
Diabetes Medication Administration Form [Part A] 
� صحت | تعل�� سال  

 25-2024فراہم کنندە � ل�ی ادو�ات کا آرڈر فارم | اسکول کا دف�ت
  پر ف�کس ک��ں  347- 396-8945/ 8932کو    DMAFبرا�ئ مہ��ائن تمام  جون � بعد جمع کروا�ئ گ�ئ فارم ن�ئ تعل�� سال � ل�ی کارروائئ منی تاخ�ی کرسک�ت ہنی  1جون  1خری تار�ــــخ: آ

 A ( T 37005 (Urdu)ذ�ا ب�طس � ادو�ات دی�ف کا فارم (حصہ  

   ):مہینہ/ دن / سال (تار�ــــخ� پ�دا�ش  : پہلا نام   : طالب علم کا آخری نام 

OSIS  نم�ب : DOE لڑکا  ☐ لڑ�  ☐: جنس   :کلاس  :گ��ڈ   : ضلع 
   :برو /پتہ /نام  ATSDBNاسکول 

 
گ

  / HEALTH CARE PRACTITIONER COMPLETES BELOW ذ�ل کو صحتایت پ�شہ ور مکمل ک��ں �
[Please see ‘Provider Guidelines for DMAF Completion’] 

☐  Type 1 Diabetes   ☐   Type 2 Diabetes    ☐  Other Diagnosis:_______________   Dx Date ____________     Recent A1c  Date: ______________ Result: __________ (%) 
Orders written will be implemented when submitted and approved.  If you wish to start order implementation in September 2024, please check here  ☐   

EMERGENCY ORDERS 
   Severe Hypoglycemia Administer Glucagon and CALL 911 (If more than one option is chosen, school staff will use ONE form of available glucagon unless otherwise directed.) 

Glucagon  GVOKE   Baqsimi   Zegalogue 
☐  1 mg   ☐  1 mg   ☐  3 mg   ☐  0.6 mg SC 
☐  0.5 mg SC/IM  ☐  0.5 mg SC/IM  Intranasal   may repeat in 15 min if needed                       
 Give PRN:  unconscious, unresponsive, seizure, or inability to swallow EVEN if bG is unknown.  Turn onto left side to prevent aspiration and call 911. 

   Risk for Ketones or Diabetic Ketoacidosis (DKA)                                                                                                                              
☐  Test ketones if bG > _________ mg/dl or if vomiting, or fever > 100.5 F       OR                                                                                  
☐  Test ketones if bG > _________ mg/dl for the 2nd time that day (at least 2 hrs. apart), or if vomiting or fever > 100.5 F            
► If small or trace give water; re-test ketones & bG in 2 hrs or _____ hrs 
► If ketones are moderate or large, give water; Call parent and Endocrinologist   ☐  NO GYM 

► If ketones and vomiting, unable to take PO, has altered mental status or breathing changes and MD not available, CALL 911 
☐   Give insulin correction dose if > 2 hrs or ______ hours since last rapid acting insulin. 

SKILL LEVEL (if not complete, will default to nurse-dependent)

   Blood Glucose (bG) Monitoring Skill Level 
☐  Nurse / adult must check bG. 
☐  Student to check bG with adult supervision. 
☐  Student may check bG without supervision. 

Insulin Administration Skill Level 
☐  Nurse-Dependent Student: nurse  

must administer medication. 
☐  Supervised student: student calculates and 

self-administers,  under adult supervision. 

☐  Independent Student Self-carry / Self-administer   
(MUST Initial attestation) I attest that the independent 
student demonstrated the ability to self-administer the 
prescribed medication (excluding glucagon) effectively during        
school, field trips and school sponsored events. Provider Initials 

   BLOOD GLUCOSE MONITORING [See Part B for CGM readings] 
Specify times to test in school (must match times for treatment and/or insulin)          ☐  Breakfast   ☐   Lunch   ☐    Snack        ☐   Gym ☐   Dismissal       ☐   PRN 
Hypoglycemia          Insulin is given before food unless noted here            ☐  Breakfast      ☐  Lunch       ☐  Snack       ☐  Give snack* before gym 
 Check all boxes needed. Must include at least one treatment plan. 
☐  For bG < __________ mg/dl give __________ gm rapid carbs at   ☐  Breakfast  ☐  Lunch  ☐  Snack  ☐  Gym   ☐   Dismissal  ☐  PRN   

 Repeat bG testing in 15 or _______ min. If bG still <  _________ mg/dl repeat carbs and retesting until bG >  _______mg/dl 

☐  For bG < __________ mg/dl give __________ gm rapid carbs at   ☐  Breakfast  ☐  Lunch  ☐  Snack  ☐  Gym   ☐   Dismissal  ☐  PRN  

