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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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DA 7725 - Health Screening Tool
(Completed at CYS)

<Part A> . . Date Tool #1 was received

e ofo ording
. . from parent
O 9, O O
FOR POS COMPLETION ORNLY
il . < I r i ol y . h
[ wilial Registration 1 | Re-regishralionfalieady o program Ciate in p . L
In waiting ist? Yas My T Cumend Prog
’ l — R Diate curt fo APHN- ; ‘
Dade cane noeoded? N e 10 Caonditin ’
PART A- GEMERAL INFORMATION (Parent complates)
Cohikt Y outh's, Mame: Childouth Schaoed Grasdes (exarnmly. Fro Grade) | Dale of Birth 7YY FIAIA00) | Ao
Type of Program Requested (check & that appiyl
[] Hourly Cars [l Ful Day cars __ Middle SchoodTeen Program || Summes Camp [ | Other:
__ Parl Dy Cearg | Beloreiaier School Canes SKIESHmsmeclional Classes Sporls
Sponsor Mams Sponsor Email faK) Sponsor S5M (Last 4 digifs]
EE'”'“ Marms Spouse Fmiail sponsor [OE
Faome Phone Cell Phong Spnrsor Linit
Home Address Sponsor Duty Bhone
Dual Military should have higher

ranking parent as sponsor

Date Tool #1 was sent to

APHN for review

e FOR POS COMPLETION ONLY is completed by CYS staff
e Part A is completed by parents

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

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

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

PART B - CHILD / ¥OUTH MEDICAL / DEVELOPMENTAL CONDITIONS jcheck pen ar ma)

Does your childiyouth have:

1. AsthrmaReactive Arssay DiscascBreathing Probiems?
@ Dol I Foquine a nescue medicaton’y

2. AllargiesT

hges]

hes]

s

V[V

Y [¥]

Mix

8. Erncdional problemsidilicullios?

Yes

| Mo

S AuhEm Specinum Lesondery

10. Devalopmeantal Dizability?

Ve

es

| Mo

| Mo

. 11 Visual problermsidficuties not comerted by glassess . 1
a [oes i require a rescue medicabon’ Yas Mo contacs Y Mo
3. Digtary Resfrictions? fas No || 12 Hearing problems/difficuities? Yes, | Mo
o, Mudically-based | | b. Religiously-based 13. Speachianguage delays® Yes | Mo
14 Other developmental delays? Yes | Mo
4. Disabezles? hizE Moy
15 Physical desabiliy ¥ Yes | Mo
sy Se ; Y iy . - — — p—
5. Epilepsy/Seizues? 16. Oither medical condition or concems? Yas Mo
) Il wes. please explain. g
6. Allention Dehcit Iy peractivity Desorder (ADDSALH D07 ¥ My
a Is your childhyouth prescribed medication? Yes M
7. Diagnescd Behavon'Conduch condems? Y My
a. Is your childiyouth prescrbed medication? Yas M

e Part B is completed by parents

o 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.).

e |f 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>

FPART C - MEDICATIONS
List any medirations that are prescnbed for your childqyouthe

Will your chad requere medication administrabon dunng child careyouth supenasion hours? || Yes Mix

ChildsYoulh's Name:

PART [ EARLY IHTERYEMTIOHN AND SPECIAL EOUCATION

Dhcesss o ehisibyoul receve special servicesthengies? | | Yes || o | Do your chuddfoulh have an.

Hyes, poase specits: a. Indwduaized Educalon Plan (2P [7] o= Ko
o, Indwduaized Famiy Senice Flan [IFSE) [was [ Ma
. 50 P [ ves [ Ma

PARTF - FECFETIONAL FAMILY MPMAFR PROGRAM (FFMP FNRCH | MERT

k& wour cihlkd mrenlla Inthe FFMPY | T | Mo
H yes, specity for what condfion

If you have answered HO to all the question=s above or YES to ORNLY Fart B, 3b_, sign and date below, indicating
that the information above is accurate and complete to the best of your knowledge.

Prmisd Hame ol ParenbiPeronal Hepresenbalne of Chid™ oulh w- ol Forem Hersorse Hepreserialye of Chid™ou® | Dale {7 F YRAWSTLH

~

K you answered YES to any of the questions above (OTHER THAM P B, 3b.), complete Part F balow,

Chald, Youth son Sohwood Services ghives To peovide B sulest o healthies) sarmemenl i o childyouth™ s isley on yor scomete oo st
B s 1 thin (o, Pledoan inderesand mat plocsment anbaor care T yoar childponh coud D detaa®e e 1 infomation La i
or miersonally omiied on regisration documentabion. IF there are any changes 5o your childkyouth's healih st

Parent Signature for all “No”

or “Yes” to only 3b

e Parts C-E are completed by parent
e Part C must include any prescribed medications and parent must indicate “Yes” or “No” for

medications administered during care.
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e 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> Name of Medical Center
(MAMC, Nisqually Clinic, Name of Child JBEN
y4

pd
PART F - RELEASE O INFORMATION  /

Is this childiyout Lcurrently covered by TRICARE or other piffary health care? [ | ¥#s [ | No
A
(name of Medical Treatment Facility or phys#ian's practice)

to the
(name of child) {name of installation)

Child, Youth & School (CYS3) services and Multidisciplinary Inclusion Action Team (MIAT) personnel, are necessary to
conduct a MIAT review. This authorization will remain in effect for one year. | understand | may revoke this consent in
writing at any time before expiration, but any action taken by the MIAT team on this authorization prior to revocation is
valid and will remain in effect.

| authorize to release an dical information regarding my child

| understand that information disclosed pursuant to this authorization is For Official Use Only (FOUO) and may be subject
to redisclosure. | understand that information redisclosed is no longer protected by DoD 6025, 18-R; however,
confidentiality of this information will remain protected by the Privacy Act of 1974, 5 U.5.C. section 552a.

