Eastern Oregon Head Start

Diabetes Protocol 
Child:
________________________________
Parent: _______________________ 


Gender:_______________________________
Phone: _______________________    


Birth date:_____________________________ Parent: _______________________


Diagnosis:_____________________________
Phone: _______________________
School:_____Eastern Oregon Head Start____
Center:________________________

Health Care Provider:____________________ Phone:________________________

Address:____________________________________________________________


Describe below the health care needs while at Head Start as explained by the parent.

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Describe below the responsibilities for care the parent will provide at home.
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Under what conditions will the parent be called to come to Head Start to attend to child’s needs?

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Under what conditions will Head Start staff call 911 for child’s care?

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
___________________________________

__________________________
Signature of Parent




Date
___________________________________

__________________________

Health Care Provider Signature



Date
___________________________________

__________________________

Signature of Head Start Teacher



Date

___________________________________

__________________________

Signature of Head Start Teacher



Date
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