPod/iPad/Tablet

  CGM is remotely monitored by parent/guardian.  
Document individualized communication plan in Section 504 
or other plan to minimize interruptions for the student.

   May use CGM for monitoring/treatment/insulin dosing unless 
symptoms do not match reading.

CGM Alarms: 
Low alarm mg/dL 

High alarm mg/dL if applicable 

Diabetes Medical Management Plan

Name of Health Care Provider/Clinic: Contact #: Fax #:  
Email Address (non-essential communication): Other:

Safe at School® 2 of 6

STUDENT LAST NAME: FIRST NAME: DOB: 

���:,3-�4(5(.,4,5;�:2033:��+,-050;065:�),36>�

���:;<+,5;�9,*6.50;065�6-�/0./�69�36>�.3<*6:,�:@47;64:��*/,*2�(33�;/(;�(773@�

���.3<*6:,�4650;6905.�(;�:*/663

Glucose Monitoring: Meter
 CGM       (Requires Calibration)
Carbohydrate Counting
Insulin Administration: Syringe
 Pen 
 Pump
Can Calculate Insulin Doses
Glucose Management: Low Glucose
 High Glucose
Self-Carry Diabetes Supplies: Yes No Please specify items:
Smart Phone: Yes No
Device Independence:  CGM    Interpretation & Alarm Management    Sensor Insertion    Calibration    Insulin Pumps    Bolus    

 Connects/Disconnects    Temp Basal Adjustment    Interpretation & Alarm Management    Site Insertion    Cartridge Change

:`TW[VTZ�VM�/PNO!  
 Thirsty    Frequent Urination    Fatigued/Tired/Drowsy    Headache    Blurred Vision   Warm/Dry/Flushed Skin   
 Abdominal Discomfort    Nausea/Vomiting    Fruity Breath    Unaware    Other:   

Symptoms of Low: 
 None    Hungry    Shaky    Pale    Sweaty    Tired/Sleepy    Tearful/Crying    Dizzy Irritable    
 Unable to Concentrate    Confusion    Personality Changes    Other:    

/HZ�Z[\KLU[�SVZ[�JVUZJPV\ZULZZ��L_WLYPLUJLK�H�ZLPa\YL�VY�YLX\PYLK�.S\JHNVU!�  Yes   �5V����0M�`LZ��KH[L�VM�SHZ[�L]LU[!���
/HZ�Z[\KLU[�ILLU�HKTP[[LK�MVY�+2(�HM[LY�KPHNUVZPZ!�  Yes   �5V����0M�`LZ��KH[L�VM�SHZ[�L]LU[!���

Monitor Glucose:  
 Before Meals    With Physical Complaints/Illness (include ketone testing)    High or Low Glucose Symptoms    
 Before Exams    Before Physical Activity    After Physical Activity    Before Leaving School    Other:  

-\SS�:\WWVY[!�(SS�JHYL�WLYMVYTLK�I`�ZJOVVS�U\YZL�HUK�[YHPULK�Z[HɈ��HZ�WLYTP[[LK�I`�Z[H[L�SH^���
:\WLY]PZPVU!�;YHPULK�Z[HɈ�[V�HZZPZ[��Z\WLY]PZL��.\PKL��LUJV\YHNL�PUKLWLUKLUJL�
Self-Care: Manages diabetes independently. Support is provided upon request and as needed.

 :LJ[PVU�����JVTWSL[LK�I`�7HYLU[�.\HYKPHU

SupervisionFull Support Self-Care



Name of Health Care Provider/Clinic: Contact #: Fax #:  
Email Address (non-essential communication): Other:

Safe at School® 3 of 6

STUDENT LAST NAME: FIRST NAME: DOB: 

���05:<305�+6:,:�(;�:*/663 - HEALTHCARE PROVIDER TO COMPLETE
Insulin Administered Via:

 Syringe  Insulin Pen (  Whole Units  Half Units)  Insulin Pump (Specify Brand & Model:   )
  Insulin Pump is using Automated Insulin Delivery (automatic dosing) using an 
FDA-approved device
  Insulin Pump is using DIY Looping Technology (child/parent manages device 
PUKLWLUKLU[S �̀�U\YZL�^PSS�HZZPZ[�^P[O�HSS�V[OLY�KPHIL[LZ�THUHNLTLU[�

  DOSING to be determined by Bolus Calculator in insulin pump or smart pen/meter unless moderate or large ketones are present or in the 
event of device failure (provide insulin via injection using dosing table in section 6A).