The Military Health System (which includes the TRICARE Health Plan) may not condition treatment in MTFs/DTFs,
payment by the TRICARE Health Plan, enroliment in the TRICARE Health Plan or eligibility for TRICARE Health Plan
benefits on failure to obtain this authorization.

Printed Name of Parent/Personal Representative of Child/Y outh %ﬂnlre of Parent/Personal Representative of ChildiYouth | Date (YYYYMMMDD)

™~

Parent Signature for “Yes”

answers

e If any of the answers to questions in Part B are “Yes”, parent signs and dates Part F for
completion of the form.
e Form is then sent with supporting documentation (i.e. Health Assessment, MAPS, SDS) to

Army Public Health Nurse for review.
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Childf¥ouths Name:

<Part G> PART G - ARMY PUBLIC HEALTH NURSE {APHN) CASE REVIEW

Medical Records Reviewed? [ | Yes [ | Mo [ | Mot Available

Special Needs/Diagnosis:

Medical Hstory (Apoiicable fo Special NeedsTisanosis):

Training Required for CY5 SaffFCC Provider (dedsil type of training, who wall prowide the iaining and projecied Smedine).

Recommendation Surmrmary (if addifonal space is meeded pleass add a contimusbon page):

Documents

Reviewed

MIAT

Determination REVIEWED [check all Sy apply):
[] Atlengy maP | ] miabetes MaP [7] EpilepsySetzure MAP [[] Respiratory MaP [[] Spedial Diet Statement
Wm&mpuuﬂm INCLUSION ACTION TEAM REQUIRED:

[] Administrative || Modified [] Fun [] Annual Review
FPHMN Printed Mame or Samp FAPHN Signature Dt (¥ ¥ FAMNALILT]
Date Received by APHN (7YY YMMMDD] Date Retumed to Parent Central Senvices/EFMP (7 7Y PR MMD0)

e Part Gis completed by Army Public Health Nursing (APHN)

e APHN reviews all submitted documentation and completes Part G, making a
recommendation to hold a Modified, Full, Annual Review or no MIAT at all.

e Completed forms are returned to Parent Central and saved into CYMS for future use.
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DA 7727 - Allergy Medical Action Plan

<Page 1>
Chikd™outh's Mams: Luate of Birth Dl BSOS Or Name
SponsoGuardian Phons Murmiss Health Cars Provider Health Care Provides Phone Murnbss

e Parent completes personal information which should be filled out entirely.

MEDICATION/TREATMENT PLAN

Allergies: Symptoms: Medication (as directed on prescription labef):
Can Self-Carry: Yes No
Can Self-Medicate Yes No
Allergies: Symptoms: Medication (as directed on prescription label):
Can Self-Carry: Yes No
Can Self-Medicate Yes No
Allergies: Symptoms: Medication (as directed on prescription label):
Can Self-Carry: Yes No

Can Self-Medicate Yes No

e Health care provider completes medication/treatment plan.

e 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.

e 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.

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

e Maedications listed in the in the Treatment Plan must match medications listed in any other
documents (i.e. Special Diet Statement, Health Assessment, Tool #1).
e 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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Narme of Marent'Guardian Farent/Cuardian Signature Dt (¥ Y YLIMEL
Parent Name, -
Signature and Date

Warme of Yodh {F appicahbiel 'wh Signature (If spmicable) Laater (¥ Y ¥AARTLAT
O d e
e and Date
Starn of [ealth Care Prowidern Heallh Cane Prosider Semalung it (Y ¥RATI)
Mame of sy Puble Healh Nurse Ly PLRe Murs e Siqnan e Dieda [y D0

APHN Name,

Signature and Date

Health Care Provider
Name, Signature and
Date

e Parent must print name, sign and date.

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

e Health Care Provider must stamp, sign and date.

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

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

e This form is only valid for 12 months from the health care provider’s signature and date.
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DA 7718 - Respiratory Medical Action Plan

< Page 1>
Child/Youth's Name Date of Birth Date Sponsor Name
Sponsor/Guardian Phone Number Health Care Provider Health Care Provider Phone Number

e Parent completes personal information which should be filled out entirely.

ASTHMATIC RESPIRATORY TRIGGERS (Check all that apply)

D Animal Dander D Dust D Mold D Pollen D Tobacco Smoke D Cold Air

D Vacuum Cleaning D Strong Odors/Sprays D Medication D Other:

e The health care provider must indicate all respiratory triggers.

