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NAVY CHILD AND YOUTH PROGRAMS MEDICATION AUTHORIZATION
PRIVACY ACT STATEMENT
 
AUTHORITY: 10 U.S.C 5013, Secretary of the Navy; DoD Instruction 6060.02, Child Development Programs; DoD Instruction 6060.4, Youth Programs; OPNAVINST 1700.9 series; Navy Child and Youth Programs (CYP); and SORN NM01754-3.
PURPOSE:  To provide authorization to administer medication (s) to children while in care at a Navy CYP. 
ROUTINE USES:  Information collected is accessed by CYP management for program management.  Any release of information contained in this system of records outside of DoD will be compatible with the purposes for which the information is collected and maintained.
DISCLOSURE: Providing information is voluntary; however, failure to provide information may adversely impact individuals from participation in CYP activities.  
  
Additional information can be found here: https://dpcld.defense.gov/Privacy/SORNsIndex/DOD-wide-SORN-Article-View/Article/570428/nm01754-3/
 
NOTE: This form contains health related Personally Identifiable Information.  The DoD Health Information Privacy Regulation (DoD 6025.18-R) issued pursuant to the Health Insurance Portability and Accountability Act of 1996, applies to most such health information.  DoD 6025-18-R may place additional procedural requirements on the uses and disclosures of such information beyond those found in the Privacy Act of 1974 or mentioned in the system of records notice.
The public reporting burden for this collection of information, OMB No. XXXX-XXXX, is estimated to average 1 hour (60 minutes) per response, including the time for reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of information. Send comments regarding this burden estimate or any burden reduction suggestion to the Department of Defense, Washington Headquarters Services, at whs.mc-alex.esd.mbx.dd-dod-information-collections@mail.mil. Respondents should be aware that notwithstanding any other provision of law, no person shall be subject to any penalty for failing to comply with a collection of information if it does not display a currently valid OMB control number.
 
PLEASE DO NOT RETURN YOUR RESPONSE TO THE ABOVE ADDRESS.  Responses should be sent to your Regional Director.
SPONSOR/CHILD INFORMATION (TO BE COMPLETED BY PARENT/GUARDIAN)
MEDICATION INFORMATION (TO BE COMPLETED BY A HEALTHCARE PROVIDER)
 5.  IS THIS MEDICATION AN EMERGENCY RESPONSE MEDICATION?
      (If yes, an Emergency Action Plan must be provided to the CYP.)
 
SELF-CARRY/SELF-ADMINISTRATION AUTHORIZATION (TO BE COMPLETED BY A HEALTHCARE PROVIDER)
 11. INITIAL THE FOLLOWING OPTIONS AS APPLICABLE FOR SELF-CARRYING/SELF-ADMINISTERING MEDICATION IN CYP.
HEALTHCARE PROVIDER SIGNATURE
PARENT/GUARDIAN CONSENT
I hereby provide consent for trained CYP staff in medication administration to administer medication to my child as directed by the above physician. I assure the said medication is safe for my child. I agree to indemnify and hold harmless Navy Child and Youth Programs, Morale, Welfare and Recreation, a non-appropriated fund instrumentality of the United States Navy, and any other instrumentality of the United States, and their officers, agents, and employees from any losses, expense, damage, claim, suit, or judgement arising out of or resulting from administration of medication to my child. As the parent/legal guardian, I agree to assume all risks associated with administration of medication inadequacy or gross failure of the staff.   If a child has been approved to self-administer and/or carry their own medication(s), the medication MUST accompany the child at all times. The option of storing “back up” emergency response medication at the program is available. The child must not share medications. Should the child violate these restrictions the privilege of self-administering and/or carrying will be revoked and the child's parents notified. CYP Professionals must be notified when a child carrying medication arrives or checks in at the CYP activity. Emergency response medications MUST accompany children during any off-site activities.
INSTRUCTIONS
 
GENERAL
 
The Navy Child and Youth Programs (CYP) Registration Form is completed by a healthcare professional and signed by the parent/legal guardian or custodian, or Agent acting pursuant to a power of attorney. Information provided is used by CYP for purposes of administering required medication to participants enrolled in CYP programs and activities. 
 
SPONSOR/CHILD INFORMATION
 
Item 1-3.  As stated.
 
MEDICATION INFORMATION
 
Items 4-8. As stated. All items must be completed in order for medication to be administered in the program.
 
Item 9.  List any relevant side effects that may result from this medication. If no side effects are anticipated, check “None expected.” The child must be monitored on the medication for 24 hours before CYP professionals can administer medication.
 
Item 10. List any requirements for storage of the medication (e.g., under refrigeration) or any additional instructions required for administering this medication.
 
SELF-CARRY/SELF-ADMINISTRATION AUTHORIZATION
 
Item 11. The health care provider must evaluate whether the child  is able to self-carry and/or self-administer his or her medication and initial the corresponding box.
 
HEALTHCARE PROVIDER SIGNATURE
 
Items 12-16. As stated.
 
PARENT/GUARDIAN CONSENT
 
Items 17-19. As stated. Either parent/guardian may sign this form.
11.0.0.20130303.1.892433.887364
	CurrentPage: 
	PageCount: 
	Enter the name of the component and the name of the office creating the document and making the CUI determination. : 
	Enter all identified types of CUI in the document. : 
	Enter the applicable distribution statement or limited distribution control. : 
	Enter the name and phone number or office mailbox for the originating component or authorized CUI holder. : 
	Enter sponsor name using the format Last, First, MI. : 
	Enter child name using the format Last, First, MI. : 
	Enter the child date of birth using the format DD MMM YYYY. : 
	Enter name of medication to be administered in Navy CYP.: 
	Yes, medication is an emergency response medication. : 
	No, medication is not an emergency response medication.: 
	Enter dosage and method for administering medication. : 
	Enter time of day and/or frequency medication is to be administered.: 
	Enter the duration of the medication.: 
	Enter any relevant side effects that may result from the medication.: 
	No side effects expected.: 
	Enter storage requirements and/or additional instructions.  : 
	Enter initials if applicable. : 
	Enter initials if applicable. : 
	Enter initials if applicable. : 
	Enter provider/specialist stamp or printed name/address. : 
	Enter health care provider signature.: 
	Enter date of health care provider or specialist signature using the format DD MMM YYYY. : 
	Enter the health care provider or specialist phone number.: 
	Enter the health care provider or specialist email. : 
	Enter parent/guardian printed name using the format Last, First, MI. : 
	Enter the signature of the parent/guardian. : 
	Enter the signature date of the parent/guardian using the format DD MMM YYYY.: 