Insulin Administration Guidelines
Insulin Delivery Timing: Pre-meal insulin delivery is important in maintaining good glucose control. Late or partial doses are used with 
students that demonstrate unpredictable eating patterns or refuse food. Provide substitution carbohydrates when student does not complete 
their meal.

  Prior to Meal (DEFAULT)
  After Meal as soon as possible and within 30 minutes
  :UHJRPUN avoid snacking              hours (DEFAULT 2 hours) before and after meals

Partial Dose Prior to Meal: (preferred for unpredictable eating patterns using insulin pump therapy) 
  Calculate meal dose using grams of carbohydrate prior to the meal
  Follow meal with remainder of grams of carbohydrates (may not be necessary with advanced hybrid pump therapy) 
  May advance to Prior to Meal when student demonstrates consistent eating patterns.

-VY�0UQLJ[PVUZ��*HSJ\SH[L�0UZ\SPU�+VZL�;V�;OL�5LHYLZ[!
  /HSM�<UP[��YV\UK�KV^U�MVY�#������VY�#������HUK�YV\UK�\W�MVY��������VY���������
  >OVSL�<UP[��YV\UK�KV^U�MVY�#�����HUK�YV\UK�\W�MVY�������

 
Supplemental Insulin Orders:

  Check for 2,;65,: before administering insulin dose if BG >              mg/dL (DEFAULT >300 mg/dL or >250 mg/dL on insulin pump) or if 
student complains of physical symptoms. Refer to section 9. for high blood glucose management information.
  Parents/guardians are authorized to adjust insulin dose +/-              units

  Insulin dose +/- units
  Insulin dose +/- %
  Insulin to Carb Ratio +/- grams/units
  Insulin Factor +/- mg/dL/unit

Additional guidance on parent adjustments:

Diabetes Medical Management Plan

 i-Port  Smart Pen
 Other



Meal & Times Food Dose Glucose Correction Dose   
 Use Formula     See Sliding Scale 6B  PE/Activity Day Dose

Select if 
dosing is 
required for 
meal

 Carbohydrate Ratio:
Total Grams of Carbohydrate 
divided by Carbohydrate Ratio
= Carbohydrate Dose

  -P_LK 
Meal Dose

Formula: (Pre-Meal Glucose Reading minus Target 
Glucose) divided by Correction Factor = Correction Dose

  May give Correction dose every                hours as 
needed (DEFAULT 3 hours)

Adjust:
 Carbohydrate Dose
 Total Dose 

Indicate dose instructions 
below:

 )YLHRMHZ[ Breakfast
Carb Ratio =   g/unit

)YLHRMHZ[
   units

 Carb Ratio g/unit
 Subtract %
 Subtract units

 (4�:UHJR

AM Snack
Carb Ratio =   g/unit

(4�:UHJR
   units

 Carb Ratio g/unit
 Subtract %
 Subtract units No Carb Dose   No Insulin if <         grams

 Lunch Lunch
Carb Ratio =   g/unit

Lunch
   units

 Carb Ratio g/unit
 Subtract %
 Subtract units

 74�:UHJR

PM Snack
Carb Ratio =   g/unit

74�:UHJR
   units

 Carb Ratio g/unit
 Subtract %
 Subtract units No Carb Dose   No Insulin if <         grams

 Dinner Dinner
Carb Ratio =   g/unit

Dinner
   units

 Carb Ratio g/unit
 Subtract %
 Subtract units

Diabetes Provider Signature:          Date:

Name of Health Care Provider/Clinic: Contact #: Fax #:  
Email Address (non-essential communication): Other:
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STUDENT LAST NAME: FIRST NAME: DOB: 

�(��+6:05.�;()3,�—HEALTHCARE PROVIDER TO COMPLETE – SINGLE PAGE UPDATE ORDER FORM
Insulin: (administered for food and/or correction)

