i

U.S. Army Child, Youth

¢¢ School Services

Parent Central Services

Registration Requirements for CYS Services Programs

% Official Shot Record with Negative TB test results (12 months and older)

-
0..

CYS Services Health Assessment (due within 30 days of registration)
+ If your child has any allergies or special needs (i.e. asthma, diet
restrictions, seizures, ADHD, Diabetes, Autism, eczema), additional
forms will need to be submitted. Contact one of our offices for details.

3

*,

» Two local emergency contacts (other than parents or legal guardian)

L)

% Proof of total family income (last end of month LES and/or pay stubs)

*

*

» Family Care Plan for dual/single active duty members

L

¥ Parent/Legal Guardian must attend an orientation at the program (CDC, SAC,
or Youth Center) prior to utilizing childcare services, ***

Aliamanu Military Reservation (AMR)
Bougainville Loop, Bldg 1782
Phone: 808-833-5393
Hours: 0800-1700
Walk-ins: 0800-1200
Appointments: 1300-1600

Schofield Barracks
241 Hewitt Strect Bldg 1283
Phone: 808-655-5314/808-655-8380
Hours: 0730-1700
Walk-ins: 0730-1100
Appointments: 1200-1500




PROGRAM REGISTRATION FORM
Child & Youth School Services

SPONSOR: Cell Phone ¥:
Grade Last First

Home Address:
Include Zip Code

" Dual Military: Y/N On Post/Off Post

{tircte ane} {clrcle ane)

Outy/Work Address:
include 2ip Code
AKO or E-Mail Address: Waork Phone:

Total Famlly Sizes____ Status: Active/Retired/DA Civillan/Civilian {circle ane}
LY R Ry R RN R PR R LR PN R R N R R RN TR R YR N N R RN NN R E R RN R E R L RN N T E R R S N R N NS PRI Y
SPOUSE: Cell Phone #:
Grade Last First
Duty/Work or College Address:
Intlude Zipeode
AKO or E-Mall Address: Work Phane:
Status: Active/Retired/DA Clvillan/Clvilian [circle one)
R F N R R N AT N R N R RN T R Ty R R L P T T N R PN P R R N Y TR R R N R R R RN Ry R LS R R R R R R RN AT YRR RSN Y V)
Child: _,
Last First ML
D.0.84 Gender: Male/Female (Circle One) School:
Medical Concerns:
Allergies:

IR SRR DR ER RS S SRR RN R T Y R RN R N RIS IR R R RN RN R R R L AL E R RS SRR RN R LN R Y]]

Child:

Last ! First M.l
D.O.B.; Gendeyp:  Male /Female {Circle One} School;
Medical Concerns:
Allergles:
(I RS R R R R R T R RS R R Rl S RN A N R L N RN R R P R R L R R R R R RN LA R LI R R N R A R L F R Y TR PR E N AT ]y
Chiid:
Last Frst M.
D.0.B.: Gender; Male/Female {Circle One) School:
Medical Concerns:
Allergias;
(AR AR N R NI RE NS R RN SN RS FR AR RN ARSI NI RN TR RN PR RN NIRRT ST RN RIT SRR R RIS IR RELRRRY )
Child:
Last First M.l
p.0.B.: Gendey; Male /Female (Clrcle One} School:
Madical Concerns:

Allergies:

LRI T R I R S L R R R R R R L N Ny L LR N Ny R R R R N Y R R R R R R A R R RN E YRS R R A2 L ]

EMERGENCY NOTIFICATION DESIGNEES:

Name {1}: Home Phone:
Child Release Designee: Yes/ No (clrcle one) Buty/Work Phone;
Name (2); Heme Phone;

Chlid Retease Deslignee: Yes/ No {circle one) Duty/Work Phone:




APPLICATION FOR DEPARTMENT OF DEFENSE CHILD CARE FEES OMB No. 0704-0515
OMB approval expires

{Read Instructions on back before completing form.) May 21, 2017

Tha pubhs reporting butdan lor Lhis cofecton of inframation s estmaled Io aversge 5 minutas perrssponse, knduding tha tma fof revieaing instructions, searthing eriiting data sources, gathering and
maintaning the data rorded and eomplaing e 1evawing e ootecten of rformatizn, Send commants regardng bis burden estmats of any other aspedt of (s cotection of Information, including
suggastions for 1educing the burden to the Departnent of Defente YWashrgloo Headquerers Senvies, Exstubve Servcey Drecionate, Informaton Menagement Division, 4200 Mark Center Drive,
Alarandra, VA 22350.3§00 (0704-8515) Raspocdants shou'd ba eware (hal meteithstanding any oher provis'on of 'a#. ho person sha't be subjact lo any penehy for f45ng to comply with a collecfan of
tnformation i3t doss rol disgiay a csantly vatd OMB control pumbae,

