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MIAT Paperwork Quick Tips 

Things to Remember: 

 Information must match and be consistent between forms (i.e. DA 7725 - Health

Screening Tool, Health Assessment, Medical Action Plans, and DA 7720 - Special Diet

Statements).

 A completed packet must be available, to include a DA 7725 - Health Screening Tool and

Health Assessment, previous year’s DA 7725 - Health Screening Tool and DA 7729 –

EFMP Notes and any relevant Medical Action Plans and DA 7720- Special Diet

Statements prior to Army Public Health Nurse (APHN) review.

 All Medical Action Plans (MAPs) must be completed annually (every 12 months from

the date of healthcare provider’s signature).

 All DA 7725 - Health Screening Tools must be completed annually (every 12 months

from date of parent’s signature).

 All DA 7720-Special Diet Statements (SDS) can be updated annually if there are no

changes in the health plan.  This can be done by the parent/guardian 12 months or before

the date of the healthcare provider’s signature for year two (2) and year three (3).  The

Special Diet Statement cannot exceed three (3) years from the date of the original

healthcare provider’s signature.

 All Health Assessments can be updated annually if there are no changes in the child’s

health. This can be done by the parent/guardian 12 months or before the date of the

healthcare provider’s signature for year two (2) and year three (3). The Special Diet

Statement cannot exceed three (3) years from the date of the original healthcare

provider’s signature.

 Sports Physicals must be completed annually (every 12 months from the date of the

healthcare provider’s signature) and must be current through the last game of the sports

season.
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CYS staff check box according 

to what type of registration 

this is

Date Tool #1 was received 

from parent  

Dual Military should have higher 

ranking parent as sponsor 
Date Tool #1 was sent to 

APHN for review  

DA 7725 - Health Screening Tool 

(Completed at CYS)

<Part A> 

 

 FOR POS COMPLETION ONLY is completed by CYS staff

 Part A is completed by parents

 New Conditions require a new Screening Tool #1 and Health Assessment.

 ALL blocks must have complete information (i.e. Email, Home Address, etc.)

 Enter .mil email if available for easier import/export of household records in CYMS
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 <Part B> 

 Part B is completed by parents

 If the parent answers “Yes” to questions 1, 2, 4, and 5, a relevant Medical Action Plan (MAP)

needs to be completed and returned (i.e. Allergy MAP, Respiratory MAP, etc.).

 If the parent answers “Yes” to question 3, a Special Diet Statement needs to be completed

and returned.

 All information documented in Part B needs to match and be consistent with information

found on the Health Assessment, Special Diet Statement and MAPs if applicable.

 All questions need to be answered either “Yes” or “No”.
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<Part C – Part E> 

 Parts C-E are completed by parent

 Part C must include any prescribed medications and parent must indicate “Yes” or “No” for

medications administered during care.

Parent Signature for all “No” 

or “Yes” to only 3b 
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• If all answers to questions in Part B are “No” or “Yes” to Only Part B, 3b, parent signs and 

dates Part E for completion of the form.

<Part F> 

 If any of the answers to questions in Part B are “Yes”, parent signs and dates Part F for

completion of the form.

 Form is then sent with supporting documentation (i.e. Health Assessment, MAPS, SDS) to

Army Public Health Nurse for review.

Name of Medical Center 

(MAMC, Nisqually Clinic, 

etc.). 

Name of Child JBLM  

Parent Signature for “Yes” 

answers  
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<Part G> 

 

• Part G is completed by Army Public Health Nursing (APHN)

• APHN reviews all submitted documentation and completes Part G, making a 

recommendation to hold a Modified, Full, Annual Review or no MIAT at all.

• Completed forms are returned to Parent Central and saved into CYMS for future use.

Documents 

Reviewed 

MIAT 

Determination 
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DA 7727 - Allergy Medical Action Plan 

<Page 1> 

 Parent completes personal information which should be filled out entirely.

• Health care provider completes medication/treatment plan.

• Allergies that have the same symptoms and treated with the same medications may be 

entered on the same line, otherwise a new line entry is needed.

• Symptoms must be listed (i.e. hives, rash, difficulty breathing) or may be referred to as “Mild 

Symptoms” or “Severe Symptoms” which are listed on page 2 of the MAP.

• Dose, time and route are indicated on the medication prescription label and not on the 

Medication Protocol section of the Allergy MAP.

