











CHILD DEVELOPMENT SERVICES (CDS) CHILD HEALTH ASSESSMENT
For use of this form, see AR 608-10; the proponent agency is DCSPER

DATA REQUIRED BY THE PRIVACY ACT OF 1974

AUTHORITY: Title 10, United States Code, Section 3013.

PRINCIPAL PURPOSE: Information is used by DA personnel to: ( 1) verify child health status and currency of immunization per
admission requirements: (2) nete special program considerations or restrictions on child participation;
(3) execute emergency medical procedures for chronic iinesses/conditions; (4) refer child for enroliment in
Exceptional Family Member Program. )

ROUTINE USES: Information provided may be released IAW the Army's blanket routine uses contained in AR 340-21.

DISCLOSURE: Disclosure of requested information is voluntary; however, if information is not provided, individuals may
not be able to participate in CDS programs.

NAME OF SPONSOR (Last, first, Mi) TELEPHONE (Home) TELEPHONE (Duty)

NAME OF MEDICAL TREATMENT FACILITY/PHYSICIAN ADDRESS (Include ZIP Code) TELEPHONE

CHILD HEALTH INFORMATION (Sponsor)
NAME OF CHILD BIRTH DATE * SEX

HAS CHILD BEEN UNDER REGULAR SUPERVISION OF A PHYSICIAN (/f yes, explain circumstance(s) and current status)

O ves O no

HAS CHILD BEEN SCREENED FOR ENROLLMENT IN EXCEPTIONAL FAMILY MEMBER PROGRAM D YES D NO
IMMUNIZATION DATES {List Month and Year)

DPT
TOPV
MMR
TINE
DISEASES AND ILLNESSES (Check Yes, or Noj
CHICKEN POX Oves [ no RUBELLA COOvyes [On~No  Ten-DAY MEAstes [Jves L[] wNo
MUMPS Oves [Onwno poiomyeLmis [Jves [Ono  rHeumaTicrever [(Jyes [ no

SCARLETFEVER [1ves [ no
OTHER (List)

CHRONIC ILLNESSES AND CONDITIONS (Check Yes, or Noj

VISION PROBLEMS O ves O wNo AUDITORY PROBLEMS [ yes [ No
ORTHOPEDIC PROBLEMS [] YEs [ No  AstHMA [0 ves [ wNo DIABETES [] yes [J No
SEIZURE DISORDER O ves O wno

OTHER (List)

ALLERGIES (List)

COMMENTS/INDICATE FREQUENCY

COoLDS

EAR ACHES

STOMACH ACHES

HEADACHES
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COMMENT/INDICATE FREQUENCY

DIARRHEA

CONSTIPATION

BED WETTING

SLEEP DIFFICULTIES

POOR EATING HABITS

TANTRUMS

EXCESSIVE ACTIVITY

DESCRIPTION OF SERIOUS CHRONIC ILLNESS/CONDITIONS (Medicat Staff)
ILLNESS/CONDITIONS EARLY SYMPTOMS RECOMMENDED CDS PROCEDURES
COMMENTS
ON-GOING MEDICATION Medicar Staff)
TYPE DOSAGE FREQUENCY CDS ADMINISTERED
MEDICAL STAFF COMMENTS
HEIGHT WEIGHT VISION HEARING

SPECIAL MEDICAL CONSIDERATIONS

DESCRIBE ANY SPECIAL PROGRAM NEEDS, CONSIDERATIONS, OR RESTRICTIONS WHICH THE CHILD REQUIRES, IN ORDER TO

PARTICIPATE IN CDS PROGRAMS

REFERRAL FOR CHILD FIND SCREENING D YES 0 ~no

MEDICAL STATEMENT

The above named child has been given a routine medical examination and has been found free of infectious or contagious diseases,

and to be capable of participating fully in CDS programs with the exception listed above.

SIGNATURE OF MEDICAL FACILITY REPRESENTATIVE

DATE

SIGNATURE OF SPONSOR

DATE
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ARMY CHILD AND YOUTH SERVICES HEALTH SCREENING TOOL
For use of this form, see AR 608-75; the proponent agency is OACSIM.