PLEASE DO NOT RETURN YOUR FORM TO THE ABOVE ABDRESS. RETURN COMPLETED FORM TO:

OFFICE OF FAMILY POLICY/CHILDREN AND YOUTH, 4800 MARK CENTER DRIVE, SUITE 03G15, ALEXANDRIA, VA 223501400

PRIVACY ACT STATEMENT

AUTHORITY: 10U §.C 3013, Sacrolary of the Army, 10 U §,C, 5013, Saecrelary of the Navy, 10 U.§ C. 5041, Headquariers, Marine Corps; 10 U.5.C
8013, Secretary of the Alr Force: DoD Inslruclion 6060 02, Child Development Programs, Army Regulation 608.10, Child Developmenl Services;
OPNAY Inslruction 1700 9 series, Child and Youlh Programs: Maring Goips Qrder P1710 30E, Children, Youlh, and Teen Program (CYTP), Alr Farce
Instruction 34-248, Child Oevelopment Pragrams; and Alr Force Inslruction 34-249, Youlh Pragrams, andg 34-276, Family Child Care.

PRINCIPAL PURPOSE(S): To collecl {otal family [ncome te determine child care fass  Whan complated, records are cavered by one of the
appropriala SORNs Deparment of the Army: hitp#/dpclo delense.goviprivacy/SORNsIndex/iabid!5915/allcle/6160/a0608-10.cfsc.aspx;

Dapasiment of the Navy. hilp./ldpcio.defense.qoviprivacy/SORNsIndex/labid/5915/anicle/6527/nm01764-3.as5px;

Dapariment of fha Alr Force:  hitp.//dpclo dofense.goviprvacy/SORNsindex/DODvidaSORNArIcleViaw/abld6797/Adic(e/5793/1034-al-sva-c.aspx
ROUTINE USE(S): Departmant of the Army racards may be disclosed to civillan health and welfare deparimenls/agencies in emargencles.
Departmeni of the Navy records may be disclosed to ocal. state and Faderal olficials Involved in child care services, if required, In the performance of
their official dulies relating 1o ¢hild abuse reporing and Investigalions. Department of the Alr Farce records may be disclosed to civilian health and
welfare deparimenls/agencies In emergency siluations.

DoD Blankal Rouline Usas 1 (Law Enforcemenl), 4 (Congressional Inquirles), 6 (Required by Internalional Agreement), @ (Deparimen of Justice for
Litigation), 12 {Nallonal Archives and Recards Administralion). and 15 (Data Breach Remediaiion) specifically apply lo this sysiem. Olher DoD Blanket
Routine Uses found al htlp.lidpcla.defanse.goviPdvacy/SORNsIndex/BlanketRoulinallses.aspx may apply to lhese records. Any release under a
blanket rouline use will ba compalible with the purpese of lhe collection.

DISCLOSURE: Volunlary; howsver, failure to lumish all requested Information will result in application of the highest fee range.
SECTION | - DEPENDENT CHILDREN

1. NAME OF EAGH GHILD (LAST. Fist Migdlo tnite) | 2 SISO BRI 13, AcE 4. CARE REQUESTED (OR ENROLLED)

HREED

SECTION {i - ANNUAL FAMILY INCOME

5. SPONSOR

a NAME ([LAST, First, Middla Initlal) b YEARS OF MILITARY/CIVIL SERVICE

c. INCOME

{1) Incoms Dala {2) Basl¢ Allowance for Houslng | {3} Basic Subsislance (4) Other Eamad Income | (5) Tolal Incoma - SEonsor
(BAH) Allowance (To bo completed by

Prograrm Staff)

6, SPOUSE OR OTHER ADULT LIVING IN THE HOME

a. NAME (LAST, First. Midd's Intial b INCOME

7. OTHER EARNED INCOME 8. TOTAL INCOME (Inciuda icom from Blocks 5, 6,

and 7. To be compleled by Program Stalf.)

SECTION 1ll s CERTIFICATION OF SPONSOR/DESIGNEE
{Required for Category I - IX. Plgase read the following statemen! carelully before signing.j

| cerlify that all of tha above [nformation is lrue and camecl and thal a't family incame of Lhe spouse and sponsor is reported. | undersland thal this
informalion is belng given In order to delenmine chid care feas o ba paid and thal Federal funds are used to subsidize the cost of child care, | also
understand thal tha installation commander may verify the Information on the applicalion; and lhat deliberale misrepresantalion of thls information may
subject me to prosaculion under applicable Slale and Faderal faws. See 18 U.S C. Saction 1001.