 Repeat bG testing in 15 or ________min. If bG still < ________ mg/dl repeat carbs and retesting until bG >  ________mg/dl 

   ☐  For bG <_____ mg/dl give pre-gym, no gym     ☐  For bG <________ mg/dl treat hypoglycemia and then give snack*  ☐  Pre-gym  ☐  PRN 
 

*snacks not provided by student’s family will be between 15 and 25 g carbohydrates unless otherwise specified in Other Orders 

 
 T2DM – no bG monitoring or insulin in 
school 
 
15 gm rapid carbs = 4 glucose tabs =  
   1 glucose gel tube = 4 oz. juice

Mid-Range Glycemia Insulin is given before food unless noted here    Give insulin after    ☐  Breakfast    ☐  Lunch    ☐  Snack   ☐  Give snack* before gym if bG <_____mg/dl 
     Hyperglycemia Insulin is given before food unless noted here    Give insulin after    ☐  Breakfast    ☐  Lunch    ☐  Snack        

☐  For bG > ________ mg/dL pre-gym, no gym and   ☐   check ketones                For bG meter reading “High” use bG of 500 or ________mg/dl 
☐  For bG >__________ mg/dl PRN, Give insulin correction dose if > 2 hrs or ________ hrs. since last rapid acting insulin         
☐  Check bG or Sensor Glucose (sG) before dismissal                                ☐  Give correction dose pre-meal and carb coverage after meal  
☐  For sG or bG values < ______ mg/dl treat for hypoglycemia if needed, and give gm carb snack before dismissed 
☐  For sG or bG values < ______ mg/dl treat for hypoglycemia if needed, and do not send on bus/mass transit, parent to pick up from school. 

INSULIN ORDERS 
   Insulin Name* 

      Insulin Calculation Method:              Insulin Calculation Directions:   
                       ☐ Carb Coverage ONLY at ☐ Breakfast  ☐ Lunch  ☐ Snack                                               (give number, not range)    
     __________________________________________                 ☐ Correction Dose ONLY at ☐ Breakfast ☐ Lunch ☐ Snack      Target bG = ______mg/dl (time ___ to ____) 
         *May substitute Novolog with Humalog/Admelog                    ☐ Carb Coverage plus correction dose when bG > Target AND    Target bG = _____ mg/dl (time ___ to ___) 
☐ No Insulin in School ☐ No Insulin at Snack      at least 2 hrs or ______hrs. since last rapid acting insulin at 
     ☐ Breakfast   ☐ Lunch   ☐ Snack  Insulin Sensitivity Factor (ISF): 
Delivery Method:  1 unit decreases bG by________mg/dl 
☐ Syringe/Pen ☐Smart Pen - use pen suggestions                  Correction dose calculated using ☐ ISF or ☐ Sliding Scale  (time________to________) 
 ☐ Fixed Dose (See Optional Orders)  1 unit decreases bG by________mg/dl 
☐ Pump (Brand) ______________________________                  ☐ Sliding Scale (See Part B)  (time________to________) 

                ☐ If gym/recess is immediately following lunch, subtract                (time will be 7am to 4 pm if not specified)           
                       _____ gm carbs from lunch carb calculation. 
 

    For Pumps:                                                         Additional Pump Instructions:                                                       Insulin to Carb Ration (I:C): 
☐ Student on FDA approved hybrid closed loop pump-basal   ☐ Follow pump recommendations for bolus dose (if not using         
rate variable per pump.   pump recommendations, will round down to nearest 0.1 unit)           Bkfast OR time_______to_______        
☐ Suspend/disconnect pump for gym   ☐ For bG > _____mg/dl that has not decreased in_____hours        
☐ Suspend pump for hypoglycemia not responding to                     after correction, consider pump failure and notify parents                    1 unit  per  _______gms carbs 
     treatment for _____ min 
☐ Activity Mode (HCL pumps):                   ☐ For suspected pump failure: SUSPEND pump, give rapid         

Start ___ minutes prior to exercise, to end ____                           acting insulin by syringe or pen and notify parents.                         Snack OR    time_______to_______        
   minutes after exercise is complete (DEFAULT 1 hr                  ☐ For pump failure, only give correction dose if >______hrs      
     prior, during, and 2 hrs following exercise)                      since last rapid acting insulin                     1 unit per_______gms carbs  
                        
                                                           Lunch OR time_______to________ 
 

Carb Coverage:                                       Correction Dose using ISF:      Round DOWN insulin dose to closest 0.5 unit for syringe/pen      1 unit per_______gms carbs 
# gm carb in meal = X units insulin                   bG – Target bG = X units       or nearest whole unit if syringe/pen doesn’t have ½ unit marks; 
# gm carb in I:C     insulin ISF                          unless otherwise instructed by PCP/endocrinologist. Round    
                    DOWN to nearest 0.1 unit for pumps, unless following pump 
 recommendations or PCP/endocrinologist orders.      