PRIVACY ACT STATEMENT

AUTHORITY: 10 U.S.C. 3013, Secretary of the Army; 29 U.S.C. 794, Nondiscrimination Under Federal Grants and
Programs; DoDD 1342.17 Family Policy; AR 608-75, Exceptional Family Member Program; AR 608-10,
Child Development Services; and E.Q. 9397 (SSN).

PRINCIPAL PURPOSE: Information will be used to assist Army activities in their responsibilities in overall execution of the
Army's Exceptional Family Member Program (EFMP) and the Army Child and Youth Services Program.

ROUTINE USES: The DoD "Blanket Routine Uses" that appear at the beginning of the Army's compilation of systems of
records apply to this system.

DISCLOSURE: Disclosure of requested information is voluntary; however, if information is not provided individual may

not be able to participate in Army Child and Youth Services Program.

Part A - General Information
1. Child's Name 2. Date of birth (YYYYMMDD)

3. Family member prefix

4. Type of placement requested ’ 5. Date {(YYYYMMDD)}

6. Sponsor name ) 7. SSN (last four digits)

8. Spouse name

9. Home phone 10. Duty phone 11. Cell phone

Part B - Identification of Child/Youth Condition/Restrictions
Child has any of the following conditions/restrictions: {Check yes or no)

1. Allergies
D No D Yes {explain)

a. Life threatening reaction
D No D Yes (explain}

b. Epi-pen required

I:I No |:] Yes

c. - Other allergic reations (hives, rash, diarrhea)
No l:] Yes

2. Asthma reactive airway disease

No D Yes {explain)

a. Triggers exist for child's asthma attacks (stress, environmental, exercise)
No D Yes (explain)

b. Child routinely (greater than 10 days per month/four months per year) uses inhaled anti-inflammatory agents and/or bronchodilators
No I:] Yes {explain)

c. Child has taken steroids during the past year (prednisone, prednisolone)
No Yes (indicate number of days in past year)
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d. Child has experienced unconsciousness or seizures associated with asthma attacks
No I:l Yes (explain)

e. Child required an urgent visit to emergency room or clinic for acute asthma within the last 12 months
No Yes (indicate number of visits in the past year)

f. Child has been hospitalized for asthma related condition in the past six months
No D Yes (explain)

3. Attention Deficit Disorder (ADD)

D No |:| Yes

a. ADD with hyperactivity

I:] No D Yes

b. Is not well controlled with medication
No |:| Yes (not well controlled)

c. Behavioral/conduct concerns
No I:I Yes (explain)

4. Autism

l:l No D Yes

5. Behavioral/conduct concerns (for example, oppositional defiant disorder, anxiety disorder, schoo! phobias)
No Yes (explain)

6. Blindness/visual problems
D No D Yes (explain)

7. Diabetes

D No D Yes (explain)

8. Emotional problems that require care by a psychi'atrist,v psychologist or social worker
No Yes (explain)

9. Epilepsy

D No [:] Yes (explain}

10. Hearing problems
l:l No I:l Yes (explain)

11. Heart problems
D No D Yes {explain)

12. Kidney problems
[:I No I:l Yes {explain}

13. Speech/language delay
No D Yes (explain)

14. Physical disability :
D No ) D Yes {explain}

15. Dietary restrictions
No D Yes (explain)
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16. Assistance with activities of daily living
No {:_l Yes (explain)

17. Other conditions
' No l:l Yes (specify and explain}

Part C - Medications

Child is on medications on a regular basis

No I:l Yes (If yes, please list medications and indicate which require administration during child
care hours.)

