Ohio Department of Job and Family Services

CHILD MEDICAL/PHYSICAL CARE PLAN FOR CHILD CARE

A separate plan must be wriiten for each condition that requires differentaciions fo be faken and mustbe kept at the program forat
least one year.

Thls form sha[[ be com pleted when a Chlld has a condmon that reqmres one of ihe oi

' omtol ingthe chiidfor sym ptoms which :eqmre ‘staff t_o take" actlon :
: Oﬂgomg admmistratlon efmedmaﬁon ormed ical foods. :
g Admmlstermg ;:) roced ures WhICh require? staff o he tramed on’ those procedures
8. Avmdmg spemficfood(s) enwronmental sondmnns oractl\fltles i

o ~8chg -age Chl]d to carry and admmxsterthewown emergenc:y medlcatlan

T Date of Birth

Chllds Name

Speciai Health Condition

Doesthe condition require medication?
[ Yes
I No

[ Check here if questions 1 throtigh 7 are included on a separate sheetwith physician's instructions,

1. What are the symptomsto watch for?

2. When should the medication or medical food be administered?

3. What are the instructions for administration?

4. What triggersthe need formedicaticn or medical foods?
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5. What are the axpected resulis of the medicaiion or medical foods?

6. What are the actions to ba taken if symptoms do not subside?

7. What are the activities, foods, environmental conditions to avoid? ] Notapplicable

Training instructions (include all steps to administer the medication orpetform the medical procedure)

[T Included on attached physician'sinstructions

¥ expected result of medication or medical food doas notoceur:
[l Check here if Emergency Medical Services {9-1-1)is o be contacted

NOTE: ¥ Emergency Medical Services (8-1-1}is to be contacled, the parent/guardian isalso to be contactad immediataly.
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if the child care program mustbe evacuated, are there medications or supplies thatmust be taken with this child or does the child
need additicnal assistance? (Checkallthat apply)

1 Medication 1 Supplies [3 Assistance E] N/A
‘Parent Pra\nded Trammg AND grants permlssmnto B Cert]ﬁed Professional Training AND parentgrants
'perform the procedtzre L DR FERE DR : . permlssmnto perform the procedure T :

[ "My signature indicates | have provided frammg forfhe
medical procedure

My signature indicates | have prowded trafning for the
medical procedure and | give my permission for the

“ Complste -’

sfaff listed fo performihe proceduresin my child's
medicaliphysical care plan. Ornily.One .
Parent Signature +:Section - .| Certified Professional's Name (please print)

Date of Signature Ceriified Professional's Signature

ok of Signature Phone Number

My sighature indicaies | give my permission for the staff
-} listed to performthe proceduresin my child's
| medical/physical care plan.

Parent Signature

“[Date of Signature

_ S gnatures ofall chlld sare staff m em bers who have been iramed in performlng the procedure forihls chlld

. Pi‘lnted Name ngnature B Date.
Printed Name Signature Date
Printed Name Signature Date
Printed Name Signature Date
Printed Name Signature Date

My signature indicatesthat | have reviswsd the instruciions for cars, the form for completion and ensured staff are informed and
frained.

Administrator/Provider Signature Date of Signature

:Informa’non has stayed the same or Changes have been noted lf mgnn‘lcantchanges are {}eeded a new form mustbe completed_;i'

Parent/Guardian Initfiais Date of Review Admmlstraton’Demgnee Initials Date of Review
Paren/Guardian inifials Date of Review Administrator/Designee [nitials Date of Review
Parent/Guardian Initials Date of Review Administrator/Designee Initials Date of Review
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- children. -

The faliowing sectmn m ust be com p}e’ted bythe chiEd care staffmember fami y child care prov deror m-home aide forthe ch|[d
listed.gn th|s form All m edmatlon mustbe documented when admlmstered lncom plete mformanon elevatesthe ievei of rlsk to

ChlldsName

Name ofMedication

Time

Dosage

Signature of designated person administering
medication
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