 Diabetes Medication Administration Form [Part B] 
� صحت | تعل�� سال 

 25-2024فراہم کنندە � ل�ی ادو�ات کا آرڈر فارم | اسکول کا دف�ت
  پر ف�کس ک��ں  347- 396-8945/ 8932کو    DMAFبرا�ئ مہ��ائن تمام  جون � بعد جمع کروا�ئ گ�ئ فارم ن�ئ تعل�� سال � ل�ی کارروائئ منی تاخ�ی کرسک�ت ہنی  1جون  1خری تار�ــــخ: آ

 B( OHS DMAF REV 4/24 T-37005 (Urdu)ذ�ا ب�طس � ادو�ات دی�ف کا فارم (حصہ 

  : نم�ب   OSIS :: )مہینہ/ دن / سال( تار�ــــخ� پ�دا�ش   پہلا نام:    :طالب علم کا آخری نام
CONTINUOUS GLUCOSE MONITORING (CGM) ORDERS [Please see ‘Provider Guidelines for DMAF Completion’] 

   ☐   Use CGM readings - For CGM’s used to replace finger stick bG readings, only devices FDA approved for use and age may be used within the limits of the manufacturer’s 
protocol. (sG = sensor glucose).    Name and Model of CGM: __________________________________________________________________________________________ 

    For CGM used for insulin dosing: finger stick bG will be done when: the symptoms don’t match the CGM readings; if there is some reason to doubt the sensor (i.e. for readings <70 mg/dl  
    or sensor does not show both arrows and numbers).   ☐  CGM to be used for insulin dosing and monitoring — must be FDA approved for use and age 
    sG Monitoring Specify times to check sensor reading  ☐   Breakfast  ☐   Lunch ☐   Snack ☐   Gym  ☐   Dismissal    ☐    PRN.  [if none checked, will use bG monitoring times]  

For sG < 70mg/dl check bG and follow orders on DMAF, unless otherwise ordered below. Use CGM grid below OR  ☐  See attached CGM instructions 

CGM reading Arrows Action                                                                        ☐   use < 80 mg/dl instead of < 70 mg/dl for grid action plan 
sG < 60 mg/dl Any arrows Treat hypoglycemia per bG hypoglycemia plan; Recheck in 15-20 min. If still < 70 mg/dl check bG. 
sG 60-70 mg/dl and ↓, ↓↓, ↘ or → Treat hypoglycemia per bG hypoglycemia plan; Recheck in 15-20 min. If still < 70 mg/dl check bG. 
sG 60-70 mg/dl and ↑ , ↑↑, or ↗ If symptomatic, treat hypoglycemia per bG hypoglycemia plan; if not symptomatic,  recheck in 15-20 minutes. If still <70 

mg/dl check bG. 
sG >70 mg/dl Any arrows Follow bG DMAF orders for insulin dosing 
sG ≤ 120 mg/dl pre-gym or 
recess 

and ↓, ↓↓ Give 15 gms uncovered carbs. If gym or recess is immediately after lunch, subtract 15 gms of           carbs from lunch carb 
calculation. 

sG ≥ 250 Any arrows Follow bG DMAF orders for treatment and insulin dosing      
     ☐   For student using CGM, wait 2 hours after meal before testing ketones for hyperglycemia. 

ن خورا� � ل�ی والدین �    PARENTAL INPUT INTO INSULIN DOSING/ تب�اتا�سولنی
    Parent(s)/Guardian(s) (give name), ____________________________________________________________________, may provide the nurse with information relevant to insulin  
    dosing, including dosing recommendations. Taking the parent’s input into account, the nurse will determine the insulin dose within the range ordered by the health care practitioner and  
    in keeping with nursing judgment. 

Please select ONE option below: 
    ☐   Nurse may adjust calculated dose up or down up to ________ units based on             ☐   Nurse may adjust calculated dose up by  ________% or down by ________ %  
           parental input and nursing judgment.      of the prescribed dose based on parental input and nursing judgment. 
    MUST COMPLETE Health care practitioner can be reached for urgent dosing orders at: __________________________ If the parent requests a similar adjustment for > 2 days in a  
     row, the nurse will contact the health care practitioner to see if the school orders need to be revised. 
 

Sliding Scale 
     Do NOT overlap ranges (e.g. enter 0-100, 101-200, etc.). If ranges overlap, the lower  dose will be given. Use pre-treatment bG to calculate insulin dose unless other orders. 