Part D - Early Intervention and Special Education

Child has an Individualized Family Service Plan (IFSP), Individualized Education Plan {IEP) or 504 plan
D No I:l Yes

Part E - Exceptional Family Member Program (EFMP) Enrollment

Child is enrolled in the EFMP
No D Yes (specify for what condition)

| authorize (hame of Medical Treatment Facility or physician's practice) to release any
medical information regarding my chiid {name of child) to the

‘ {name of installation) Child Youth Services (CYS)/Special Needs Accommodation
Process (SNAP) personnel and their staff that is necessary to conduct SNAP review. This authorization will remain in effect for one

year. | understand | may revoke this consent in writing at any time before expiration, but any action taken by the CYS/SNAP in reliance
on this authorization prior to revocation is valid and will remain in effect.

| understand that information disclosed pursuant to this authorization is For Official Use Only (FOUQ) and may be subject to
redisclosure. | understand that information redisclosed is no longer protected by DoD 6025.18-R; however, confidentiality of this
information will remain protected by the Privacy Act of 1974, 6 U.S.C. section 552a.

The Military Health System (which includes the TRICARE Health Plan) may not condition treatment in MTFs/DTFs, payment by the
TRICARE Health Plan, enroliment in the TRICARE Health Plan or eligibility for TRICARE Health Plan benefits on failure to obtain this
authorization. ; .

Signature of Parent or Personal Representative of Child Date {(YYYYMMDD}
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CHILD DEVELOPMENT SERVICES(CDS) SPONSOR CONSENT
For use of this form, see AR 608-10; the proponent agency is DCSPER

I parent/guardian of

consent*

to the following in reference to the care of my child/children.

CHECK

YES NO

USE OF PHOTOGRAPHS FOR RELEASE TO MEDIA

PARTICIPATION IN ON-AND-OFF POST EXCURSIONS ACCOMPANIED BY CDS PERSONNEL

INDEPENDENT PARTICIPATION IN ATHLETIC EVENTS, CLASSES, YOUTH ORGANIZATIONS AND CLUBS, WALKING TO AND FROM
SCHOOL, VISITING FRIENDS, OR OTHER ACTIVITIES LISTED BELOW.

ACTIVITY LOCATION ARRIVE DEPART DAYS DATES
|
|
|
CHECK
YES NO

TRANSPORTATION IN A GOVERNMENT OR COMMERCIAL VEHICLE

TRANSPORTATION IN A PRIVATE VEHICLE

OTHER-

OTHER-

OTHER-

REMARKS

*Sponsor consent for access to emergency medical or dental treatment is contained in DA Form 4719-R. Sponsor consent for
administration of medication is contained on DA Form 5225-R

SIGNATURE OF SPONSOR DATE
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CHILD DEVELOPMENT SERVICE (CDS) SPONSOR/PROGRAM AGREEMENT

For use of this form, see AR 608-10; the proponent agency is ODCSPER
DATA REQUIRED BY THE PRIVACY ACT OF 1974
AUTHORITY: Title 10, United States Code, Section 3013

PRINCIPAL PURPOSE: Information is used by DA personnel and patrons to: (1) Identify' and clarify responsibilities of all parties
involved in agreement, (2) specify commitment regarding acceptance and provision of CDS services.

ROUTINE USES: Information provided may be released IAW the Army's blanket routine uses contained in AR 340-21.

DISCLOSURE: Disciosure of requested information is voluntary; however, if information is not provided, individuals may

not be able to participate in CDS programs.
NAME OF SPONSOR (Last, first, Ml)

PROGRAM ' VALID FROM (Month, day, year to month, day, year)

SERVICE (Check appropriate box/
[} FuLLDAY  [T] PART DAY PRESCHOOL [[] PART.DAY SCHOOL AGE [] Fcc Home [] HouRLy

AGE GROUP CATEGORY (Check appropriate box)
[] iNFaNT ["] ToppLer [] PrescHooL AGe [] scHooL AGE

| agree to enroll my child/children

in the

CDS Facility/Family Child Care Home located at

PROGRAM SERVICES

PROGRAM OPERATING HOURS ARE AS FOLLOWS (List hours) (CDS personnel)

MON TO TUES T0 WED TO
THURS TO FRI TO SAT TO
SUN TO

*SERVICES FOR MY CHILD/CHILDREN WILL BE AS FOLLOWS (List hours) (Sponsor)