RESPIRATORY SYMPTOMS (Check all that apply)

D Excessive dry cough D Shortness of breath D Tightness in the chest

D Mild chest retraction (child is “pulling in” chest while breathing) D Wheezing (a whistling sound when the child breathes)

D Other: D Other:

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

medication administration.

Name of rescue

medication

Route of
Administration

/ MEDICATION/TREATMENT PLAN

as directed on prescription label.

Adminéter the rescue medication
(name of medication)

Route: D Inhaler D Inhaler with Spacer D Nebulizer

Dose: |:| May Repeat one time after minutes if symptoms still persist. |:| Do Not Repeat

Can Self-Carry: Dy D No Can Self—MedNQS D No

Child can or cannot

o Repeat Dose, “Yes”
self-carry/administer p

medication

or IINOII
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e 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.

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

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

how many minutes after the first dose.

o 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.

amiz of Parenti i
Mz of Parentyzuardian e AT
Signature and Date

F“H' rebEuardian Sianaiung

Uete (Y Y ¥ YRR

Mame of Youlh [if apymcabie] Youth Name
7

Signature and Date

Health Care Provider
Name, Signature and
Date

Stamp of Health Care Frovider

o
44—

Fams of Anmy Fublic Heall Hurss .
‘ APHN Name,

Signature and Date

e Parent must print name, sign and date.

ﬂ'l’l =INATUE (I S |
mh‘h Care Prossdsr Samaturs

[ &y Fublic Murse Signabure (This signatire serves as |

WIC excepiron o medwcabon policy)

Date (Y Y ¥R

Diete (RO

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

administer must print name, sign and date.

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

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

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

e This form is only valid for 12 months from the health care provider’s signature and date.
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DA 7717 - Seizure Medical Action Plan

Child/Youth's Name Date of Birth Date Sponsor Name

Health Care Provider Phone Number

Sponsor/Guardian Phone Number ‘ Health Care Provider

e Parent completes personal information which should be filled out entirely.

EPILEPSY/SEIZURE PLAN

Epilepsy/Seizure Diaanosis Child/Youth's age at diaanosis | Frequency of seizures over the last 12 months

Current Treatment Regimen

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

and the current treatment regimen.

EPILEPSY/SEIZURE SYMPTOMS

Lip Smacking Falling Down | Rigidity Stiffness | Blue Color to Lips
Eye Rolling Shallow Breathing | Froth from Mouth | Loss of Consciousness
Staring Twitching | Thrashing/Jerking | Other:

History of Febrile Seizures (explain)

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

as well as a history or febrile seizures.

EPILEPSY/SEIZURE MEDICATIONS

Medication (as directed on prescription label)

Febrile seizure medication and

temp to be given

Form Febrile Seizures temperature of call Parent for Pick-Up.

Medication for immediate use in case of seizure as directed on prescription label. (May require an exception to policy)

Rescue Med to be
given for seizure

e 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.
e 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.
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Wﬂﬂhﬁllﬁrﬂﬁﬁ Siamatun

| agree with the plan outlined above.
. Parent Name,
Mame: of ParcntiEuardian .
Signature and Date

Dt (YA

Mamre of Youlh [ aoohicables) Youth Name, il v Sionalure (o aonficals|
Signature and Date

Dialer (¥ Y YA

Stamp of Health Care Provider mﬂ“h Care Provider Sionatura

Health Care Provider
Name, Signature and

Mams of Army Mublic Health Murss Date unhc Furse Signature
APHN Name,

Signature and Date

Diate (YYD

Diate (™Y YAAMDN

e Parent must print name, sign and date.

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

administer must print name, sign and date.
e The health care provider must stamp, sign and date.
e Army Public Health Nurse (APHN) must print, sign and date.

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

e This form is only valid for 12 months from the health care provider’s signature and date.
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Diabetes Daily Medical Action Plan

<Page 1>
PILOT - CYS SERVICES DIABETES DAILY MEDICAL ACTION PLAN
[Form to be completed by Health Care Provider]
Childfvouth's Name Date of Birth =5

Sponsor Mame

Health Care Provider Health Care Provider Phone

APHN

e Parent completes personal information which should be filled out entirely.

In crder to ensure the childyoud can be accomnodated in a safe and Iﬁlhyrmarlﬂ' irta @ groug child care setting, this plan should b= completed by the
child's heslth care provider in coordinalion with the CYS Sendces chijsiass sEaealth consultant' Army Public Healt Nurss [APHN) and the
pareni(z)iguardianiz). Thiz plan shoukd be developed with the under] DEE )i 1 caregivers (non-medical personnel) responsible for caring for childfen in
& group sefting may be performing the tasks crdered on fis Digbeled 1R 005 Clion Plan. APHN Contact information:

Date of Diabetes Diagnosis:

o Typel o Type 2 o other:

DAY TMONTHYEAR

Mormal blood glucose range for childfyouth: 4 to Type of

Diabetes

Normal Blood

Glucose Range

Contact Info

DAILY CARE REQUIREMENTS (required during child care hours)
o Food Monitoring o Blood Glucose Monitoring o Activity Monitorng = Insulin Therapy
o Other:
Storage of Diabetic Supplies and Emergency Response Medications (all supplies and medications supplied by parent'guardian)
o Blood Gucose Meter & Test Srips o Hetone Meter & Test Strips = Lancets = Gucagon = Inzulin Pen = Irsulin Vil & Syringe

e 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.

e All diabetic supplies indicated must be supplied by the parent/guardian.
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FOOD MONITORING - DVERSIGHT BY STAFF

= Meal!Snack Poron Control o Venfication of accuracy of counting of cafbohydrates
o Werification of serving size = Verification of carb data entry into insulin pump
o Werification of amount of food consumed

o Cocumentafion on Food Log oCther:

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

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

BLOOD GLUCOSE MONITORING
Check blood glucoas: = Befors Meals/Snacks o Hiours Afier Meals/Snacks
o Before Activity o After Actiwty o Prior fo leaving care

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

marked.