Rapid Acting Insulin: �/\THSVN�(KTLSVN��3PZWYV���5V]VSVN��(ZWHY[���(WPKYH��.S\SPZPUL�����  Other:   
Ultra Rapid Acting Insulin:  Fiasp (Aspart)     Lyumjev (Lispro-aabc)     Other:   
Other insulin:  Humulin R     Novolin R

�)��*699,*;065�:30+05.�:*(3,

�*��365.�(*;05.�05:<305

�+��6;/,9�4,+0*(;065:

 Meals Only      Meals and Snacks      Every  hours as needed
 to  mg/dL =  units    to  mg/dL =  units  to  mg/dL =  units

 to  mg/dL =  units    to  mg/dL =  units  to  mg/dL =  units

 to  mg/dL =  units    to  mg/dL =  units  to  mg/dL =  units

Time

�3HU[\Z��)HZHNSHY��;V\QLV��.SHYNPUL� 
 Levemir (Detemir)  
 Tresiba (Degludec) 
 Other

 
  units

 Daily Dose 
 Overnight Field Trip Dose 
 Disaster/Emergency Dose

Subcutaneously

Time

 Metformin 
 Other 

 
units

 Daily Dose 
 Overnight Field Trip Dose 
 Disaster/Emergency Dose

Route  

Diabetes Medical Management Plan

  Target Glucose is: mg/dL &  

Correction Factor is: mg/dL/unit

 No Correction dose

  Target Glucose is: mg/dL &  

Correction Factor is: mg/dL/unit

 No Correction dose

  Target Glucose is: mg/dL &  

Correction Factor is: mg/dL/unit

 No Correction dose

  Target Glucose is: mg/dL &  

Correction Factor is: mg/dL/unit

 No Correction dose

  Target Glucose is: mg/dL &  

Correction Factor is: mg/dL/unit

 No Correction dose

Signature is required here if sending 
ONLY this one-page dosing update.



Name of Health Care Provider/Clinic: Contact #: Fax #:  
Email Address (non-essential communication): Other:
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STUDENT LAST NAME: FIRST NAME: DOB: 

���36>�.3<*6:,�79,=,5;065��/@76.3@*,40(�
Allow Early Interventions

  (SSV^�4PUP�+VZPUN�VM�JHYIVO`KYH[L��P�L������NS\JVZL�[HISL[Z��^OLU�SV^�NS\JVZL�PZ�WYLKPJ[LK��ZLUZVY�YLHKPUNZ�HYL�KYVWWPUN��KV^U�HYYV^��H[ 
 mg/dL (DEFAULT 80 mg/dL or 120 mg/dL prior to exercise) or with symptoms.

  Allow student to carry and consume snacks   :JOVVS�Z[HɈ�[V�HKTPUPZ[LY
  (SSV^�;YHPULK�:[HɈ�7HYLU[�.\HYKPHU�[V�HKQ\Z[�TPUP�KVZPUN�HUK�ZUHJRPUN�HTV\U[Z��+,-(<3;�

Insulin Management (Insulin Pumps)
Temporary Basal Rate Initiate pre-programmed rate as indicated below to avoid or treat hypoglycemia.

  Pre-programmed Temporary Basal Rate Named   (Omnipod)
  Temp Target (Medtronic)   Exercise Activity Setting (Tandem)   Activity Feature (Omnipod 5)

Start:   minutes prior to exercise for  TPU\[LZ�K\YH[PVU��+,-(<3;���OV\Y�WYPVY��K\YPUN��HUK���OV\YZ�MVSSV^PUN�L_LYJPZL��
Initiated by:   Student      ;YHPULK�:JOVVS�:[HɈ����   School Nurse

  May disconnect and suspend insulin pump up to  TPU\[LZ��+,-(<3;����TPU\[LZ��[V�H]VPK�O`WVNS`JLTPH��WLYZVUHS�PUQ\Y`�^P[O� 
certain physical activities or damage to the device (keep in a cool and clean location away from direct sunlight).