• Medications listed in the in the Treatment Plan must match medications listed in any other 

documents (i.e. Special Diet Statement, Health Assessment, Tool #1).

• Self-Carry and Self-Medicate indicates if the child can self-carry and self-administer their 

rescue medication.  This section is only applicable for School Age Children and Youth.
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 Parent must print name, sign and date.

 School Age Children and Youth who have been given authorization to self-carry, self-

administer must print name, sign and date.

 Health Care Provider must stamp, sign and date.

 Army Public Health Nurse (APHN) must print, sign and date.

 All signatures are required or the form is not complete.

 This form is only valid for 12 months from the health care provider’s signature and date.

Parent Name, 

Signature and Date 

Youth Name, 

Signature and Date 

Health Care Provider 

Name, Signature and 

Date

APHN Name, 

Signature and Date 
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DA 7718 - Respiratory Medical Action Plan 

< Page 1> 

 Parent completes personal information which should be filled out entirely.

 The health care provider must indicate all respiratory triggers.

 

 The health care provider must indicate all symptoms that would indicate the need for rescue 

medication administration. 

Route of 

Administration 

Child can or cannot 

self-carry/administer 

medication 

Repeat Dose, “Yes” 

or “No” 

Name of rescue 

medication 
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• The health care provider must list the name of the rescue medication (i.e. Albuterol or 

Levalbuterol) as well as the route it is to be administered. 

• Dose, time and route are indicated on the medication prescription label and not on the 

Medication Protocol section of the Respiratory MAP.

• The route documented should only be one route, not multiple.

 The health care provider must indicate whether the medication can be repeated and if so, in

how many minutes after the first dose.

 Self-Medication indicates if the child can self-carry and self-administer their rescue

medication.  This section is only applicable for School Age Children and Youth.

 Parent must print name, sign and date.

 School Age Children and Youth who have been given authorization to self-carry, self-

administer must print name, sign and date.

 The health care provider must stamp, sign and date.

 Army Public Health Nurse (APHN) must print, sign and date.

 All signatures are required or the form is not complete.

 This form is only valid for 12 months from the health care provider’s signature and date.

APHN Name, 

Signature and Date 

Health Care Provider 

Name, Signature and 

Date

Youth Name, 

Signature and Date 

Parent Name, 

Signature and Date 
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DA 7717 - Seizure Medical Action Plan 

 Parent completes personal information which should be filled out entirely.

 The health care provider must indicate the child’s history of febrile seizures and/or epilepsy,

and the current treatment regimen.

 The health care provider must indicate all symptoms for seizures, either febrile or epileptic,

as well as a history or febrile seizures.

• Medications for febrile seizure (i.e. Tylenol or Motrin) if prescribed, as well as what 

temperature requires the child to be picked up from care.

• Rescue medications given in the event of a seizure are listed as well (i.e. Diastat, Versed)

• Dose, time and route are indicated on the medication prescription label and not on the 
Medication Protocol section of the Seizure MAP.

Temperature at which 

to give medication 

Febrile seizure medication and 

temp to be given 

Rescue Med to be 

given for seizure
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• Parent must print name, sign and date.

• School Age Children and Youth who have been given authorization to self-carry, self-
administer must print name, sign and date.

• The health care provider must stamp, sign and date.

• Army Public Health Nurse (APHN) must print, sign and date.

• All signatures are required or the form is not complete.

• This form is only valid for 12 months from the health care provider’s signature and date.

Health Care Provider 

Name, Signature and 

Date

Youth Name, 

Signature and Date 

Parent Name, 

Signature and Date 

APHN Name, 

Signature and Date 
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Diabetes Daily Medical Action Plan 

<Page 1> 

 Parent completes personal information which should be filled out entirely.

 The form must indicate what type of daily care will be provided to include food, blood

glucose and activity monitoring as well as insulin therapy.

 All diabetic supplies indicated must be supplied by the parent/guardian.

Date of 

Diagnosis 

Type of 

Diabetes 

APHN 

Contact Info 

Normal Blood 

Glucose Range 
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 This section indicates the type of food monitoring oversight should provide.

 Staff are providing oversight and verification, not performing the tasks themselves.

 Times that blood glucose levels are to be checked throughout the day need to be clearly

marked.

 

 

 If the child has a glucose meter and needs to have their blood glucose levels checked by

using a lancet and test strip, “Yes” must be checked.

 If the child has a continuous glucose meter that will monitor their blood glucose levels,

“No” must be checked.

