CYS SERVICES SNAP RESPIRATORY MEDICAL ACTION PLAN

[t2 be completed by Health Care Provider]
Chikfouth's Mama Diate: of Bith | Cate

~Bponsor Rame

Heath Care Provder Health Cae Providar Faane

Triggers (mark all that apply)

. o Stinging insects r Pollens
o Ghalk dustidust o Strong odorsifumes o Grass
o Dustmites - Animals ~ Excessive playlexercise
| o Respiratory iliness r NG o Anxiely
& ;Dﬂj'fm smoke 5 Temperature/season‘humidity o Others;
Se changes
Medication is necessary when the child/youth has symptoms such as: (check all that apph
| = Eucessive dry cough n Shorress of breath o Tightness in the chast
r Wheezing [a whisting sound when the child breathes)
i Mild chest retraction {child Is “pulling In® ches! while treathing)
| = Other,
o Other;
Medication/Treatment Plan
| Administer the rescue med 5 as directed on prescription 'abel on medication.
Route: o Inhaler 2 Inhaler with Spacer 71 Nebulizer
o May Repeat one time in minutes if sympfome still persist o Do Mot Repeat

» Administer rescue medication as prescribed
= Stay with childiyouth
= Contact parents/guardian

Emergency Response

» Hard time breathing with:
IF THIS HAPPENS |——|_,> o Chest and neck pulled in with breathing
o Childouth is hunched owver
GET EMERGENCY HELP o Child'Youth is struggling to breathe
NOW » Trouble walking or talking
CALL 911 » Stops playing and can't start activity again
Lips and fingernails are gray or blue

|
This Medical Action Plan must be updatedirevised whenever medications or childfyouth's health status changes. Ifthere |
are no changes, the Madical Action Plan must be updated every 12 months. '
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Hame

RESPIRATORY MEDICAL ACTION PLAN ADDITIONAL CONSIDERATIONS

{ta bacomplated by Haalth Care Provider)

For children requiring rescue madication, the medicaticn is required to be at program site ai all tmes while child is in care, For vouth who self-
medicata and carry their own medicalions, medication must be with the youth at all imes. The opfions of storing *back up” rescue medications al
prograr is avalable,

Field Trip Procedures

Rescue medizations should accompany child during ary off-site activities.
= The childiyouth should remain with staff or parentiguardian during the enfire field trip. _ Yes w1 Mo
s Siaff members on trip must be trained regarding rescue medication use and this health care plan.

«  Thiz plan must accompany the child on the field trip

Cther:
Self Medication for School Age Youth
| o YES Youth can self medicate. | have instructed ____in the proper way to usa

Hisiher medication. It is my professional opirion jirion that he/she St itlD_U_LE be allowed to camry and self adminigier his'her medication.
Youth have been instructed not to share medicafions and should youth violate these restrictions, the privilege of self medicating will
be revoked and the youth's parents notified. Youth are required to nofify sta when carrying medication.

o NO It is my professionzl cpinion that SHOULD NOT carry or self administer hisher madication.

Bus Transportation should he Alerted to Child’Youth's Condition.

=  This child/youth camries rescue medications on the bus i Yes m No

=  Rescus medications can be found in: n Backpack o Wastpack o OnPerson o Other
s  Chld/youth should =it atthe frant of the bus. mYes o Mo

e« Ofherfspecity)

Sports Eventsiinstructional Programs

Parents are respansible for having rescue madication on hand ard administering it when necessary when the child'youth is participat ng in any
Y5 sportstinstructional activity, Volunlesr coachesdnstruclons do not administer medications.

Parental Permission/Consent

Farent's signature gives permission for child youth personnel who have been trained in madication administration by the AHN to administer
prescribed medicing and to contact emergency medical senvices f necassary. | also understand my child'youth must have required medication
wilh hiredrer at all imes when in attendance at CYS programs,

Youth Statement of Understanding

| have been instructec on the proper way to use my medication. | understand that | may not share medications and should | violate thess
restrictions, my privieges may be restricted or revaked, my parerts will be notified and furtrer disciplinary action may ba taken. | amalso
required to notify staff when camying or taking my medication,

| agres with the plan outlined above.

Printad Name of ParentGuardian ' Parent/Guarcian Signature Date (YY¥YMMOD)
Printed Name af Youlh (if applicable) Youth Signature Date (YYYYMMDD)
| Stamp of Health Care Frovider Health Care Pravider Signature Date (Y7 YYMMDD)
| Printed Name of Army Public Health Nurse Army Public Health Nurse Signature Date (YYYYMMDD)
|
: (This signature serves as the exception lo medication palicy]
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