BLOOD GLUCOSE MONITORING - METER, LANCETS AND TEST STRIPS / CONTINUOUS GLUCDSE METER
o Yes - BrandModel of the blood glucose meter:
Prefered fesfing site: o Fingertips o Forearm o Thigh o Othies:

Note: I severely low blood glucose (hypoglyoemia) is suspected only use the fingertips to check blood glucose.

/J o Mo - Child™outh has a Contiruous Glucose Meter (CGM) - BrandWiodel:
Alarmz set for: Low: (mardl) High (g}

o Take action based on alarms and readings
o Confirm CEM results with 3 finger stick check before taking aciion based on CGM blood glucoss readings.

Note: If child/youth has symptoms or signs of hypoglycemia, check finger stick blood glucose level regardless of CGM readings.

e 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.
e [f the child has a continuous glucose meter that will monitor their blood glucose levels,

“No” must be checked.

BLOOD GLUCOSE MONITORING — CHILDYOUTH SELF-ADMINISTERING/MONITORING

= Mo - CY'55 Caregivers will need to perform and monitor blood glucose’kefone checks
= Yes with assistance, child'youth can perform and selimonrtor Blood glucoseketone checks with CY'335 staff assistance
= Yes independently, childfyouth can independently perform and self-monitor blood glucose’ketone checks and can alert CY 55 siaff if assistancs is required

= ChildYouth has permission to carry self-maonitoring items (meter, lancets, and test s¥ips) and can responsibly maintain and dispose of lancets

e 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.
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Method of
Injection Site of

<Page 2> Injection

INSULIN THERAPY -- CHILDVYOUTH OVERSIGHT BY STAFF

Given by: o Insulin Pump o oyringe & Vial o Inzulin Pen
Adrrinistesed by = Chikd®Youth = Parent o Ciher:
Who can ed Injection Site: o Stomach = Upper Arm o Thigh o Buttocks = Rotafion o COther:

Administer Note: For rofation of injecfion sites, please ensure all preferred sifes are selected.

Insulin

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

e Insulin can only be administered by the child/youth or parent. Staff may not administer
insulin, but may provide oversight.

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

Sympiomatic Bleod Glucose Level Insulin Dosing: Give insulin according to the dosing scake:
Elood glucose o mgidl  gwe wnitz of insulin
Elood glucose o mgidl  gwe wnitz of insulin
Elood glucose 1o mgidl  gve writs of insulin

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

parent when correcting blood glucose levels.

How meals Post-meal dosing of insulin is preferred. Age and maturity must be considered when determining whether pre-meal dosing is appropriate for the
are provided child in a child care setting. Insulin desing based on carbohydrate counts will only be supported for scheduled meals and snacks:

s o Meal provided by parent'guandizn preJabeled amount of carbobiypdrates. o Arrmy O3 Standardized Menu with Nutrfional Data (check availability)

o Carbohydrate coverage only: 1 unit of insulin per ____ grams of carbohydrate
lﬁarbnh].rdmte coverage + correction factor dose: Pre-meal blood gucose greater than ___ moidl (target blood glucose) and ___ hours sines lastinsulin
Insulin Dosage dose. Correclion Factor: 1 wnit of insulin per ____ mgidl abowve target blood glucose + 1 unit of msulin per ____ grams of carbohydrate

Based on = Insulin Pump Wizard
Carbohydrate o DQ MOT give insulin for snacks.
o Cither:
ChildiYouth can determine own ingulin doaages:
o Mo - Farent'Cuardian or authorized adult designes must determing dosage and administer insulin injecions.
o Yes with assistance, childfyouth can determine dozage and administer insulin with supervision.

o Yes independently, childyouth can independently determine dosage and administer msulin without assistance or supenision.

Consumption

Child’s
Authorization

to Calculate
Insulin Dosage

e 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.

e 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.

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

OR- parent/guardian must determine dosage.
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Insulin Pump

Brand/Model and
Type of Insulin

Blood Glucose
Level for
Pickup

.Lﬁl.l_ll PUMP:
EBrand/Modet: Type of Insulin: Child’s
For blood glucosz greater than migidl fior fours call parenis/guardian for pickup.

Authorization
to Manage
Pump

Follow actions and emergency protocols for signa/symptoms of low or high blood glucose (hypoglycemiafhyperglyc
ChildiYouth can self-manage their insulin pump:

o Mo - Parent'Guardian or authorzad adult designes must assist childiyouth fo manags insulin pump saitings.
o Yes with assistance, childyouth can sef-manage e insulin pumg but may resd CY55 saff fo overses entering blood sugar and meal information.
o Yes independently, child'youth can independently manage their insulin pump withowt any assisiance or supenvision.

