
MEDICATION PACKET FOR STUDENTS WITH DIABETES 
Here is a helpful checklist… 

□ Schedule an appointment with your child’s health care 
provider/endocrinologist over the summer 

□ Ask for an updated copy of the DMMP-Diabetes Medical Management Plan 
□ Ask the physician to complete and sign the Diabetes Self-carry form—if you 

want your child to carry his/her own testing supplies and insulin 
□ Parent: Read and sign the Medication letter 
□ Parent: Complete the Medical Release form 
□ Parent: Read and sign the Medication Authorization form 
□ Bring the DMMP, self-carry form, medication letter and medication 

authorization form to the clinic along with any testing supplies you would 
like to store in the clinic 

 

Note: In accordance with OCPS policy, if a student is found with medication or 
unauthorized inhalers, epi-pens, supplies, etc., the items will be taken and the 
parent/guardian will need to come to school to pick up the items.   

  



____________________________ ________________________
Parent signature Student Name



MEDICAL RELEASE FORM   

 REV 02/20 

Dear Healthcare Provider: 

In order to provide quality health services for:  ___________________________________, 

DOB:  ______________, at school, it is necessary to obtain a medical history and current 

medical diagnosis, medications prescribed, physical limitations, nutritional needs and medical 

orders for care at school. Records received will be placed in the student’s health records in the 

health room accessible to the parent/guardian (or designee), along with designated school 

personnel. 

Please forward all documents to: 

Attention:  _____________________________________ 

School:  ________________________________________ 

Address:  _______________________________________ 

  _______________________________________ 

 Fax:  _________________________ 

  RECORD RELEASE 

I hereby give my permission to have any records of my child (health care plans, nursing care 

plans, immunization history, medical history and current medications) released to my child’s 

school to aid school personnel in serving him/her. 

I give my permission for designated school personnel to contact my child’s physician regarding 

current/pending health issues. 

Expiration Date:  _____________. If left blank, this Authorization expires one year from the date signed. 

__________________________________________    __________________ 

Parent/Guardian        Date 

_____________________  ____________________   ____________________ 

Home Phone Number       Work Phone  Cell Number 

Pam Furman BSN RN

Discovery Middle School

601 Woodbury Rd.

Orlando, FL   32828

Phone: 407-384-1580

________________________________         ________________________
Physician's name Phone Number

________________________407-384-1555  Ext. 5052278
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