9, SIGNATURE OF SPONSOR 10, SIGNATURE OF SPOUSE 11. DATE SIGNED (Y¥YYairDD)

SECTION IV - FOR CHILD DEVELOPMENT PROGRAM USE ONLY

12. CATEGORY OF APPROVAL |13. AUTHORIZED FEES 14, DATE OF APPROVAL [ 15. NAME OF CHILD DEVELOPMENT
{YYYYMMOD) PROGRAM QFFICIAL

DD FORM 2652, MAY 2014 FREVIOUS EDITION IS OBSOLETE Adaba Dosignar 9.0




ROUTINE USES:
DISCLOSURE:

EXCEPTIONAL FAMILY MEMBER PROGRAM (EFMP)
CYS SERVICES PROGRAMS HEALTH/DEVELOPMENTAL SCREENING e

installation:

f this farm, see AR 608-75; the proponent agency Is ACSIM. SNAP Case Number:

PRINCIPAL PURPOSE: Informallon wilt be used to assist Army activities in their responsibifilies in the overall execution of the Army's Exceplional Family

PRIVACY ACT STATEMENT

10 U.8.C. 3013, Secretary of the Army; 29 U.5.C, 784, Nondiserimination Under Federal Granls and Programs; DoDI 1342.17 Family Policy,
AR 608-75, Exceplional Family Maember Program; DoD) 6060.02, Child Developmenl Programs; AR 608-10, Child Development Services

tMember Program and Child, Youth and School Services Programs.
The DoD "Blanket Rouline Uses™ thal appear al the beginning of the Army's compilation of systems of records apply to this system.

Disclosure of requested Information is volunlary; however, if information is not provided individual may not bs able {o ulilize Army
Child, Youth and Schoal Services.

FOR POS COMPLETION ONLY B
. N rediswation/al
[] mitial Registration [] Re-regisirationfatready in program Date in from Patron: )
On waiting list? [:] Yes C] No [j Cuirent Program
Oate care needed? D Change in Condilion Dala aul fo APHN:

PART A- GENERAL INFORMATION (Parent completes)

Child/Youlh's Name

ChildfYouth School Grade {example: 3rd Grade) | Date of Birth (YYYYMMMDD) jAge

Type of Program Requested {chack all thai apply):

I:} Hourly Care [:] Full Day Care {:I Mddie SchoolfTeen Program [] Summer Cainp D Olher;
[Jeatbaycare  [] BeforeiAller School Care [} SKIESHnstructional Classes Sports
Sponsor Name Sponsor Email {AKO) Sponsor SSN {Las! 4 digits)
Spouse Name Spouse Emall Sponsor DOB
Home Phonsa Celt Phone Sponsor Unil
Home Address Sponsor Duty Phone B

PART B - CHILD / YOUTH MEDICAL / DEVELOPMENTAL CONDITIONS (check yes or no)

Does your child/youth have:

1. AsthmaiReaclive Ainway Disease/Breathing Problems? [ ] Yes [ | No || 8. Emotional poblems/difficultios? (] ves [ ]no
a. Does it require a rescue medication? |:] Yes D No || 9. Autism Spectrum Disorder? B Yes C} No
2. Allergies? [ ves [JNajl 19. Developmenial Disability? [Jves [Ino
a. Does It require a rescue medication? E‘] Yes D No I 11 gsr‘ﬂglciasrgb!emsfdlfﬁcullles not correcled by glasses/ D Yas D Neo
3. Dielary Resliictions? [ es [J Mo §j 12. Hearing problems/difficulties? [Jves [Ino
(] a Medically-based [ | b. Religiousty-based 13. Speachilanguage delays? [Jves [JNo
14. Olher developmenlal defays? Yes No
4. Diabatas? [Jyes [Ino ] Ll
15. Physical disability? (1 Yes E] No
5 Epitepsy/Selzares? [Jves {Imo 16. Other medical condilion or concemns? {7 Yes E} No
, R if yes, please explain
6 Attention DeficiVHyperaciivity Disorder {ADD/ADHD)? D Yes D No
a 1s your childfyouth prescribed medicalion? |:| Yes D No
7. Diagnosed BehavioriConduct concerns? l___:l Yes D No
a. Is your childfyouth presenbed medicalion? D Yes I:I No
PART C - MEDICATIONS

