Must be completed and stamped by Child’s Medical Provider          	                            

Child’s Name_________________________________     DOB: ____/      /    _____ Sponsor’s full SSN:____________________
___New registration ___Annual registration (Please check only one)
	                                                         
	CYS Program:__________________________________                                                    Parent Contact Phone #_________________
                                     
Sponsor Status: Active Duty ____   Retired Military/Contractor/DA Civ_____              E-mail address________________________
	

Special Needs Accommodation Process (SNAP) 
General Medical Action Plan

Please attach a current plan of care, if available, related to the diagnosis, to this packet.
**Incomplete forms will not be accepted**
 
1. List all diagnoses. _________________________________________________________________
__________________________________________________________________________________2.What physical/mental/behavioral limitations would interfere with the child attending childcare? ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
3. When was the child last evaluated for this condition? _____________________________________ __________________________________________________________________________________
4. What services were provided at this appointment? _______________________________________
__________________________________________________________________________________
5. When is the next scheduled appointment? _____________________________________________
8. Would you consider the child’s medical condition to be stable?  Yes   No. If no, please explain. ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
8. Would environmental modifications need to be made by the daycare staff? (Examples: increase staff to child ratio, food/allergen restriction, behavioral intervention, limitations on being outside due to air quality)_______________________________________________________________________ ____________________________________________________________________________________________________________________________________________________________________
9. List significant medical history (surgeries, hospitalizations, ER visits in the last calendar year, chronic conditions): 
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
11. Current Scheduled Medications (please indicate if medication will need to be given in the center):
    Medication			Dose/Amount	Route		How Often Given? 	Given in Center?
__________________________________________________________________________________
__________________________________________________________________________________
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
__________________________________________________________________________________

12. PRN Medications:
    Medication		Signs/Symptoms		Dosage/Route
A. ________________________________________________________________________________
B. ________________________________________________________________________________
C. ________________________________________________________________________________

13. Describe, if any, the exact interventions the daycare providers would need to make on a daily/weekly basis to provide safe and appropriate care for this child. 
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
__________________________________________________________________________________
13. Contact parents and/or emergency services (911), if :
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________

A. Parent name _______________________________ # ___________________________________

                 _______________________________ #_______________________________________
B. Emergency Contacts (other than the parents/guardian) 
(name/phone) 1. _____________________________ #_______________________
                     2.________________________________ #_____________________



Evaluating Provider’s Stamp/Printed name: ______________________________ 

Provider’s contact telephone number: ______________________

Evaluating Provider’s Signature: _______________________ Date: ___________________________
--------Below information to be completed by the parent or guardian--------

Parent/Guardian Authorization of Release of Medical Information:
I, _________________________________________, hereby authorize the release of medical information relevant to this referral to the Special Needs Accommodation Process (SNAP) team, Child, Youth & School Services, the Army Public Health Nurse, and the Exceptional Family Member Program, when required (active duty only). 

________________________________________________       __________________________
               		Signature							    Date

Home Address:_____________________________________________________________________


Unit Address:____________________________       Sponsor’s rank:__________________________
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