CHILD AND YOUTH SERVICES (CYS)  

REGISTRATION FORM

Initial Date: ___________    Up-Date 1:___________    Up-Date 2:___________    Pay Category:______   Registration #:__________

Data Required by the Privacy Act of 1974     AUTHORITY:  Title 10, UNITED STATES CODE, section 3012, PRINCIPLE PURPOSES:  To provide child and family program eligibility and background information; sponsor consent for access to emergency medical care; data required by USDA food program.  ROUTINE USES:  Information is furnished to the attending physician when it is necessary for a child to be taken to a medical facility by someone other than the parent.  Information on immunization and medial problems will be used in the program admission screening procedures.  Family income data will be used to determine USDA food program qualification and rate structures.  DISCLOSURES:  Disclosure of requested information is voluntary; however, if information is not provided, individuals may not be allowed to participate in CYS programs.

DECLARATION OF NONDISCRIMINATION:  Services will be made available to all children in attendance, without regard to race, color, religion, national origin, ancestry, or sex within the limits of AR 608-10.  CDS/SAS programs participating in the USDA food program shall offer meals without physical segregation against any child regardless of ability to pay.
Name of Sponsor:________________________________________________   SSN:______________________________  Sole Parent:__________ 

Grade:__________    Branch of Service:______________   ACT____  RET____  CIV____     DEROS:_______________    Family Size: _________

Unit/Employer:___________________________________  Duty Phone:_____________________   Home Phone:___________________________

Mailing Address: _________________________________________  Box __________________________________  APO AE _________________   

Housing Address:_________________________________  Email: ____________________________  Cell Phone: __________________________   

Name of Spouse:__________________________________________________ Grade:_________________  SSN:____________________________

Employer: ______________________________________________________  Duty Phone:_________________________  Dual Military:________      
Emergency Notification Designee’s


Home Phone

Duty Phone
    Child Release Designee

1.__________________________________________
__________________
_____________
    Yes_____ No_____

2.__________________________________________
__________________
_____________
    Yes_____ No_____

3.__________________________________________
__________________
_____________
    Yes_____ No_____
Name of Child:________________________________________________________   Birth Date:_____________________  Sex: _____M_____F 

Photo Release:________    Social Security Number: ________________________   Medical Conditions:___________________________________ 

DTP   __________   __________   __________   __________   ___________                                            ___________________________________

HIB    __________   __________   __________   __________ 

        Allergies:____________________________________________

OPV   __________   __________   __________   __________ 

        Physical Exam Date:___________________________________

HBC   __________   __________   __________                                                           Chicken Pox:_________________________________________

MMR  __________  __________   Other:____________________________              PPD __________________________ Result _________________

Program:___________________________   Bldg./ Post:___________________   Enrollment Date:____________________    Termination Date:__________________

Program:___________________________   Bldg./ Post:___________________   Enrollment Date:____________________    Termination Date:__________________

Name of Child:________________________________________________________   Birth Date:_____________________  Sex: _____M_____F 

Photo Release:________    Social Security Number: ________________________   Medical Conditions:___________________________________ 

DTP   __________   __________   __________   __________   ___________                                            ___________________________________

HIB    __________   __________   __________   __________ 

        Allergies:____________________________________________

OPV   __________   __________   __________   __________ 

        Physical Exam Date:___________________________________

HBC   __________   __________   __________                                                           Chicken Pox:_________________________________________

MMR __________   __________   Other:____________________________              PPD __________________________ Result _________________

Program:___________________________   Bldg./ Post:___________________   Enrollment Date:____________________    Termination Date:__________________

Program:___________________________   Bldg./ Post:___________________   Enrollment Date:____________________    Termination Date:__________________

SPONSOR CONSENT:  I_____________________________________(Parent/Guardian) of ____________________________________________

________________________________ give consent of an authorized CYS representative to take my child(ren) for care, medical or dental, in an emergency situation where the child’s condition represents a serious or imminent threat to his/her life, health, or well being.  I understand that a conscientious effort will be made to notify me prior to such action and the expense, if any, will be borne by me.  Treatment at an Army facility may be provided without additional consent under the provision of AR 40-3, Paragraph 2-24b.

Date____________________________          Signature_______________________________________________________________