List any medicalions that are prescribed for your child/youth:

Will your child require medication administration during child careiyouth supervision hours? D Yes [_j No

DA FORM 7725, XXX 2015 (Last revised: 03-09-2015) Page 1af 3
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ChlldiYouth's Name: _ .
PART D - EARLY INTERVENTION AND SPECIAL EDUCATION

Does your childfyouth have an;

Does your childlyouth receive special services/theraples? Yes No
Y ! ples? (] U a. Individualized Education Plan {IEP) [(Jves [Ino

if yes, please specify:
b. Individualized Famity Service Pian (IFSP) [Jres [ INo

¢. 504 Plan [[Jves [j No

PARTE - EXCEPTIONAL FAMILY MEMBER PROGRAM (EFMP) ENROLLMENT

15 your child envolled in the EFMP? { | Yes [ ] No
if ves, specify for what condilion:

If you have answarad NO to all the questions above or YES to ONLY Part B, 3b,, sign and date below, indicating
that the Information above is accurate and complete to the best of your knowledge.

Prinled Name of Parent/Persona! Reptesentalive of ChitdfYouth | Signalure of Parent/Personal Represeniativa of Child/Youth | Date (YYYYMMMODD)

if you answered YES to any of the questions above (OTHER THAN PART B, 3b.), complete Part F below.

Child, Youth and School Servicas sitives to provide the safest and heallthlest environment for your childiyouth and relies on your accurata and honast
information to suppont this goal, Please understand that placement andlor care for your childfycuth could be delaysdisuspendad Hf infermation is falsifled
or [ntentionally omitted on repistration documentation. i there are any changes to your childfyouth's health status please notiy CYS Services Immediataly.

PART F - RELEASE OF INFORMATION
Is this childfyoulh currently covered by TRICARE or other military heallhy care? [)ves [N

| aulhorize _torelease any medical informalion regarding sy child
fname of Medical Trealment Facilly or physician's praciice}

] to the . ]
{name of child) {name of insia‘iation)

Child, Youth & Schooel (CYS) services and Multidisciplinary Inclusion Action Team (MIAT) personnel, are necessary lo
conduct a MIAT review. This authorization will remain in effect for one year. | understand | may revoke (his consent in
writing at any time before expiration, but any action taken by the MIAT team on this aulborization pdor to revocation is
valid and will remain in effecl.

I undersland that information disclosed pursuant to this authorzation is For Official Use Only (FOUQ} and may be subject
to redisclosure. | understand that information redisclosed is no longer prolected by DoD 6025, 18-R; however,
confidentiality of this information will remain protecled by the Privacy Acl of 1974, 5 UL.8.C. seclion 552a.

The Military Heallh System {which includes the TRICARE Heallh Plan) may nol condilion Weatment in MTFs/DTFs,
paymant by the TRICARE Health Plan, enroiment In the TRICARE Haallh Plan or eligibility for TRICARE Heallth Plan
benefils on fallure to obtain his authorization.

Printed Name of Parent/Personal Representative of ChildfYoulh | Signalure of ParentPersonal Representallve of ChildfYouth | Date {YYYYMMMOD)

DA FORM 7728, )OO 2015 Page 2 of 3
APD LG v1.008S




GhildfYouth's Name:

PART G - ARMY PUBLIC HEALTH NURSE {APHN] CASE REVIEW

Medical Records Reviowead? [_] Yes Lj No

[ ] Not Available

Special NeadsiMagnesis:

Maedicat History (Appficabis ta Special Navds/Diagnoss)

Training Required for CYS SaliiFCC Provider (dalaif typa of training, who will provida the training and projocled timeline}

Recommendation Summary {if additional space Is neaded please add a conlimiation page)

REVIEWED {check all that apply):
7] Attergy MaP [ ] Diabates MAP

{7] Administrative ] Modifled

{T] Epilepsy/Selzure MAP [] Respiratory MAP [} special Diel Statemenl
MULTIDISCIPLINARY INCLUSION ACTION TEAM REQUIRED:

[ Fu [ Annual Reviaw

APHN Prinled Name or Stamp

APHN Signature

Date (YYYYMMDD)

Dale Received by APHN (YYYYMMMDD)

Date Retumed to Parent Central ServiceslEFMP (YYYYMMMDD)

DA FORM 7725, X0O( 2015

Page dof3
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Health Assessment / Sports Physical Statement (HASPS)
for CYS SERVICES

