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GENERAL INFORMATION (please print) Pages 1 and 2 to be completed by Parent/Guardian
6. Enrolled in Public School:
OMB Approval Expires 09/30/2025
OMB No. 0712-0006
USMC CHILD AND YOUTH PROGRAMS HEALTH ASSESSMENT
The public reporting burden for this collection of information, OMB No. 0703-0068, is estimated to average 30 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 suggestions 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.
PRIVACY ACT STATEMENT
In accordance with the Privacy Act of 1974 (Public Law 93-579), this notice informs you of the purpose for collection of information on this form. Please read it before completing the form.
AUTHORITY: 10 U.S.C. 5013, Secretary of the Navy; 10 U.S.C. 5041, Headquarters, Marine Corps; DoD Instruction 6060.02, Child Development programs; DoD Instruction 6060.4, Youth Programs; OPNAVINST 1700.9 series; Marine Corps Order 1710.30, Marine Corps Child and Youth Programs (CYP); E.O. 9397 (SSN), as amended; and SORN NM01754-3.
PURPOSE: The information collected on this form is used by Child & Youth Programs (CYP) and Inclusion Action Team personnel to determine the general health status of patrons participating in CYP activities and if necessary the appropriate accommodations for the patron for full enjoyment of CYP services.
ROUTINE USES: Information will be accessed by CYP personnel with a need to know to meet the purpose.  Information may be disclosed to health care providers. Any release of information contained in this system of records outside of DoD will be compatible with the purposes for which the information collected and maintained. A complete list and explanation of the applicable routine uses are published in the authorizing SORN available at:https://dpcld.defense.gov/Privacy/SORNsIndex/DODwide-SORN-Article-View/Article/570428/nm01754-3/.
DISCLOSURE: Information is voluntary; however, failure to provide information may adversely impact individuals from participation in CYP activities.
RECORD MANAGEMENT: This form shall be managed in accordance with record schedule 1000-39, “Family Support Programs (Temporary)” of SECNAV M-5210.1.
IDENTIFICATION OF CHILD/YOUTH CONDITIONS AND ACCOMMODATIONS
7. The child/youth has the following (check all that apply):
Type of reaction:
8. Does your child require medication while participating in CYP? (If yes, a Medication Authorization must be completed)
9. Has the child/youth required the care of a Health Care Provider for any ongoing health conditions or surgeries in the past year?
10. Is the child/youth enrolled in Exceptional Family Member Program?
11. Child has an:
A current copy of the child/youth immunization record must be given to CYP.
Will required services be provided by outside agencies (e.g., early intervention and school district) during care?
IDENTIFICATION OF CHILD/YOUTH CONDITIONS AND ACCOMMODATIONS Continued
Type of seizure:
I understand that all reasonable efforts will be made to support the needs documented on this health assessment. Each child's needs and required accommodations are considered on a case-by-case basis by a collaborative team at the program level. Some cases need the support of the Inclusion Action Team (IAT) to determine reasonable accommodations and identify additional resources. Parent/guardian(s) will be notified and invited to attend IAT meetings. I acknowledge that CYP is not responsible for providing the child/youth with services that would be considered skilled nursing or behavioral, occupational, speech, or physical therapy. I understand that this form must be updated annually, or earlier, if there is a change in condition or need.
Office Use Only-Reviewed by CYP Nurse or Other Designated Personnel
PARENT/GUARDIAN SIGNATURE
PHYSICAL EXAMINATION (To be completed by Licensed Health Care Provider)(May attach last physical if within last 12 months)
34. Passed all age appropriate routine screenings:                                 (if no, please explain and note if referred to specialist)
 A current copy of the child/youth immunization record must be given to CYP.
23. HEENT
26. Dental/Oral
29. Lungs
31. Heart
24. Neurological
28. Abdomen
30. Skin
32. Genital
25. Urinary
Within Normal
Abnormal Finding
Not evaluated
27. Back/Extremities
Within Normal
Abnormal Finding
Not evaluated
Within Normal
Abnormal Finding
Not evaluated
35. Immunizations are current and up to date:                                         
Medical Exemption: I certify that administration of the below vaccine(s) would be detrimental to this child's health. The vaccine(s) is (are) specifically contraindicated because (please specify):
This contraindication is                                                                    and expected to preclude immunizations until: Date (M/D/YYYY):  
        CONDITIONAL EXEMPTION: This participant has received at least one dose of each of the vaccines required and has a plan            for the completion of his/her requirements within the next 90 calendar days. Next immunization due on:
MEDICATION (If more space is needed, please attach additional documents)
36. Ongoing medications prescribed for child/youth?                                       
If Yes, list medications (including Emergency) below and indicate which require administration during child care hours.
38. Dosage
39. Frequency
41. Required during  childcare
37. Medication Name and Strength
43. The child/youth is able to participate in CYP and appears to be free from contagious or communicable diseases. 
42. Carry and Self-Administer Authorization for School Age Care and Youth only (provider initials)
I have instructed this youth in the proper way to use his/her medication.  It is my professional opinion that he/she SHOULD be allowed to carry and self administer his/her medication.  This youth has been instructed not to share medications. 
It is my professional opinion that this child/youth SHOULD NOT carry or self administer his/her medication.
40. Potential Side-Effects
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The information collected on this form is used by Child & Youth Programs (CYP) and Inclusion Action Team personnel to determine the general health status of patrons participating in CYP activities and if necessary the appropriate accommodations for the patron for full enjoyment of CYP services.
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