DOCUMENTATION OF STUDENT BLOOD GLUCOSE MONITORING
IN THE SCHOOL SETTING

Student Name: Grade:
Signature: Initial Signature: Initial
BLOOD
GLUCOSE TEST
DATE TIME INITIALS RESULT ACTION TAKEN
Acceptable Range
For Student None
( ) Required  Contact/Insulin Dose
CONTACT NUMBERS:
SCHOOL NURSE:
PARENT:
PRIMARY CHILDREN'S Diabetes Education

MEDICAL CENTIR ©Primary Children’s Medical Center 2005
THIC A Somie o St Hadkh o



