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USMC CHILD AND YOUTH PROGRAMS MEDICATION AUTHORIZATION AND ADMINISTRATION RECORD
OMB No. 0703-0068
OMB approval expires 09/30/2025
PRIVACY ACT STATEMENT
AUTHORITY FOR MAINTENANCE OF THE SYSTEM:  10 U.S.C. 5013, Secretary of the Navy; 10 U.S.C. 5041, Headquarters, Marine Corps; DoD Instruction 6060.02 Ch-2, Child Development Programs; DoD Instruction 6060.04, Youth Services Policy; OPNAV Instruction 1700.9E CH-1, Child and Youth Program; Marine Corps Order (MCO) 1710.30, Marine Corps Child and Youth Programs (CYP);  E.O. 9397 (SSN), as amended., and SORN NM01754-3.  
PRINCIPAL PURPOSE: The information collected on this form is used by CYP to receive parent/guardian direction and consent for CYP to administer medication.
ROUTINE USES:   Information will be accessed by USMC CYP authorized personnel with a need-to-know to meet the purpose. Information may be disclosed to individuals or organizations authorized to provide services to the individual client. A complete list and explanation of the applicable routine uses in published in the authorizing SORN available at: https://dpcld.defense.gov/Privacy/SORNsIndex/DOD-wide-SORN-Article-View/Article/570428/nm01754-3/
DISCLOSURE: Information is voluntary; however, failure to provide information will prevent CYP from administering medications to participant.
RECORD MANAGEMENT: This form shall be managed in accordance with record schedule 1000-39, "Morale and Welfare Program Management" of SECNAV M-5210.1.
AGENCY DISCLOSURE NOTICE
The public reporting burden for this collection of information, OMB Control Number 0703-0068 is estimated to average 10 minutes as appropriate per response, including the time for reviewing instruction, searching data sources, gathering and maintaining the data needed, and completing and reviewing the collection of information. Send comments regarding this burden estimate or 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.
Participant and Medication Information
5. Route:
6. Refrigeration:
14. I understand that CYP will administer only the medication (prescription or over-the-counter) mentioned above in accordance with (IAW) the healthcare providers' order as evidenced by the prescription label or documentation from health care provider. I hereby waive any and all claims against CYP, and agree to hold CYP harmless from any and all liability which may arise in connection with my child's use of the medication when properly administered as provided herein. I authorize CYP to administer the medication as mentioned above to my child.
Monthly Medication Verification
By initialing below, I verify that it is necessary for CYP to continue administering this medication. I understand that CYP will not administer expired medication or medication with an expired prescription.
15. Month Two
16. Month Three
17. Month Four
18. Month Five
19. Month Six
20. Month Seven
21. Month Eight
22. Month Nine
23. Month Ten
24. Month Eleven
25. Month Twelve
In order for CYP to continue to administer this medication, a new Medication Authorization (NAVMC 1750/10) must be completed during Month Twelve.
For Office Use Only
26. I have verified and accepted the medication listed above for authorized dispensing in accordance with the Health Promotion Protocol.
Medication Administration RecordA trained/authorized staff member must provide the required information after EACH administration of medication.
Participant and Medication Information
31. Route:
32. Refrigeration:
38. Date Medication Received into Classroom:
39. Printed Name of Receiving Staff
40. Signature of Receiving Staff
Medication Administration Record
41. Date
42. Time
43. Amount Given
44. Printed Name of Medication Administrator
45. Signature of Medication Administrator
Medication Return
46. Parent Signature
47. Staff Signature
48. Date Returned
INSTUCTIONS FOR COMPLETING NAVMC 1750/10,USMC CHILD AND YOUTH PROGRAMS MEDICATION AUTHORIZATION AND ADMINISTRATION RECORD
GENERAL
The NAVMC 1750/10 is completed and signed by the parent (or legal guardian/custodian, or Agent acting pursuant to a power of attorney) of the CYP participant, and CYP personnel.  The form authorizes CYP to administer medication as specified by the parent when not contrary to the prescription label and/or written instructions from the healthcare provider.  The authorization must match the prescription label and/or written instructions from the healthcare provider.  If there are any discrepancies, CYP personnel will not administer the medication.  There can be only one medication per form.  The completion of a new authorization is required annually, upon expiration of the medication, at the prescription end date (whichever occurs first), or whenever a change to the prescription occurs.  Prescriptions are considered valid one year from the date the prescription was filled unless otherwise noted by pharmacy.