,_LYJPZL��,_LYJPZL�PZ�H�]LY`�PTWVY[HU[�WHY[�VM�KPHIL[LZ�THUHNLTLU[�HUK�ZOV\SK�HS^H`Z�IL�LUJV\YHNLK�HUK�MHJPSP[H[LK��
,_LYJPZL�.S\JVZL�4VUP[VYPUN

  prior to exercise      every 30 minutes during extended exercise      following exercise      with symptoms

+LSH`�L_LYJPZL�PM�NS\JVZL�PZ�#  mg/dL (120 mg/dL DEFAULT)
7YL�,_LYJPZL�9V\[PUL

  -P_LK�:UHJR!�Provide  grams of carbohydrate prior to physical activity if glucose <  mg/dL
  Added Carbs: If glucose is <  mg/dL (120 DEFAULT) give  grams of carbohydrates (15 DEFAULT)
  ;,4769(9@�)(:(3�9(;,�HZ�PUKPJH[LK�HIV]L

,UJV\YHNL�HUK�WYV]PKL�HJJLZZ�[V�^H[LY�MVY�O`KYH[PVU��JHYIVO`KYH[LZ�[V�[YLH[�WYL]LU[�O`WVNS`JLTPH��HUK�IH[OYVVT�WYP]PSLNLZ�K\YPUN�
physical activity

���36>�.3<*6:,�4(5(.,4,5;��/@76.3@*,40(�

Low Glucose below  mg/dL (below 70 mg/dL DEFAULT) or below  mg/dL before/during exercise ( DEFAULT is < 120 mg/dl).
1.  If student is awake and able to swallow give  grams of fast acting carbohydrate (DEFAULT 15 grams). Examples include 4 ounces  

VM�Q\PJL�VY�YLN\SHY�ZVKH����NS\JVZL�[HIZ����ZTHSS�[\IL�NS\JVZL�NLS� 
 School nurse/parent may change amount given

2.  Check blood glucose every 15 minutes and re-treat until glucose >  mg/dL (DEFAULT is 80 mg/dL or 120 mg/dL before exercise).

:,=,9,�36>�.3<*6:,��\UJVUZJPV\Z��ZLPa\YL��VY�\UHISL�[V�Z^HSSV^� 
(KTPUPZ[LY�.S\JHNVU��WVZP[PVU�Z[\KLU[�VU�[OLPY�ZPKL�HUK�TVUP[VY�MVY�]VTP[PUN��JHSS� ���HUK�UV[PM`�WHYLU[�N\HYKPHU��0M�).�TL[LY�PZ�H]HPSHISL��
JVUÄYT�O`WVNS`JLTPH�]PH�).�ÄUNLYZ[PJR��+V�UV[�KLSH`�[YLH[TLU[�PM�TL[LY�PZ�UV[�PTTLKPH[LS`�H]HPSHISL��0M�^LHYPUN�HU�PUZ\SPU�W\TW��WSHJL�
W\TW�PU�Z\ZWLUK�Z[VW�TVKL�VY�KPZJVUULJ[�[\IPUN�MYVT�PUM\ZPVU�ZP[L��2LLW�W\TW�^P[O�Z[\KLU[�

  .S\JHNVU�,TLYNLUJ`�2P[�I`�04�PUQLJ[PVU����  Gvoke by SC injection     (\[V�0UQLJ[PVU��.]VRL�/`WV7LU� 
Dose:  0.5 mg or  1.0 mg
 Zegalogue (dasiglucagon) 0.6 mg SC by Auto-Injector     Zegalogue (dasiglucagon) 0.6 mg SC by Pre-Filled Syringe 
 Baqsimi Nasal Glucagon 3 mg
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Name of Health Care Provider/Clinic: Contact #: Fax #:  
Email Address (non-essential communication): Other:

Safe at School® 6 of 6

STUDENT LAST NAME: FIRST NAME: DOB: 

 ��/0./�.3<*6:,�4(5(.,4,5;��/@7,9.3@*,40(�
Management of High Glucose over  mg/dL (Default is 300 mg/dL OR 250 mg/dl if on an insulin pump).
��� �7YV]PKL�HUK�LUJV\YHNL�JVUZ\TW[PVU�VM�^H[LY�VY�Z\NHY�MYLL�Å\PKZ��.P]L�����V\UJLZ�VM�^H[LY�L]LY`����TPU\[LZ��4H`�JVUZ\TL�Å\PKZ�PU�

classroom. Allow frequent bathroom privileges.
��� *OLJR�MVY�2L[VULZ��ILMVYL�NP]PUN�PUZ\SPU�JVYYLJ[PVU�

H�� 0M�;YHJL�VY�:THSS�<YPUL�2L[VULZ������¶�����TTVS�3�PM�TLHZ\YLK�PU�ISVVK�
� *VUZPKLY�PUZ\SPU�JVYYLJ[PVU�KVZL��9LMLY�[V�[OL�¸*VYYLJ[PVU�+VZL¹�:LJ[PVU���(�)��MVY�KLZPNUH[LK�[PTLZ�JVYYLJ[PVU�PUZ\SPU�TH`�IL�NP]LU�
� Can return to class and PE unless symptomatic
� 9LJOLJR�NS\JVZL�HUK�RL[VULZ�PU���OV\YZ

I��0M�4VKLYH[L�VY�3HYNL�<YPUL�2L[VULZ������¶�����TTVS�3�VY�%����TTVS�3�ISVVK�RL[VULZ���;OPZ�TH`�IL�ZLYPV\Z�HUK�YLX\PYLZ�HJ[PVU�
� *VU[HJ[�WHYLU[Z�N\HYKPHU�VY��PM�\UH]HPSHISL��OLHS[OJHYL�WYV]PKLY
� �(KTPUPZ[LY�JVYYLJ[PVU�KVZL�]PH�PUQLJ[PVU��0M�\ZPUN�(\[VTH[LK�0UZ\SPU�+LSP]LY`�JVU[HJ[�WHYLU[�WYV]PKLY�HIV\[�[\YUPUN�VɈ�H\[VTH[PJ�
W\TW�MLH[\YLZ��9LMLY�[V�[OL�¸)SVVK�.S\JVZL�*VYYLJ[PVU�+VZL¹�:LJ[PVU���(�)

� 0M�\ZPUN�PUZ\SPU�W\TW�JOHUNL�PUM\ZPVU�ZP[L�JHY[YPKNL�VY�\ZL�PUQLJ[PVUZ�\U[PS�KPZTPZZHS�
� 5V�WO`ZPJHS�HJ[P]P[`�\U[PS�RL[VULZ�OH]L�JSLHYLK
� 9LWVY[�UH\ZLH��]VTP[PUN��HUK�HIKVTPUHS�WHPU�[V�WHYLU[�N\HYKPHU�[V�[HRL�Z[\KLU[�OVTL�
� *HSS� ���PM�JOHUNLZ�PU�TLU[HS�Z[H[\Z�HUK�SHIVYLK�IYLH[OPUN�HYL�WYLZLU[�HUK�UV[PM`�WHYLU[Z�N\HYKPHUZ�

  Send student’s diabetes log to Health Care Provider (include details): If pre-meal blood glucose is below 70 mg/dL or above 240 mg/dL 
more than 3 times per week or you have any other concerns.

SIGNATURES
This Diabetes Medical Management Plan has been approved by:
Student’s Physician/Health Care Provider: Date:

0���WHYLU[�N\HYKPHU��������������������������������������������������� NP]L�WLYTPZZPVU�[V�[OL�ZJOVVS�U\YZL�VY�HUV[OLY�X\HSPÄLK�OLHS[O�JHYL�WYVMLZZPVUHS�VY� 
trained diabetes personnel of (school)                                                                       to perform and carry out the diabetes care tasks as  
outlined in this Diabetes Medical Management Plan. I also consent to the release of the information contained in this Diabetes Medical 
4HUHNLTLU[�7SHU�[V�HSS�ZJOVVS�Z[HɈ�TLTILYZ�HUK�V[OLY�HK\S[Z�^OV�OH]L�YLZWVUZPIPSP[`�MVY�T`�JOPSK�HUK�^OV�TH`�ULLK�[V�RUV^�
[OPZ�PUMVYTH[PVU�[V�THPU[HPU�T`�JOPSK»Z�OLHS[O�HUK�ZHML[ �̀�0�HSZV�NP]L�WLYTPZZPVU�[V�[OL�ZJOVVS�U\YZL�VY�HUV[OLY�X\HSPÄLK�OLHS[O�JHYL�
professional to collaborate with my child’s physician/health care provider.

(JRUV^SLKNLK�HUK�YLJLP]LK�I`!
Student’s Parent/Guardian: Date:

(JRUV^SLKNLK�HUK�YLJLP]LK�I`!
School Nurse or Designee: Date:
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