Bra

ind

nd and model of insulin pump as well is indicated

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

icated 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.

| agree with the plan outlined above.

Health Care Provider

Name, Signature and

Date

APHN Name,
Signature and Date

Parent must print name, sign and date.

adminis

The hea

Printed Name Parent(Guardian Parent/Guardian Signabire Date (7YY MMOD]

Printed Name Youth, if spplicable Fouth Signaturs Y.OUth NI ate [ YMMOT)
Signature and Date

Siamp of Health Care Provider Health Care Provider Signature Date (T YMMOD)

Printed Name ng’a'n?re-:h:r | FCC Provider Program Director | FCC Director Signaturs Date (7Y YMMOC)

Printed Narme APHMHealth Conzultant APHNHeailth Consultant Signaturs Digte (Y YMBMOD)

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

ter must print name, sign and date.

Ith 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.
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Diabetes Emergency Medical Action Plan
<Page 1>

FILOT - CY5 SERVICES DIABETES EMERGENCY MEDICAL ACTION PLAM

e e b corphare bey HiaF Pre e
s Doe, Jane EEEAE 90090214 ™ 20171201
! Doe, John
e e e Knows Best [l Con Tomiter Thome 553 1121112

e Parent completes personal information which should be filled out entirely.

APHN
Contact Info

In order to ensure the child/iyouth can be accommodated in a safe and healthy manner into a group child care setting, this plan shofild be completed by the child's
health care provider in coordination with the CYS Services child/youth center’s health consultant/Army Public Health Nurse (APHN) and the parent(s)/quardian(s).
This plan should be developed with the understanding that child caregivers (non-medical personnel) responsible for caring for chidren in a group sefting may be

performing the tasks ordered on this Diabetes Emergency Medical Action Plan. APHN Contact Information:

Normal blood glucose range for child/youth: 4 to

Normal Blood
Glucose Range

Hypoglycemia - Mild to Moderate, blood glucose levels below 70 mg/dl and child is able to swallow {Low Blood Sugar) Symptoms

o Shakiness o Imitable/Confused o Weak
o Pale orflushed face o Looks dazed o Hungry
o Sweaty o Headache o Dizzy
o Other:

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

level) specific to each child.
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reatment of Hypoglycemia (if child is unresponsive, or unable to swallow — initiate EMERGENCY RESPONSE)
1) If blood glucose is between and and child/youth is able to swallow give:
o 3-4 glucose tablets o 15 gm glucose gel
o A small cup of regular juice or soda (4 ounces) o Other:
Repeat blood glucose level in 15 minutes
2) If blood glucose is between and and child/youth iz able to swallow, repeat food items per step 1.
Repeat blood glucose level in 15 minutes
3) If blood glucose remains between and repeat food items per step 1 and contact parents for pickup for non-response of
blood glucose levels.
If after steps 1-2 child/youth blood glucose is below and/or for signs/symptoms of severely low blood glucose:
UNCONSCIOUS, UNRESPONSIVE, OR SEIZURES - CONDUCT EMERGENCY RESPONSE PROTOCOL!
SEVIEFI:“EFLT’GLEONQYBfgg;OgLSLFCOSE Notify Emergency Medical Services and notify parent/guardian.

REQUIRES IMMEDIATE ACTION o Administer Glucagon (as prescribed)

e Treatment of hypoglycemia and the child is responsive and able to swallow are
indicated specific to individual blood ranges.
e Administration of Glucagon may also be indicated for treatment of severely low blood

sugar levels, unconsciousness, unresponsiveness or seizures.

Hyperglycemia - Mild to Moderate, blood glucose greater than 300 mg/dl (High Blood Sugar) Symptoms

2 Frecusnt Unration o Mauszea ! Slomach achs o Haewy breathing

o Deirerne Thirsd o Wammddry Bushed skin o Hkeadache
Unahle to Concentrate n Combative bebmoar “Faela ko

= Lmher

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

sugar level) specific to each child.

reatment of Hyperglycemia

1 oo plicnae s hetween and et for sy phoms and check blood glueoss per daly care plan
Thiood glucoss is betwsen and :
o Gz chikdiveuth Cups ol wislcr por baur
o Chiek, o Uriris = Blud kelonias avany baur(z].
r Ciner
Rapeat blood giucose leval in minufas
1 biood plucoa is beiwocn il v an addilion: dose of insuln of units
Fepeat blood giucase level in minufes
1 niood plucnae 8 hetween and ity paresisiguardian for pick-up
Far signsfeymptoms of sevarely high blood gluccss (hyperglycemia):
SHORTNESS OF BREATH, VOMITING, BLOOD KETONES QF , OTHER:
CONDUCT EMERGENCY RESPOMSE PROTOCOL
For blood sugar above , Motify Emergency Medical Services_and notify
EMERGENCY RESPONSE: ' :
parent/guardian.
SEVERELY HIGH BLOOD GLUCOSE
REQUIRES IMMEDIATE ACTION Additional Instructions:

e Treatment of hyperglycemia is specific to individual blood ranges and addresses doses
of insulin related to ranges of blood glucose levels.
e 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>

