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Diabetes Medical Management Plan 
School:  ___________________________________  School Year:  ___________  Grade:  ___________ 

Student Name:  _______________________________________________________  DOB:  
__________________________ 

Provider Name:  _____________________________________  Phone  #:  _________________   Fax #:  
__________________ 

Blood Glucose Target Range:  ________ - ________ mg/dl 

Monitoring Schedule: 

Opened insulin must be discarded after 28 days.)
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Student Name:__________________________  DOB__________ Date Sent/Mailed_____________ 

This consent for exchange/release of confidential information is for the exchange/release between the school 
district and the third party of the above-named student’s record(s)/confidential information including health 
information, as follows: 
_________________________ _______________________________________ 

  
ALAMOGORDO PUBLIC SCHOOLS 

:  1211 Hawaii Avenue  _______________________________ 
        Alamogordo, NM  88310  _______________________________________ 

  575-812-6099   __________________________________ 

      
        

Records/Information to be Exchanged/Released These 
records/information to be exchanged/released  are 
protected by the Family Educational Rights and 
Privacy Act (FERPA) 

Records/Information to be Exchanged/Released 
These records/information to be 
exchanged/released may include health information 
protected by the Health Insurance Portability and 
Accountability Act (HIPAA) 

___Cumulative records      ___Student Assistance Team 
Records 

___Observations ___Grade Reports 

___Behavior reports               ___Attendance Records 

___School health records      ___ Two-way verbal 
communication 

 ___Specialty education records 
   (if evaluated/served in special education) 
___Other______________________________      

___Medical Records      ___Physical Therapy 
records 

___Occupational Therapy records   ___Speech Therapy 
records 

___Evaluations    ___All counseling 
records 

___All psychological/psychiatric records 

___Two-way Communication 

___Other____________________________________ 

Please respond to each statement with a  or  and sign at the bottom. 
    I have been fully informed of the record(s) and information to be disclosed, the purpose of the disclosure, 

                   and the parties who will be exchanging. 

 I give my consent for the exchange/release of confidential information. 

  I understand that my consent for the exchange/release of confidential information is voluntary and may be revoked 
 at any time.  However, that revocation is not retroactive (i.e., it does not negate an action that has occurred 

 after the consent was given and before the consent was revoked). 

 The information provided to me has been provided in my native language or other mode of communication.  If other 
  than English, specify_____________________. 

               ______________________________________  ______________ ____________________________  ___________ 
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We, _____________________________and __________________________________________ 
Are the parents/legal guardians of _________________________________ who is a student 
enrolled in the Alamogordo Public School System.  Our child is a diabetic who may become 
hypoglycemic while he/she is at school.  We understand that she/he may require the 
administration of glucagons intramuscularly quickly when he/she becomes hypoglycemic and 
that he/she may suffer adverse consequences if he/she does not receive glucagons 
immediately upon becoming hypoglycemic. 

We request that school personnel volunteers be trained in accordance with the established 
protocols to administer glucagons to our child when necessary.  We further agree that we will 
not hold liable either the trained volunteers or Alamogordo Public Schools or its agents or 
employees for administering glucagons or taking any other emergency action to assist our child 
in the event that he/she becomes hypoglycemic and requires emergency assistance. 

________________________________________________  Date ___________________ 
Parent 

________________________________________________  Date ___________________ 
Parent 

________________________________________________  Date ___________________ 
Alamogordo Public Schools 

________________________________________________  Date ___________________ 
Trained Volunteer 

Medical Waiver and Release 

Health Services April 2015   
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