Time bG Units Insulin Other Time ____:____ bG Units Insulin 

   Zero – _____     Zero  – _____  
☐   Lunch  _____  – _____  ☐   Lunch  _____  – _____  
☐   Snack _____  – _____  ☐   Snack _____  – _____  
☐   Breakfast _____  – _____  ☐   Breakfast _____  – _____  
☐   Correction Dose _____  – _____  ☐   Correction Dose _____  – _____  

 _____  – _____   _____  – _____  
☐   see attached _____  – _____   _____  – _____  

 

Optional Orders 
    ☐  Round insulin dosing to nearest whole unit: 0.51-1.50u rounds to 1.00u.   ☐  Use sliding scale for correction AND meals ADD: 
    ☐   Round insulin dosing to nearest half unit; 0.26-0.75u rounds to 0.50 u    ____________ units for lunch; 

(must have half unit syringe/pen).       ____________ units for snack;   
             ____________ units for Breakfast 
                (sliding scale must be marked as correction dose only) 

      ☐   Long-acting insulin given in school  - Dose __________ units  -  Time _________  or  ☐   Lunch 
            Long Acting Insulin Name ____________________________ 

Other Orders 
_____________________________________________________________________________________________________ 

                                                                                                                                                                                                                 
      _____________________________________________________________________________________________________ 
                                                                                                                                                                                                                 

HOME MEDICATIONS 
☐ None

Medication Dose Frequency Time Route 
Insulin     
Other     

ADDITIONAL INFORMATION 
    Is the child using altered or non-FDA approved equipment?  ☐  Yes or  ☐  No [Please note that New York State Education laws prohibit nurses from managing non-FDA devices. 
    Please provide pump-failure and/or back up orders on DMAF Part A Form.] 

By signing this form, I certify that I have discussed these orders with the parent(s) / guardian(s). 
    Health Care Practitioner  
    Last Name (Print):____________________________________ First Name (Print): _________________________________________________  
    Signature: ____________________________________________________________________________________________Date: _____________________   

    NYS License or NPI # (Required): ____________________________   Check one: ☐ MD  ☐ DO  ☐ NP  ☐ PA 

    Address: ___________________________________________________________________ Email address: _______________________________________ 

    Tel.: ___________________________________ FAX: ___________________________________ Cell Phone:____________________________________ 

                               CDC & AAP recommend annual seasonal influenza vaccination for all children diagnosed with diabetes.  
                           INCOMPLETE PRACTITIONER INFORMATION WILL DELAY IMPLEMENTATION OF MEDICATION ORDERS         



 Diabetes Medication Administration Form  
� صحت | تعل�� سال 

 25-2024فراہم کنندە � ل�ی ادو�ات کا آرڈر فارم | اسکول کا دف�ت
 پر ف�کس ک��ں  347- 396-8945/ 8932کو    DMAFبرا�ئ مہ��ائن تمام    جون � بعد جمع کروا�ئ گ�ئ فارم ن�ئ تعل�� سال � ل�ی کارروائئ منی تاخ�ی کرسک�ت ہنی  1جون  1خری تار�ــــخ: آ

 OHS DMAF REV 4/24 T-37005 (Urdu) ذ�ا ب�طس � ادو�ات دی�ف کا فارم 

 

 والدین / ��رست مطالعہ ک��ں، مکمل ک��ں اور دستخط ک��ں۔ ذ�ل منی دستخط کر� منی اس پر متفق ہوں کہ: 
 

، اور نرس / ت���ت �افتہ عم� /   (SBHC)منی نرس / اسکول منی قائم مرکز� صحت  .1 � ب�� کو تج��ز کردە دوا دی�ف ، اور ان� خون منی شوگر کو کم   SBHCکو م�ی کو ان� خون منی شوگر � جانچ کر�ن
ن کردە قابل�ت � سطح � مطابق علاج کر�ن � اجازت دیتا ہوں۔ ی � ب�� � صحت�ایت نگہداشت پ�شہ ور � ہدا�ات اور تعنی ہ اعمال اسکول � احا� مںی �ا اسکول � تف��� کر�ن � ل�ی م�ی

۔دوروں � دوران انجام    د�ی جا سک�ت ہںی
� ب�� � دوا � ل�ی درکار ک� ب� آلات � اسکول منی محفوظ اور استعمال ک�ی جا�ف � ب� اجازت دیتا ہوں۔  .2 ، م�ی  منی
  مںی سمجھتا ہوں کہ:  .3