PILOT - CYS SERVICES DIABETES EMERGENCY MEDICAL ACTION PLAN

IFom‘l to be comileted bi Health Care Pro\rideri

This Diabetes Emergency Medical Action Plan must be updated/revised whenever medications or child/youth’s health status
changes. If there are no changes, the Diabetes Emergency Medical Action Plan must be updated at least every 12 months.
Field Trip Procedures

¢  Rescue medications should accompany child during any off-site activities. —
¢ The child/youth should remain with staff or parent/guardian during the entire field trp: o Yes o
»  Staffiproviders on trip must be trained regarding rescue medication use and this health care plan.

e This plan must accompany the child on the field trip.

e Other: (specify)

Self-Medication for School Age Youth

o YES  Youth can self-medicate. | have instructed in the proper way to use his/her medication. It is my
4l professional opinion that s/he SHOULD be allowed to carry and self-administer his/her medication. Youth has been instructed
~~ not to share medications and should youth violate these restrictions, the privilege of self-medicating will be revoked and the

youth’s parents notified. Youth is required to notify staff when carrying medication

o N It is my professional opinion that SHOULD NOT carry or self-administer his/her medication.

Bus Transportation should be Alerted to Child/Youth’s Condition.

o This child/youth carries rescue medications on the bus. o Yes o No

e Rescue medications can be found in: o Backpack o Waistpack o OnPerson o Other *—————
o Child/youth will sit at the front of the bus. o Yes o No

e Other.

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

e 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.

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

located.
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Health Care Provider

Name, Signature and
Date

APHN Name,
Signature and Date

e Parent must print name, sign and date.

Parental ParmissioniConsent

Parents sigrafure gives permizsion for childivouth personngl who have been trained in medication adminstration by the APHN or their
designee to sdminister prescnbed medicine and 1o contact emergency medical seraces # necessary. | understand that | am responsible for
providing all of the medication and ather necessary items for my childd'svouth's care, o inclede sharps waste dspesal and mansgement. |
also understand miy childfyouth must heve requirsd medication with limiher at &l tmes when in attendemcs & CYS programs. Parent must
be readily available via telephone in the event of a diabetic amergency.

Youth Statement of Understanding

I herve been inatrucisd on the proper wey b use my medication. | undersdand ihat | mey nol share medcations and should | aotats these
resinclions, my prvieges rmay be esincled or revosked, my parents wil be nobified and further descipinary aclion may be laken. | am aso

required o noby siaft when carmang or laking my medicabon

I agres with the plan eutlined abave.

Frinled Mame nf ParemdfGuardi=n Dale MY RIEDN

FareniGuandian Sigrature

[
—

Dlate {7y FRISILAL

“rnled Mame of Yook (if apaicablz) Yol Sinatune
: Youth Name,
— Signature and Date

Etamp of Heallh Care Provides Healh Care Provader Signalure Dale (RSO0

n
—

Prinied Bame of Sy Public Hcalih Mars; Amy Public Healih Naese Sanatum D (Y ASRIDTN

. This s atiun ned
Form Updaled 21Jul 02

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

administer must print name, sign and date.

e Health Care Provider must stamp, sign and date.

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

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

e This form is only valid for 12 months from the health care provider’s signature and date
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DA 7720 - Special Diet Statement

<Page 1>
Child M outl s Mame Dl of Dath Sponzor Nams Dite
Doe, Jane 20150214 D, John 20171201
SporsorGuandian Phone Mumbe Healh Care Providorn Healli Care Prowides Phane Murnbas
253-111-1111 Dir. Knows Best 253-112-1112

e Parent completes personal information which should be filled out entirely.

CY'S Services programs participats in the Child and Adult Care Focd Program (CACEP) and must serve meals!snacks meeting the CACFP requrements. Food
. ns may be made onby when supported by @ medical physicianhealth care professional The medical physician must specify_ in witing, the food to be
Medical hm the participant's diet and the tond or choice of fopds that may be subshtnted to mest your chidhyoui's numiional requirsments

based OES MOT REQUIRE participaling progranys 1o provide Tood subsilulions ke dldnen based on religious prefenences bul does allow such varislion as
propriale substilulices are made. Army policy allows programns o provide specal diel seguirerments Tor maligioows reasos. Inoodan foe &gy ©Y5S
vgrames ko honor parenls’ specal egquesls, patrors who request food substibutions for religious reesors are reguired o have g slalement rom a
Attve of their religious mstibution on file

omissions

Klease check one:
Parficipant has a disability or 8 medical condition and requires 8 sp=cial meal or sccommadation {8 q. uvende diabates, allergy to peanuts, sevens
|_| Tood allengy thal resulls in} anaphylaxis). CYS5 Services programs parlicipating in federal nubrilion programs st comply with requests Tor special
meals and any adaptive coepment & icensed Healthcars Proider mast sgn this form. Licensed health care providers. sathonzed f provide

Religious approval are doctors of medicine (MD), osteopathic physicians (00, cartified registersd nurse practtioners (MP), or cerified physician's assistants
{PA). THIS FORM MUST BE SUBMITTED PRICR TO ATTENMDING CARE. NOTE: Family food preferences are not an appropriate use of this
based form and cannot be accommedated in CY'S Services programs.

omissions

—m Maricipant is requesting & special dist dus to the Family's religious belisfs. APHN reviaw not required. THIS FORM MUST BE SUBMITTED WITHIN
30 DAYS OF RECEIPT. SUBSTITUTIONS MUST BE PROVIDED UPON COMPLETION OF THIS FORM.

e Form is applicable for medical based allergies, intolerances, special food preparation or
religious beliefs.

e Personal preferences cannot be accommodated by CYS.