MON TO TUES TO " WED T0
THURS TO FRI T0 SAT TO
SUN TO

SERVICES WILL NOT BE AVAILABLE ON (List time/datej (CDS personnel)
| WILL BE NOTIFIED IN ADVANCE, WHENEVER POSSIBLE,

OF ADDITIONAL PERIODS OF NON-SERVICE AS DETERMINED BY CDS PERSONNEL.
(CHILD MAY BE DENIED CARE WHEN ILLNESS PRECLUDES PARTICIPATION IN ROUTINE PROGRAM ACTIVITIES)

PRIOR NOTICE REQUIREMENT (List amount of time required to terminate services) {CDS Personnel)

UNIQUE CONSIDERATIONS (sponsors

} REQUEST THE FOLLOWING SPECIAL NEEDS OF MY CHILD/CHILDREN AS ACCOMMODATED

MY CHILD/CHILDREN REQUIRES THE FOLLOWING SPECIAL ITEMS WHICH | WILL SUPPLY '

*NON APPLICABLE FOR HOURLY SERVICES

DA FORM 5226-R, JUL 89 EDITION OF AUG 83 IS OBSOLETE k USAPPC V3.00




FEES AND CHARGES (CDS Personnel)

RATES FOR PROGRAM SERVICES ARE AS FOLLOWS:

MISCELLANEOQUS FEES FOR PROGRAM SERVICES ARE AS FOLLOWS:

AN OVERTIME/LATE FEE OF $ ___ per WILL BE CHARGED STARTING AT

HOURS.

*PAYMENT OBLIGATION IS BASED ON HOURS | AGREE TO USE SERVICES NOT ON ACTUAL HOURS OF CHILD ATTENDANCE, UNLESS THEY EXCEED

THE HOURS CONTRACTED.

*IN THE EVENT OF ABSENCE OF MY CHILD/CHILDREN FROM CARE DUE TO ILLNESS, FEES WILL/WILL NOT BE REDUCED.

*IN THE EVENT OF ABSENCE OF MY CHILD/CHILDREN FROM CARE DUE TO VACATION, FEES WILL/WILL NOT BE REDUCED.

FEES WILL BE PAID IN THE FOLLOWING MANNER

FEES AND CHARGES ARE SUBJECT TO CHANGE. PATRONS WILL BE NOTIFIED OF CHANGES 30 DAYS PRIOR TO EFFECTIVE DATE.

POLICIES (CDS Personnel)

*CHILD MEDICATION WILL BE ADMINISTERED ONLY UPON MY WRITTEN REQUEST UNDER THE FOLLOWING CDS CONDITIONS

LAUNDERING CHILD'S/CHILDREN'S SOILED CLOTHING WILL/WILL NOT BE DONE ON A ROUTINE BASIS.

| WILL PROVIDE THE FOLLOWING TO MEET CDS PROGRAM REQUIREMENTS

| ACKNOWLEDGE A SHARED RESPONSIBILITY WITH CDS FOR CHILD ABUSE PREVENTION

| ACKNOWLEDGE AND CONSENT TO THE FOLLOWING CDS POLICIES CONCERNING THE CARE OF MY CHILD

SIGNATURE OF SPONSOR

DATE

SIGNATURE OF CDS REPRESENTATIVE OR FCC PROVIDER -

DATE
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Fort Greely
Child, Youth and School Services (CYS)
Check Writing Agreement

The agreement form below is a necessary part of your child’s registration packet. It
ensures your privilege to write checks and CYS privilege to accept them. Without this,
your registration is incomplete.

NAME OF SPONSOR:
(Last) (First) MD)
RANK: SSN:
UNIT: DUTY PHONE:
HOME ADDRESS: HOME PHONE:

I understand that the negotiation of worthless checks is a violation of the UCMJ and civil
law. I hereby consent to collection from my military pay of any check negotiation by
myself or my dependents which is returned for non-sufficient funds.