ورت � مطابق ادو�ات، اسن�کس، آلات  SBHCمجھ� اسکول نرس /  • اور متعلقہ اش�اء � دو�ارە  فراہم کنندە کو اپ�ض ب�� � ادو�ات، اسن�کس، آلات اور متعلقہ اش�اء فراہم کرنا لاز� �� اور �ض
۔  ، آلات اور  OSHفراہ� لاز� �� ف دی�ف � ل�ی محفوظ ِ�ش�ت (س�فئٹ لینسِٹ) اور د�گر محفوظ سوئئ � ب�� � خون منی شوگر � سطح � جانچ کر�ف اور ا�سولنی سامان استعمال کر�ن �   م�ی

۔   سفارش کرتا ��
 ۔ ��  گ�ا   ک�ا   کش  خا�ہ مںی  اجلاس 504 �  ان کہ  ج�سا  ہوں  دیتا  اجازت �  رکھ�ن  پاس اپ�ن   اور  �  جا�ن  � پر  دوروں تف��� اور  اسکول کو   لوازمات/  دوائئ  �  ان کو   ب��  اپ�ن  مںی  •
۔تمام  •

گ
منی اپ�ن ب�� کو اسکول � دنوں منی استعمال �  �س�ن وا� اور "کاوئن�ٹ � مل�ن وا�" ادو�ات جو منی اسکول کو دونگا، وە  نئئ س�ل بند، اور اصل بوتل �ا ڈ�ب منی لاز� بند ہوں �

 ل�ی جد�د، غ�ی منس�خ شدە دوائئ استعمال کر�ف � ل�ی فراہم کروں گا۔ 
o  � س�� وا� دوا :  شامل ہونا چاہئ�ی

�
۔ لیبل پر لازما � ب�� کا نام، ) 1 ڈ�ب �ا بوتل پر اصل فارم�� کا لیبل لگا ہونا لاز� �� � ب�� � صحت�ایت ) 3فارم�� کا نام اور فون، ) 2م�ی م�ی

، ) 8خورا� ) 7دوا کا نام، ) 6) � تعداد، refillدو�ارە بھر�ن () 5تار�ــــخ، ) 4نگہداشت پ�شہ ور کا نام،   کوئئ د�گر ہدا�ات۔)  10دوا کی� � جا�ئ اور ) 9 دوائئ کب لیئن ��
� ل�ی اپ�ن ب�� � دوا �ا صحت�ایت نگہداشت پ�شہ ور � ہدا�ات منی ک� ب� تبد�� � اسکول نرس /  • ۔ فوریفراہم کنندە کو  SBHCم�ی  طور پر آ�اە کرنا لاز� ��
� ب�� کو مذکورە بالا صحت � متعلقہ خدمت (خدمات) فراہم کر�ف منی شامل  • ۔ OSHم�ی  پر انحصار کر ر�� ہنی

گ
 اور اس� کارندے اس فارم پر دی گئئ معلومات � درست�

کواپ�ف ب�� � ذ�اب�طس � متعلقہ صحیت نگہداشت خدمات فراہم کر�ف � اجازت دیتا ہوں۔ ان خدمات منی شامل ہو   OSH) پر دستخط کر� مںی MAFان ادو�ات کو دی�ف کا فارم ( •
 ،  � طئب نگہداشت پ�شہ ور �ا نرس � ذر�� کلین� �شخ�ص �ا ا�ک جسمانئ معائنہ۔  OSHسکیت ہنی ل�کن ان� تک محدود نہنی

، �ا جب منی اسکول ن MAFاس  • � ب�� � تعل�� سال � آخر منی منس�خ ہوجا�ئ گا، جس منی گرمیوں کا دورانیہ شامل ہوسکتا ��   MAFفراہم کنندە کو ا�ک ن�ا  SBHCرس / منی دوا کا آرڈر م�ی
، منی اپ�ف ب�� � اسکول نرس /  � ب�� � طیب نگہداشت پ�شہ ور � ذر�� تح��ر   SBHCفراہم کروں (جو ب� پہ� واقع ہو)۔ جب اس دوا � آرڈر � م�عاد منس�خ ہوجا�ئ فراہم کنندە کو م�ی

۔ MAFsکو مستقبل مںی   OSHفراہم کرونگا۔  MAFکردە ا�ک ن�ا 
گ

ورت نہنی ہو� � دستخط  � �ض   � ل�ی م�ی
ا بچہ خود بحفاظت اپ�ف خون منی شوگر � جانچ کرسکتا �� DOEاور محکمئہ تعل�م (  •  ۔ ) یہ �قییف بنا�ف � ذمہ دار ہنی کہ م�ی
 کرتا �� اس  •

گ
ی اجازت اور درخواست � نمائند� � جانب   OSH۔ یہ ��  سکتا  جا  بھ�جا  راست براە کو   صحت دف�ت  � اسکول کو   اس اور  فارم پر وضاحت کردە ذ�ابط�س خدمات � ل�ی یہ فارم م�ی