ENROLLEMENT, Renewal & SPORTS Physical Requirements
Revised 12Jan 10

DATA REQUIRED BY THE PRIVACY ACT OF 1994

PRINCIPAL PURPOSE: Information is used by DA personne! 1oz (1) verify chitd heallh stalus of immunizalion per admission requirements. (2) nole
spacial program considarations or resliictien on child parlicipation, (3) execule emergency medical procedure for chionk Hinesses/conditions: (4) refer
child {or enrollmant in Exceptional Family Membar Program; (5) cerify physteally fit to participale In spoits. ROUTINE USES: No information is disclesed
outside DOD DISCLOSURE: Information is voluntary; howaver, il information is nol provided, Individuals may nol be able to participate in communily
aclivillas

INSTRUCTIONS: All sections A, B, C, must be completed

PART: A Medlcal History (Fllled out by parent/ guardian)

Mamea of Sponsor Home Telephone DulyWork Telaphone

Cell Telephona

Sponsor Unit / Wark Address Sponsor SSN Spouse’s Woik Telephone

CHILD HEALTH INFORMATION

Name of Child Birth Dale Sex

|___|Mata D Femala

Does your child have ongoing medical concerns?
{Il Yes, explain circumstances and curent slatus)

D Yes D No

Is your child enrolled in Exceplional Family Member Program?
(If Yas, oxplain)

|_] Yas D No
MEDICAL HISTORY .
YES NO YES NO
1. Any hospializalion or operations 14 Haal slroke or exhaustion
2. Allsrpies lo medkine, insecl bites or food 15 Broken bonas ar spralns
3. Speech or development delays 16. Joinl injuries (Ankle/Knea/Wrist}
4. Vision Problems (Glasses / Contacls) 17_Redquired restricted physical aclivily
5. Ear or hearing problems 18 Diabsles
8, Selzures or Canvulsians 19. Cancer
7. Dizziness or falnting wilh exercise 20. Denal or orlhodontlc braces
8. Headaches 21. Learning problems
9. Head injury or loss of consclousness 22 Slsap problems
10. Neck or back Injury 23 Behavioral problems
11. Asthma or difficully breathing 24. ADD / ADHD
12, Hearl or blood pressure problems 25. Aulism Speclrum Disorder
13 Chest pain wilh exercise 26. Other {pleasa lisl balow)
If you answer yes to any of lhe abave, please explain
Qngoing Madicatlons
Name Dosaga Fraquency

Allergles — All Types (Foods, Medielnas and Insact Bites)

Typa Reacilon

Child and Youth Services Health Assessment / Sports Physical Statement Page 1 of 2




PART B: Physical Exam
Medical Stall Assassment (Complated by licensed independant practitioner: Daclor-Dr., Nurse Pracliliones-NP, Physlcian's Assistanl-PA}

Age Height Welght

YRS MOS cm, ( Yhile) Kos, { Yelie}

BP: [} Visual Aculty

P: Right ) Left ! Tostad with / withoul glasses

NORMAL ABNORMAL | N/A COMMENTS

1. Eves

. Ears, Nose & Throat

. _Hearing

. Moulh & Teeth

. Cardiovascular

. _Chest & Lungs

1. &
i
3
2
5. Nack (Sofl tlssues)
6.
7
8

Abdomen

Q -

Genltalia - Harnla

10 Skin & Lymphalics

11, Spine - Scofosls

12. Extremities

13. Neuralogical

14. Wears braces / plates

Based on this HX and PX exam, (he foflowing abnormalilies wera found and may need treatmenl’

Immunizalions are current and up to dale: D Yes D No

PARTICIPATION RECOMMENDATIONS

D All sports Yas Na D Nomat physleal aclivity to including PE

D Addillonal comments; I:] Reslrctions:

Sporis Physleal Is valld for 1 year from daie Indicated below

PART C

Special Medlcal Considerations: Describe any special program needs, conslderallons or reslriclions which the child requires in ordar lo pariicipals in
CYS programs (to Include Spods).

Child / Youth is abie to parlicipate In normal CYS programs? D Yes D Na
Data Licensed Haatth Care Professional Stamp Licansed Health Care Professtonal; br., NP or PA Signature
fnitial Date Typsa or print name of Parent or Guardian Signature of Parent or Guardian

HASPS Renewal {Not Part of the Sports Physical)

Year 2 Dala Haalth Status Changed Signature of Parent or Guardian
D Yas D No
Year 3 Date Health Status Changed Signature of Parant or Guardian

E] Yes D No

Child and Youth Services Health Assessment / Sporis Physical Statement Page 2 of 2




