CYS SERVICES SNAP DIABETES MEDICAL ACTION PLAN
[to be complated by Health Gare Pravidar)
MNIOTE TO HEALTH CARE PROVIDER: CY3 staffiproviders CANNOT administer insuliniglucagan injechan, adiust insulin pumps adlor cowent carbobydrates.
Stalfiproviders CAN perfoom blosd glcose chechs, keep food dianylog and adminisber aral agents, i.e. glstess all, orange juica

. ChildYouth's MNama Dtz of Birth Jate
Zponsar Wame
Healh Care Provider Healt Care Provider Fhanz =

Hypoglycemia (Low Blood Sugar) Symptoms

3 Shakiness o Weak
| o  Pale or flushed face 0 *Feels hungry”
o Swealy o ‘Feels low’
1 Confused o Headache
71 Looks dazed o Other:

Treatment of Hypoglycemia (CYS Staffiproviders are NOT authorized to give injections, but will monitor those children who

self administer)

s  [fblood sugar is to , then do nathing; this is in the normal range.
» [fblood sugar is less than . and child can speak or swatow, then give snack of , then chack
sUgarin _ minutes,

o [Fblood sugar is less than then call parent/guardian.

»  |f biood sugar is less than ,then GALL 311 and call parentiguardian.
EM E RG E N CY e Additional instrucsions (fo include the use of oal rescue medications):
RESPONSE

Hyperglycemia (High Bloed Sugar) Symptoms

o Unable to concentrate o Stemach ache
1 Frequent thirst o Heavy breathng
o Frequent urination 0 Combative behavior/parsonality changes
o Mausea o Other,
Treatment of Hyperglycemia
+  |fblocd sugaris o . then do nothing; this is in the normal range,

= [fblood sugar is above , then nolify parent/guardian,

« |fblood sugarisabove | then CALL 311 and notify parentiguardian.
EM ERGE N CY = Additional Instructions;
RESPONSE

This Diabetes Medical Action Plan must be updatedirevised whenever medications or child'youth’s health status
changes. If there are no changes, the Diabetes Medical Action Plan must be updated at least every 12 months.
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DIABETES MEDICAL ACTION PLAN ADDITIONAL CONSIDERATIONS

{to ba completed by Health Care Provider)

Field Trip Procedures {CYS stafffproviders are NOT authorized to give injections, but will monitor those children who self

administer)
Oral rescua medications should accompany child during any off-site activities,

The childiyouth should remain with stall or parentiguardian during the enfire field trip: 1'Yes o Mo
Staffiproviders on trip must be trained regarding rescue medication use and this healih care plan.

This plan must accompany the child on the field trip,

Other: {specify)
Solf Medication for School Age Youth

o YES Youthcan self medicate. | have instructed

- inthe proper way to use

Histher medication. Itis my profassional cpinion that he/she SHOULD be allowed to carry and salf administer histher
madication. Youth have been instructed not io share medications and should youth violate these restrictions, the priviiege
of self medicating will be revokad and the youth's parents nefified. Youth ara required to notify staff when carrying
medication.

|o NO  Itis my protessional opinion that __ SHOULD NOT camy cr self administer hisfer medication.

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

This child/youth camies rescue medications on he bus, u Yes: wu Mg |

]

»  Rescue medications can be found in; © Backpack o Waistpack o= OnPerson o Other:
»  Childiyouth will sit at the front of the bus. o Yes o No

« Other;_ .

Sports Events/lnstructional Programs

Parents are responsible for having rescue medication on hand and administering it when necessary when the chifd/youth is
participating in any CYS sportsfinstructional activity Volunteer coachesfnsiructors do not administer madications.

Parental Permission/Consent

Parent's signature gives permission for child'youth persannel who have been trained in medication administration by the APHN to
administer prescribed medicine and to contact emesgency medical services if necessary. | also understand my child/youth must have
required medication with himihar at all times when in attendance at CYS programs. Parent must be readily available via telephone
in the event of a diabetic emergency.

Youth Statement of Understanding

| have been instructed on the proper way to use my medcation. | understand that | may not share medications and should | violate
these restrictions, my privileges may be restricted or revoked, my parents will ba notifiec and further disciplinary action may be taken, |
am =so required fo notify staff when carrying or taking my medication.

| agree with the plan outlined above,

[ Printed Name of Parent/Guardian Parent/Guardian Signature Date (YYYYMMOD)
Printed Name of Youth, if applicable Youth Signature Date (YY'VYMMDD)
Stamp of Health Care Provider Health Care Provider Signalure Date (Y MMDD)
Printed Name of Army Public Health Nursa Army Public Health Murse Signature : Date (Y'YYYMMDD)

(Thig sioneiure serves as the axcaption to medication polley)

Form Updated 21 Jul 09