۔ ا�ر  � ب�� کو ا�ک طالب علم جز  OSH� درخواست کردە خدمات فراہم ک�ی جا�ف کا معاہدە نہنی �� ، م�ی ورت ہو  504یہ خدمات فراہم کر�ف کا ف�صلہ کرتا �� سہول�ت منصو�ب � ب� �ض
۔ اس منصو�ب کو اسکول مکمل کر� گا۔  سکیت ��

• OSH  ب�� � طئب � ، د�گر کوئئ ب� معلومات حاصل کرسکتا �� جو ان� خ�ال منی م�ی � ب�� کو نگہداشت �ا علاج � فراہ� � مقاصد � ل�ی ۔ م�ی صورتِ حال، دوا �ا علاج � ل�ی درکار ��
OSH ب�� کو صحت � متعلقہ خدمات ف � ۔ یہ معلومات ک� ب� ا�� طیب نگہداشت � پ�شہ ور، نرس، �ا دوا فروش � حاصل کرسکتا �� جنہوں �ف م�ی  راہم � ہںی

۔  توجہ: اس بات کو ترجیح دی جایت �� کہ آپ اسکول تف��� دور� � دن اور اسکول � باہر �گرمیوں � ل�ی اپ�ف ب�� � ل�ی دوا اور آلات   بھ�جںی
   4933-786-718ہاٹ لائن:  OSH) � بار� منی والدین � سوالات � ل�ی DMAFذ�اب�طس � ادو�ات دی�ف کا فارم (

  :)طلبا مختار  خود ( ل�ی   �  کر�ن   درآمد  عمل/  لی�ن  ادو�ات خود 
ا بچہ مکمل ت���ت �افتہ �� اور وە  •   دوروں تف��� اور  اسکول۔ منی اپ�ف ب�� کو اس فارم پر دی گئئ دوائیوں کو ��  سکتا  کر   درآمد  عمل   �ا /  اور  ��   سکتا   � دوا  خود مںی تصدیق / توثیق کرتا ہوں کہ م�ی

، مںی  ،  محفوظ کر�ف اور خود � لی�ف � اجازت دیتا ہوں۔ منی مذکورە بالا � مطابق اپ�ف ب�� کو یہ دوا بوتلوں �ا ڈبوں منی دی�ف کا ذمہ دار  لا�ن ہوں۔ منی اپ�ن ب�� � دوا � استعمال کر�ن � جانچ کر�ن
� ب�� � اس دوا � استعمال � تمام نتائج کا ب� ذمہ دار ہو  � ب�� � دوا ساتھ رکھ�ن اور خود � لی�ن � اہل�ت � تصدیق کر� گا۔   کنندە  فراہم SBHC �ا  نرسں۔ اسکول اور اسکول منی م�ی م�ی

ە" (ب�ک اپ) � ل�ی دوں گا۔ "محفوظ ذخ�ی  ہو�ئ ڈ�ب �ا بوتل مںی
گ

 مںی اس پر ب� آمادە ہوں کہ اسکول کو دوا ا�ک واضح لیبل ل�

ا بچہ عار�ض طور پر دوائ�اں ساتھ رکھ�ض اور خود � لی�ض � قا� ہو جا�ئ منی اسکول نرس �ا ت���ت �افتہ اسکول عم� کو بذر�ع • ل گلوگا�ون دی�ن  Glucagonہ انجکشن گلوکا�ون (ا�ر م�ی ) اور / �ا ن��ن
  ۔� اجازت دیتا ہوں ا�ر یہ ان � طیب نگہداشت فراہم کنندە � جانب � تج��ز ک�ا گ�ا �� 

   )مہینہ/ دن / سال( تار�ــــخ� پ�دا�ش:   درم�انہ مخت� نام:   پہلا نام:   طالب علم کا: آخری نام: 

   ضلع:    برو:  نام): / ATS DBNاسکول (

 :(   والدین ��رست کا ای م�ل:     والدین / ��رست کا نام (ج� حروف منی

    )مہینہ/ دن / سال( دستخط � تار�ــــخ:   � ل�ی دستخط:   Bاور  Aوالدین / ��رست � حصہ 

    والدین / ��رست کا  پتہ: 

ز:     س�ل فون:   :گھر دن � وقت:  ڻ�ل�فون نم�ب
 

:   :طالب علم � ساتھ رشتہ  :ہنگا� صورت منی متبادل رابطہ فرد   فون نم�ب
 

 
  



 Diabetes Medication Administration Form  
� صحت | تعل�� سال 

 25-2024فراہم کنندە � ل�ی ادو�ات کا آرڈر فارم | اسکول کا دف�ت
 پر ف�کس ک��ں  347- 396-8945/ 8932کو    DMAFبرا�ئ مہ��ائن تمام    جون � بعد جمع کروا�ئ گ�ئ فارم ن�ئ تعل�� سال � ل�ی کارروائئ منی تاخ�ی کرسک�ت ہنی  1جون  1خری تار�ــــخ: آ

