
 School Plan of Care for Diabetes & Medication Administration Consent OCS HR 160-A 

(A digital copy of this form may be found in the student’s electronic health record & will replace the need for this hard copy form) 

Student’s Name: _____________________________    DOB: _____________   School Year:  20_____ -20_____     
 

Grade: _________   Pediatrician:  ____________________     Endocrinologist (if different): _________________ 
 

Medication Allergies: _________________________________________________________________ 

*Refer to student’s Diabetes Care Management Plan/Orders provided by Endocrinology Provider for all other 
information and management of student’s routine, urgent, & emergency diabetic care.* 
**Student must keep cell phone with them & on (silent/vibrate) at all times: communication & diabetic equipment function** 
 

 

Supplies kept in the Health Room:   A supply of the student’s insulin, prescribed emergency medication, and 
several units of rapid acting glucose sources (i.e. juice pouches, gummies, glucose tabs, etc.) and any supplies 
needed (testing strips, meter, lancets, extra pod or pump reservoir tubing, batteries, etc.)  MUST also be kept in the 
Health Room to ensure it is available should the student not possess it at the needed time (i.e. forgot/misplaced/lost 
medication or supplies).   

Lock-Down or Inability to Leave Classroom:  To prepare for a situation that may prohibit the student from 
leaving the classroom to obtain glucose supply, such as in an “emergency lock-down,” parent/guardian must 
provide an extra supply of rapid-acting glucose sources (juice boxes, gummies, glucose tabs, etc.) to be kept in 
each of the classrooms per student schedule and other commonly visited areas, such as the Media Center, co-
curricular classrooms, and school office.  It is preferred to have a minimum of 30 carb rapid glucose supply at each 
location. 

Field Trips (or away from building for school-related function during school hours): Parent/guardian OR School 
Nurse, Health Assistant, Principal-Designated Trained School Staff must accompany and be readily accessible to 
student while on field trip and emergency treatment and medication (if ordered) must always be available to 
student. 

It is the responsibility of the parent/guardian to provide any needed medications &/or supplies to the school and notify 
the school of any changes. I have read the Owensboro Catholic Consolidated Schools Policies and Procedures on 
administering medication located in the “Consent & Liability Release” section in my student’s Magnus account and 
understand all its terms.  I execute it voluntarily and with full knowledge of its significance. I give authorization and 
consent to the designated medication administration personnel at Owensboro Catholic Schools to administer the 
medication(s) listed on this document to my student as specified. I hereby agree to release and hold the OCS staff 
free and harmless for any claims, demands, or suits for damages from any injury or complications that may result 
from such treatment.  I give my permission for Owensboro Catholic Consolidated Schools and the attending 
healthcare provider to exchange information concerning my child’s medical records and related information.  Consent 
form valid for current school year only.   
 
School Plan of Care reviewed and approved by: 
____________________________________________  ____________________________________________ 
Parent/Guardian Signature                     Date                     Director of School Health Services Signature  Date 
____________________________________________  ____________________________________________  
Principal Signature                                     Date                       *Healthcare Provider’s Signature                  Date  
*Healthcare Provider’s Signature will not be required on this document if a separate Emergency Care Plan/”Action Plan,” is obtained and 

signed by the healthcare provider.                Rev. 2025 

Parent/Guardian Emergency 
Contact #1  

 
           Phone# 

 Parent/Guardian Emergency 
Contact #2  

 
          Phone# 

Name: 
 
Relationship: 
 

C: 
 

W: 

 Name: 
 
Relationship: 

C: 
 

W: 

Name of Insulin _________________________        
 
Dosage/ Strength: _______________________ 
 
Delivery Method:  Injection    Pump    Both if needed  
  

When to administer:________________________     
 
_____*Self-Carry: (OCMS & OCHS students only, per 
consent and guidelines outlined in the “Emergency 
Medication Self-Carry Option” section in my student’s 
Magnus account). Note:  Insulin must also be kept in 
the Health Room regardless of self-carry status. 
 

Name of Hypoglycemic Emergency Medication:_______________ 

        
Dosage/ Strength: ________________________________ 
 
When to administer:________________ ______________     
     
_____*Self-Carry: (OCMS & OCHS students only, per consent and 
guidelines outlined in the “Emergency Medication Self-Carry Option” 
section in my student’s Magnus account). Note:  diabetic 
emergency medications & treatment supplies must also be 
kept in the Health Room regardless of self-carry status). 