 This section is used to determine if the child can self-carry, self-administer or if they

need assistance from staff.  Section should be checked accordingly to child’s skill level.

Blood 

Glucose 

Meter with 

Lancets 

Blood 

Glucose 

Monitor 

with Alarm 
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<Page 2> 

 This section is documents how insulin is given either by insulin pump, syringe and vial or

insulin pen.

 Insulin can only be administered by the child/youth or parent.  Staff may not administer

insulin, but may provide oversight.

 Also noted is the preferred injection site for the insulin to be administered.

 Insulin dosing scale based on symptoms is meant as guidance for the child/youth or

parent when correcting blood glucose levels.

 

 

 

 Meals will be provided by parent/guardian and pre-labeled with amount of

carbohydrates –OR- child will eat food served in the facility as documented on the Army

CYS Standardized Menu.

 Units of insulin to be given based on carbohydrate consumption are calculated either for

coverage only –OR- based on pre-meal blood glucose and hours since last insulin dose.

 Authorization for child to calculate own insulin dosages with or without supervision –

OR- parent/guardian must determine dosage.

Method of 

Injection 

Who can 

Administer 

Insulin 

Site of 

Injection 

How meals 

are provided 

Insulin Dosage 

Based on 

Carbohydrate 

Consumption 

Child’s 

Authorization 

to Calculate 

Insulin Dosage 
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 Brand and model of insulin pump as well is indicated

 Blood glucose levels greater than the number indicated as well as longer than the hours

indicated means the child must be picked up by parents/guardian.

 Authorization for child to calculate self-manage their insulin pump with or without

supervision –OR- parent/guardian must assist with pump settings.

 

 

 Parent must print name, sign and date.

 School Age Children and Youth who have been given authorization to self-carry, self-

administer must print name, sign and date.

 The health care provider must stamp, sign and date.

 Army Public Health Nurse (APHN) must print, sign and date.

 All signatures are required or the form is not complete.

 This form is only valid for 12 months from the medial provider’s signature and date.

Parent Name, 

Signature and Date 
Youth Name, 

Signature and Date 
Health Care Provider 

Name, Signature and 

Date

APHN Name, 

Signature and Date 

Insulin Pump 

Brand/Model and 

Type of Insulin 

Blood Glucose 

Level for 

Pickup 

Child’s 

Authorization 

to Manage 

Pump 
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Diabetes Emergency Medical Action Plan 

<Page 1> 

 Parent completes personal information which should be filled out entirely.

 The health care provider must indicate all symptoms for hypoglycemia (low blood sugar

level) specific to each child.

Doe, Jane 20090214 20171201

Doe, John 

Dr. Knows Best 253-112-1112

APHN 

Contact Info 

Normal Blood 

Glucose Range 
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 Treatment of hypoglycemia and the child is responsive and able to swallow are

indicated specific to individual blood ranges.

 Administration of Glucagon may also be indicated for treatment of severely low blood

sugar levels, unconsciousness, unresponsiveness or seizures.

 The health care provider must indicate all symptoms for hyperglycemia (high blood

sugar level) specific to each child.

 Treatment of hyperglycemia is specific to individual blood ranges and addresses doses

of insulin related to ranges of blood glucose levels.

 Shortness of Breath, Vomiting, Blood Glucose Levels above Documented Number or

Blood Ketone levels as indicated requires emergency medical services.
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<Page 2> 

 Field Trip Procedures indicates if the child must remain with staff for the entire trip.

 Self-Medication indicates if the child can self-carry and self-administer their rescue

medication.  This section is only applicable for School Age Children and Youth.

 Bus Transportation indicates if the child will carry medication on the bus and where it is

located.

Location of 

medication during a 

fieldtrip

Child can or 

cannot self-

carry/administer 

medication 

Medication guidance 

for Bus Transportation 
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 Parent must print name, sign and date.

 School Age Children and Youth who have been given authorization to self-carry, self-

administer must print name, sign and date.

 Health Care Provider must stamp, sign and date.

 Army Public Health Nurse (APHN) must print, sign and date.

 All signatures are required or the form is not complete.

 This form is only valid for 12 months from the health care provider’s signature and date

Parent Name, 

Signature and Date 

Youth Name, 

Signature and Date Health Care Provider 

Name, Signature and 

Date

APHN Name, 

Signature and Date 
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DA 7720 - Special Diet Statement 

<Page 1> 

 Parent completes personal information which should be filled out entirely.