 OHS DMAF REV 4/24 T-37005 (Urdu) ذ�ا ب�طس � ادو�ات دی�ف کا فارم 

  

  / For Office of School Health (OSH) Use Only ) � استعمال � ل�ی OSH�ف دف�ت برا�ئ اسکول مںی صحت (

OSIS Number: ___________________                                          Received by - Name: _____________________________________ Date: ________________  

☐ 504   ☐IEP ☐ Other: ________________________       Reviewed by - Name: _____________________________________ Date: ________________ 

Referred to School 504 Coordinator: ☐ Yes ☐ No 

  Services provided by:  ☐  Nurse/NP  ☐  OSH Public Health Advisor (for supervised students only)   ☐  School Based Health Center 

    Signature and Title (RN OR SMD):__________________________________________  Date School Notified & Form Sent to DOE Liaison: ________________ 

    Revisions as per OSH contact with prescribing health care practitioner: ☐  Clarified      ☐  Modified 

    Notes: 
 

 


	ذیل کو صحتاتی پیشہ ور مکمل کریں گے HEALTH CARE PRACTITIONER COMPLETES BELOW /
	EMERGENCY ORDERS
	Severe Hypoglycemia Administer Glucagon and CALL 911 (If more than one option is chosen, school staff will use ONE form of available glucagon unless otherwise directed.)
	Risk for Ketones or Diabetic Ketoacidosis (DKA)

	SKILL LEVEL (if not complete, will default to nurse-dependent)
	Blood Glucose (bG) Monitoring Skill Level
	Insulin Administration Skill Level
	BLOOD GLUCOSE MONITORING [See Part B for CGM readings]

	Hypoglycemia          Insulin is given before food unless noted here            ☐  Breakfast      ☐  Lunch       ☐  Snack       ☐  Give snack* before gym
	Check all boxes needed. Must include at least one treatment plan.
	15 gm rapid carbs = 4 glucose tabs =
	1 glucose gel tube = 4 oz. juice

	INSULIN ORDERS
	Insulin Name*
	Insulin Calculation Method:              Insulin Calculation Directions:
	☐ Carb Coverage ONLY at ☐ Breakfast  ☐ Lunch  ☐ Snack                                               (give number, not range)
	__________________________________________                 ☐ Correction Dose ONLY at ☐ Breakfast ☐ Lunch ☐ Snack      Target bG = ______mg/dl (time ___ to ____)
	*May substitute Novolog with Humalog/Admelog                    ☐ Carb Coverage plus correction dose when bG > Target AND    Target bG = _____ mg/dl (time ___ to ___)
	☐ No Insulin in School ☐ No Insulin at Snack      at least 2 hrs or ______hrs. since last rapid acting insulin at
	☐ Breakfast   ☐ Lunch   ☐ Snack  Insulin Sensitivity Factor (ISF):
	Delivery Method:  1 unit decreases bG by________mg/dl
	☐ Syringe/Pen ☐Smart Pen - use pen suggestions                  Correction dose calculated using ☐ ISF or ☐ Sliding Scale  (time________to________)
	☐ Fixed Dose (See Optional Orders)  1 unit decreases bG by________mg/dl
	☐ Pump (Brand) ______________________________                  ☐ Sliding Scale (See Part B)  (time________to________)
	☐ If gym/recess is immediately following lunch, subtract                (time will be 7am to 4 pm if not specified)
	_____ gm carbs from lunch carb calculation.
	For Pumps:                                                         Additional Pump Instructions:                                                       Insulin to Carb Ration (I:C):
	☐ Student on FDA approved hybrid closed loop pump-basal   ☐ Follow pump recommendations for bolus dose (if not using
	rate variable per pump.   pump recommendations, will round down to nearest 0.1 unit)           Bkfast OR time_______to_______
	☐ Suspend/disconnect pump for gym   ☐ For bG > _____mg/dl that has not decreased in_____hours
	☐ Suspend pump for hypoglycemia not responding to                     after correction, consider pump failure and notify parents                    1 unit  per  _______gms carbs
	treatment for _____ min
	☐ Activity Mode (HCL pumps):                   ☐ For suspected pump failure: SUSPEND pump, give rapid
	Start ___ minutes prior to exercise, to end ____                           acting insulin by syringe or pen and notify parents.                         Snack OR    time_______to_______
	minutes after exercise is complete (DEFAULT 1 hr                  ☐ For pump failure, only give correction dose if >______hrs
	prior, during, and 2 hrs following exercise)                      since last rapid acting insulin                     1 unit per_______gms carbs
	Lunch OR time_______to________
	Carb Coverage:                                       Correction Dose using ISF:      Round DOWN insulin dose to closest 0.5 unit for syringe/pen      1 unit per_______gms carbs
	# gm carb in meal = X units insulin                   bG – Target bG = X units       or nearest whole unit if syringe/pen doesn’t have ½ unit marks;
	# gm carb in I:C     insulin ISF                          unless otherwise instructed by PCP/endocrinologist. Round
	DOWN to nearest 0.1 unit for pumps, unless following pump
	recommendations or PCP/endocrinologist orders.