MEDICAL SI':'ECIAL DIET

Listed above is the food(s) to be omitted from the diet and the foods that may be substituted.
*NOTE: Substitutions will be provided as indicated on page 2 of this form unless otherwise specified.
I certify that the above participant requires special accommodations as indicated above.

Stamp of Health Care Provider Health Care Provider Signature Date (YYYYMMDD)

-

RELIGIOUS SPECIAL DIET

Listed above is the food(s) to be omitted from the diet and the foods that may be substituted.
*NOTE: Substitutions will be provided as indicated on page 2 of this form unless otherwise specified.
I certify that the above participant requires special accommodations as indicated above.

Name of Representative of Religious Institution Signature of Representative of Religious Institution Date (YYYYMMDD)
=

T T [ p—ry

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

e |f omissions are religiously based, a representative of that religion must sign and date the form.
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Additional Information

I Foods to be omitted I I Reaction (if appn'cablel (i.e. EPl-pen intervention,

I *Authorized Substilutioni

special food preparation)

!

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

substitutions and medications (if applicable) are the same.

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

based omissions if applicable.

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

substitution is indicated on page 1.

e Substitutions cannot state “None”, “N/A”.

“*MEDCOM DIETICIAN APPROVED FOOD SUBSTITUTIONS
Foods Allergy Essential Food Component Missing **Food Substitutions
100% orange, graj rapefruit juices; no juice
Apple Juice Vitamin C, dietary fiber 98, pel.)lgndp: I +foJ
Pork, chicken, turkey, seafood, nuis, seeds,
Beef Protein beans, legumes, cheese, yogurt, soy based
"meat” selections
_ _ Beef, pork, seafood, nuts, seeds, beans,
Chicken/Turkey Protein legumes, cheese, yogurt, soy based “meat”
selections
Dairy Product Calcium Soy products (cheese, yogurt)
Egas Protein Cheese
Milk (Lactose Infolerant) Calcium Soy/Rice Milk and products/Lactose Free Milk
MSG NIA Garlic salt/powder, onion salt/powder, Lawry's
seasoned salt, all other single spices
_ S . - . . 100% apple, grape, grapefruit juices; no juice
Orange Juice Vitamin C, dietary fiber, folic acid, potassium blends
Com, potato, soy, wheat and rice flours and
Oatmeal Dietary fiber, folic acid, carbohydrates arrowroot starch, cereal: corn flakes, rice
crispies
Peanuts/Peanut Butter/Nuts Protein, vitamin E, niacin, folic acid Beans, legumes, soy nut butter, cheese
Beef, chicken, turkey, seafood, nuts, seeds,
Pork Protein beans, legumes, cheese, yogurt, tofu,
soybeans, soy based "meat” selections
Beef, chicken, turkey, nuts, seeds, beans,
Seafood Protein legumes, cheese, yogurt, soy based
“meat” selections
h Beef, chicken, turkey, seafood, nuts, seeds,
Soy Products Protein heans, legumes, cheese, yogurt, pork
Strawbemies Vitamin C, potassium, dietary fiber Apples, oranges, pears, peaches, plums, melons
Tomatoes Vitamin © Apples, oranges, pears, peaches, plums, melons
Tomato Products Vitamin C Apples, oranges, pears, peaches, plums, melons
Caomn, potato, oat, soy and rice
Wheat Carbohydrates, folic acid, dietary fiber flours and cereal made from these
items and arrowroot starch
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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.

e If a rescue medication is listed in additional information, an Allergy Medical Action Plan must
also be completed.

e <Page 2>

HNOTIFICATIONICONSENT

I order by ensure that (25 Senaces staft working with childrendgoith has knowledne of special dist requirements, photographs of childre ndgeuth with special
diets will b posied in the area where meals are served and maintainad in tha kilchen.

I AGREE WITH THE PLAN OUTLINED ABOVE.

Mamea of ParentiGuarndian - YEAR 1 Signanhre of FarentGuardian Diate [¥¥YY YA
==
Parent Name, Signature and Date ~
Marne of ParcentGuandian - YEAR 2 Sﬂahﬂm’r ParenbiGuardian Dhate (Y ¥ YY)
Marnz of Parenl'Guardian - YEAR 3 %alu'e al ParenbGuardian Dt (YYD
F ozl iehal Signature ol Woulh Dhate (Y ¥ ¥ YA
Youth Name, Signature and Date — L

Mame ot Army Fublic Health Murse Hignahure ot Ay Pubhe Hesith Murse (NOTE: APHN rewiew | D&t (¥ YA

not required for Relllous Special Dlets.|
[ —
APHN Name, Signature and Date ——

>

e 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.

e Youth may also sign the form if applicable.
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Health Assessment/Sports Physical

<Page 1>
PART: A Medical History (Filled out by parent / guardian)
Name of Sponsor Home Telephone 499 4567800 DutyMVork Telephone
Doe, John Cell Telephone  234-567-8901 253-111-1111
Sponsor Unit/ Work Address Sponsor SSN Spouse's Work Telephone
Depot YO 2530000000

CHILD HEALTH INFORMATION

MName of Child Birth Date Sex

Doe, Jane 20150214 [vae ] Female

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

e Personal information should be filled out entirely.