 

 Form is applicable for medical based allergies, intolerances, special food preparation or

religious beliefs.

 Personal preferences cannot be accommodated by CYS.

 If omissions are medically based, a health care provider must stamp, sign and date the form.

 If omissions are religiously based, a representative of that religion must sign and date the form. 

Medical 

based 

omissions 

Religious 

based 

omissions 
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• Foods that are being omitted or may be grouped together as long as the reactions, 

substitutions and medications (if applicable) are the same.

• A reaction must be included for medical based omissions and may be included for religious 

based omissions if applicable.

• MEDCOM Dietician approved food substitutions are listed on page 2 and will be used if no 

substitution is indicated on page 1.

• Substitutions cannot state “None”, “N/A”.
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 Additional information is used to indicate rescue medication intervention, special dietary

needs such as “pureed food” or “extra caloric intake” at meals.

 If a rescue medication is listed in additional information, an Allergy Medical Action Plan must

also be completed.

 <Page 2>

 Parent must sign Year 1 and may renew if there are no changes to dietary plan for Years 2 –

3. This is done on an annual basis with a parent signature on or before the date of the health

care provider. 

 Youth may also sign the form if applicable.

Parent Name, Signature and Date 

Youth Name, Signature and Date 

APHN Name, Signature and Date 
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Health Assessment/Sports Physical 

<Page 1> 

 Part A of the Health Assessment must be filled out by the parent/guardian

 Personal information should be filled out entirely.

 If the child has ongoing medical concerns, an explanation should be provided (i.e. chronic ear

infections, ADHD, etc.)

 If the child is enrolled in the Exceptional Family Member Program (EFMP), an explanation

should be provided (i.e. asthma, cystic fibrosis, etc.)

Ongoing 

Medical 

Concerns 

EFMP 

Enrollment 
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 Items 1-26 should be marked as “Yes” or “No”.  All items need to be answered with the

exception of #26, unless the answer is “Yes”.

 All medical conditions indicated on the medical history should match any medical conditions

listed on other relevant forms (i.e. Screening Tool #1, SDS, MAPs).

• Any questions answered “Yes” should include a brief explanation.

• All ongoing medications that the child is currently taking should be listed (i.e. Concerta, 

Zyrtec, etc.).  The Name, Dosage and Frequency are required and should be consistent 

with current medication prescription labels.

• All allergies to include food, medicine and insect bites should be listed.  Allergies listed on 

the health assessment need to match those listed on the Allergy MAP and SDS if food 

related.  The Type (i.e. peanuts, ant bites, etc.) and Reactions (i.e. hives, rash, difficulty 

breathing, etc.) should be listed.

Explanation for “Yes” answers 

Medications, Dosage and Frequency 

Allergies and Reaction 
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 Part B must be completed by a Doctor, Nurse Practitioner or Physician’s Assistant.

 The child’s age, height, weight, blood pressure, pulse and visual acuity should be marked

as well as a review of items 1-14.

 Any abnormalities found during the health assessment should be indicated and comments

provided for further explanation.

 The health care provider must also indicated if immunizations are current and up-to-date.

 This form may also be used for sports participation.  The health care provider should also

indicate participation in CYS sports and general physical activity with or without restrictions

if applicable.

 A sports physical is valid for 12 months from the date of health care provider’s signature.

Abnormalities that may need treatment 

Immunizations 
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 Part C must be completed by a Doctor, Nurse Practitioner or Physician’s Assistant and

signed by the parent or guardian.

 This section indicates any further information that addresses special program needs,

considerations or restrictions for CYS participation.

 CYS program participation must be indicated either “Yes” or “No”.

 Health Care Provider must stamp, sign and date.

 Parent must print name, sign and date.

 Both signatures are required or the form is not complete.

 

 The Health Assessment is only valid for 12 months from the date of exam, but may be 

renewed annually by the parent/guardian if there are no changes in the child’s health 

status. 

• The Health Assessment cannot exceed 3 years from the date of the exam.

• A school, state well baby, or other health assessment/sports physical form that possesses 

similar medical information identified on the Health Assessment/Sports Physical form is 

acceptable in place of the Health Assessment/Sports Physical form. In this instance, parents 

must still complete Part A and Part C of the Health Assessment/Sports Physical. 

CYS 

Participation 

Parent Name, Signature and Date 

Health Care Provider Name, 

Signature and Date 

Parent Annual Renewal 

for Health Assessment 