	CONTINUOUS GLUCOSE MONITORING (CGM) ORDERS [Please see ‘Provider Guidelines for DMAF Completion’]
	انسولین خوراک کے لیے والدین کے تبصرات /PARENTAL INPUT INTO INSULIN DOSING
	Please select ONE option below:
	Sliding Scale
	Optional Orders
	Other Orders
	HOME MEDICATIONS
	ADDITIONAL INFORMATION

	By signing this form, I certify that I have discussed these orders with the parent(s) / guardian(s).
	Health Care Practitioner

	CDC & AAP recommend annual seasonal influenza vaccination for all children diagnosed with diabetes.
	INCOMPLETE PRACTITIONER INFORMATION WILL DELAY IMPLEMENTATION OF MEDICATION ORDERS

	والدین / سرپرست مطالعہ کریں، مکمل کریں اور دستخط کریں۔ ذیل میں دستخط کرکے میں اس پر متفق ہوں کہ:
	ذیابیطس کی ادویات دینے کا فارم (DMAF) کے بارے میں والدین کے سوالات کے لیے OSH ہاٹ لائن: 718-786-4933‎
	خود ادویات لینے / عمل درآمد کرنے کے لیے (خود مختار طلبا):
	ہنگامی صورت میں متبادل رابطہ فرد:  طالب علم کے ساتھ رشتہ:  فون نمبر:
	صرف دفتر برائے اسکول میں صحت (OSH) کے استعمال کے لیے For Office of School Health (OSH) Use Only /




Accessibility Report





		Filename: 

		37005 DMAF SY 2024-2025 accessible_Urdu.pdf









		Report created by: 

		



		Organization: 

		







[Enter personal and organization information through the Preferences > Identity dialog.]



Summary



The checker found no problems in this document.





		Needs manual check: 0



		Passed manually: 2



		Failed manually: 0



		Skipped: 3



		Passed: 27



		Failed: 0







Detailed Report





		Document





		Rule Name		Status		Description



		Accessibility permission flag		Passed		Accessibility permission flag must be set



		Image-only PDF		Passed		Document is not image-only PDF



		Tagged PDF		Passed		Document is tagged PDF



		Logical Reading Order		Passed manually		Document structure provides a logical reading order



		Primary language		Passed		Text language is specified



		Title		Passed		Document title is showing in title bar



		Bookmarks		Passed		Bookmarks are present in large documents



		Color contrast		Passed manually		Document has appropriate color contrast



		Page Content





		Rule Name		Status		Description



		Tagged content		Passed		All page content is tagged



		Tagged annotations		Passed		All annotations are tagged



		Tab order		Passed		Tab order is consistent with structure order



		Character encoding		Skipped		Reliable character encoding is provided



		Tagged multimedia		Passed		All multimedia objects are tagged



		Screen flicker		Passed		Page will not cause screen flicker



		Scripts		Passed		No inaccessible scripts



		Timed responses		Passed		Page does not require timed responses



		Navigation links		Passed		Navigation links are not repetitive



		Forms





		Rule Name		Status		Description



		Tagged form fields		Passed		All form fields are tagged



		Field descriptions		Passed		All form fields have description



		Alternate Text





		Rule Name		Status		Description



		Figures alternate text		Passed		Figures require alternate text



		Nested alternate text		Passed		Alternate text that will never be read



		Associated with content		Passed		Alternate text must be associated with some content



		Hides annotation		Passed		Alternate text should not hide annotation



		Other elements alternate text		Skipped		Other elements that require alternate text



		Tables





		Rule Name		Status		Description



		Rows		Passed		TR must be a child of Table, THead, TBody, or TFoot



		TH and TD		Passed		TH and TD must be children of TR



		Headers		Passed		Tables should have headers



		Regularity		Passed		Tables must contain the same number of columns in each row and rows in each column



		Summary		Skipped		Tables must have a summary



		Lists





		Rule Name		Status		Description



		List items		Passed		LI must be a child of L



		Lbl and LBody		Passed		Lbl and LBody must be children of LI



		Headings





		Rule Name		Status		Description



		Appropriate nesting		Passed		Appropriate nesting










Back to Top