Does your child have ongoing medical concemns?

(I Yes, explain circumstances and current status)
e

‘Yes

Is your child enrolled in Exceptional Family Member Program?
(I Yes, explain)

Yes M

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

infections, ADHD, etc.)
e If the child is enrolled in the Exceptional Family Member Program (EFMP), an explanation

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

YES  NO

YES

NO

Any hospitalization or operations

14. Heat stroke or exhaustion

Dizziness or fainting with exercise

Headaches

20. Dental or orthodontic braces

1.

2. Allergies to medicine, insect bites or food 15_Broken bones or sprains

3. Speech or development delays 16. Joint injuries (Ankle/Knee/Wrist)

4. Vision Problems (Glasses / Contacts) 17. Required restricted physical activity
5. Ear or hearing problems 18. Diabetes

6. Seizures or Convulsions 19. Cancer

7.

8.

21. Learning problems

9. Head injury or loss of consciousness

22. Sleep problems

10. Neck or back injury

23. Behavioral problems

11. Asthma or difficulty breathing

24. ADD / ADHD

12. Heart or blood pressure problems

26 Autism Spectrum Disorder

13. Chest pain with exercise

26. Other (please list below)

e [tems 1-26 should be marked as “Yes” or “No”

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).

. All items need to be answered with the

If you answer yes to any of the above, please eﬁlai”:/

Ongoing Medications

Name | Dosage
| |

| Frequency
|

F

—

Allergies — All Types (Foods, Medicines and Insect Bites)

Type Reaction
—
\ /
e

e 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.

e 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.
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PART B: Physical Exam
Wedical Staff ."a:::-s:ncrt-‘lll:n'Eblc-:l by licensad rl:EruurlE:lilm. Dociar I:l'.I Murze Prectifcner-NP, Physician's A=sistanl-24)
RTIEY Hsdgjhr Wisight
EE WS ciL [ '%LI" l_:H_s ] Teile=|
HF: Wismal Aculey
(e Riglhl i Lell i Teesled] wil [ wiben] glasaes
TR FHBH TR Hi A (:(IWI-HI.‘-i
T e

Ears. Moz & Theoal
Hearing

foulh & Teslh
Mook [Foll Hesuss)
Carionirculy
Chasd & L

s ]

eninba — Hermis
Slin K Lymphahes
Snina — Seolnns
Latrarnihes
Meurclogical

‘Wears braces § plales

= ] e el o] el o ] [

b

e

e Part B must be completed by a Doctor, Nurse Practitioner or Physician’s Assistant.
e The child’s age, height, weight, blood pressure, pulse and visual acuity should be marked

as well as a review of items 1-14.

Eezaed on this HE angl PR axa e ol konerg abocomabiss wens ound and may need nsaiman

> el Abnormalities that may need treatment

Immurezabons are curand and up o :mp"/m'." [
M PARTICIPATION RECOMMENDATIONS
| 2l =ports Yes Mo [ Homad physical acivity o inchuding PE
| Ackdilional comments . Reraliichora,

¢ 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.

e 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.

e A sports physical is valid for 12 months from the date of health care provider’s signature.
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Sports Physical is walid Tor 1 year from date indicated below

—

PART C
Special Medicol Considerozons: Desoibe any spedal program reech, cormidesations of resTictons which $e child reguires in onder o perlicipats in
CYF programs (b indude Seors).

CYS
Child § ¥iown i abibs bo pardcpabs in nameal G5 pmgrams? [ e | Hix Participation
Liarte: Liscerised Healsh Care Protessional ?ran'p Llcersed [ealth Lare Protessicmnal; Dr., W
|
Signature and Date -
m:ﬂ Dt mﬂlﬂllﬂl Gualdu:u = Signubure of Farent or Gawardian

Parent Name, Signature and Date

e Part C must be completed by a Doctor, Nurse Practitioner or Physician’s Assistant and
signed by the parent or guardian.
e This section indicates any further information that addresses special program needs,
considerations or restrictions for CYS participation.
e CYS program participation must be indicated either “Yes” or “No”.
e Health Care Provider must stamp, sign and date.
e Parent must print name, sign and date.

e Both signatures are required or the form is not complete.

HASPS Renewal (Mot Part of the Sports Physical
[Fear 4 Dabe Heaith Ststus Chan M o BErenE o feaman

| Yos o
— — — Parent Annual Renewal B F or Comrel]
prEnt or Lxiam i
Year 3 Date Health Status Changed for Health Assessment ' I

_lves  Llno

e 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.

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

e 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.
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