Participant and Medication Information (page 1).
Item 1.  First and Last Name of CYP Participant. 
Item 2. Date of Birth of CYP Participant.
Item 3.  Name of medication and strength to be administered to the participant.
Item 4.  Amount of medication to be administered at one time as stated on prescription label or written instructions from healthcare provider.
Item 5.  (X one).  The method by which the medication is to be administered.
Item 6.  (X one).  Answer yes if the medication needs to remain refrigerated while stored in CYP.
Item 7.  Provide exact times that medication must be given while during CYP hours.  The times of medication administration must be in accordance with the frequency listed on the prescription label or written instructions from the healthcare provider.  Medication times should be adjusted as much as possible to limit the amount of doses that CYP will need to administer.
Item 8a.  Provide the date the prescription was filled by the pharmacy as stated on prescription label.  In the case of over-the-counter medications without a prescription label, provide the date the healthcare provider signed the written instructions.
Item 8b.  Provide the date CYP Personnel should stop giving the medication.  For short term medications this will be the date stated on prescription instructions or by parents.  For long-term medications (greater than 30 days) or Emergency Rescue Medications this will be one year from the prescription fill date or date written instructions signed by healthcare provider, unless otherwise specified.  If the participant will require the medication for a period more than 30 days the Inclusion Action Team (IAT) process must be followed.
Item 9.  Provide the manufacturer's expiration date.  If this date proceeds the date in 7b a new medication authorization is required by this date.
Item 10.  Provide diagnosis or reason that medication is required to be administered to participant while in CYP.
Item 11.  Provide any special instructions, known side effects or comments that will assist in the safe administration of the medication.
Item 12.  Provide name of healthcare provider who prescribed or authorized medication for participant.
Item 13.  Provide phone number of healthcare provider.
Item 14.  Self-explanatory.
Item 14a.  Print name of parent or guardian completing authorization form.
Item 14b.  Signature of parent or guardian.  Required for any medication to be administered in CYP.
Item 14c.  Provide the date authorization form is signed by parent or guardian.
Monthly Medication Verification (page 1).
To be completed by parent or guardian.  It is the responsibility of the parent to ensure they verify and initial monthly.  
Items 15 through 25b.  The details of the medication authorization and necessity to continue administering the medication to participant while in CYP must be verified by parent monthly.  If there are no changes to the medication, the parent must initial and date the form.  If changes to the medication have occurred, the medication has expired, or the prescription end date has passed a new authorization must be completed.
For Office Use Only- To be completed by CYP Personnel with current training in Medication Administration (page 1).
Item 26.  CYP Personnel who received the medication into the program will indicate that the information on the form was: (1) transcribed from and matches the prescription label or written instructions from healthcare provider and (2) the CYP Nurse or designated alternate staff has been notified of medication receipt by marking the box next to each statement with an X.  
Item 26a.  Printed Name of Authorized Medication Trained CYP Personnel receiving medication into program.
Item 26b.  Signature of Authorized Medication Trained CYP Personnel indicating that items in 25 were completed. 
Item 26c.  Date signed by Authorized Medication Trained CYP Personnel.
Participant and Medication Information (page 2). 
Items 27-36.  Provide identical information as found in Items 1-11 from Page 1.  (These items are auto-populated if completing form on-line.)
Item 38.  Date that medication received by staff into the participant's classroom.
Item 39.  Printed name of staff receiving medication into the classroom.  
Item 40.  Signature of staff receiving medication into the classroom.  Signature indicates an understanding of when and how to administer the medication to participant.
Medication Administration Record (page 2). 
Each item of this section must be completed by CYP Personnel trained and authorized to give medication every time a medication is given to a participant, at the time of administration.  Quotations and/or arrows are not used in any columns.  White out is not used.  
The 6 Rights of Medication Administration will be verified before medication is given to participant every time: Right person; Right Mediation; Right Dose; Right Time; Right Route; and Right Documentation.
Item 41.  Provide the date medication is administered to the participant.
Item 42.  Provide the time medication is administered to the participant.  
Item 43.  Provide the amount of medication administered to the participant.
Item 44.  Printed name of Authorized Medication Trained CYP Personnel. 
Item 45.  Signature of Authorized Medication Trained CYP Personnel.
Medication Return (page 2).
Item 46.  Signature of parent or guardian indicating the medication has been returned to them.
Item 47.  Signature of staff returning the medication to parent/guardian.
Item 48.  Date medication returned to parent/guardian.
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