Date Signature of Sponsor




Media Release Form for Fort Greely Child & Youth Services

I hereby agree and give my permission for the Fort Greely, Child & Youth Services to record,
film, photograph, audiotape or videotape my child’s name, image, likeness, spoken words,
student work, performance and movement, in any form (hereinafter collectively referred to as
“Works”), and to display, publish, distribute or exhibit these Works or any part thereof for the
purpose of and in connection with any material that may be created by the Child & Youth
Services Program, including, without limitation, for posting on the Fort Greely, Child & Youth
Services website and/or for broadcasting in podcasting, or streaming audio and video.

I hereby further agree that the Fort Greely, Child & Youth Services Program is the sole owner of
all rights, title and interest, including copyrights in such Works and any parts thereof for all
purposes, as the Fort Greely, Child & Youth Services Program shall determine in their sole
discretion without limitation, reservation or compensation to me or my child.

By entering into this informed consent and release and granting the permission as stated

- herein, I am expressly authorizing Fort Greely, Child & Youth Services Program to use, in whole
or in part, my child’s name, likeness, image, spoken words, student work, performance and
movement in connection with any materials for the Fort Greely, Child & Youth Services
Program, including without limitation the Fort Greely, Child & Youth-Services Program, in all
manner and media, as Fort Greely, Child & Youth Services Program determines in their sole
discretion.

I also understand that the Fort Greely, Youth Services Program shall own all rights, title and
interest, including the copyright(s), in and to the materials, to be used and disposed in perpetuity
without limitation as Fort Greely, Child & Youth Services Program shall determine in their sole
discretion.

By entering into this informed consent and release and granting the permission as stated

herein, I also am releasing the Fort Greely, Child & Youth Services Program and their respective
officers, directors, agents and/or employees from and against any and all liability, loss, damage,
costs, claims and/or causes of action arising out of or related to my son/daughter’s participation in
any media events, including, without limitation, podcasts, video streaming, audio streaming,
promotional materials or website projects.

I have read this Informed Consent and Release and understand its terms. I sign it voluntarily and
with full knowledge of its significance.

Child’s Name: , Grade:
Child’s Signature: CYS Coordinator:
(If 14 years of age or older)
Parent/Guardian’s Name:
Parent/Guardian’s Signature:
Date:




CHILD DEVELOPMENT SERVICES (CDS) CHILD HEALTH ASSESSMENT
For use of this form, see AR 608-10; the proponent agency is DCSPER

DATA REQUIRED BY THE PRIVACY ACT OF 1974

AUTHORITY: Title 10, United States Code, Section 3013.

PRINCIPAL PURPOSE: Information is used by DA personnel to: ( 1) verify child health status and currency of immunization per
admission requirements: (2) nete special program considerations or restrictions on child participation;
(3) execute emergency medical procedures for chronic iinesses/conditions; (4) refer child for enroliment in
Exceptional Family Member Program. )

ROUTINE USES: Information provided may be released IAW the Army's blanket routine uses contained in AR 340-21.

DISCLOSURE: Disclosure of requested information is voluntary; however, if information is not provided, individuals may
not be able to participate in CDS programs.

NAME OF SPONSOR (Last, first, Mi) TELEPHONE (Home) TELEPHONE (Duty)

NAME OF MEDICAL TREATMENT FACILITY/PHYSICIAN ADDRESS (Include ZIP Code) TELEPHONE

CHILD HEALTH INFORMATION (Sponsor)
NAME OF CHILD BIRTH DATE * SEX

HAS CHILD BEEN UNDER REGULAR SUPERVISION OF A PHYSICIAN (/f yes, explain circumstance(s) and current status)

O ves O no

HAS CHILD BEEN SCREENED FOR ENROLLMENT IN EXCEPTIONAL FAMILY MEMBER PROGRAM D YES D NO
IMMUNIZATION DATES {List Month and Year)

DPT
TOPV
MMR
TINE
DISEASES AND ILLNESSES (Check Yes, or Noj
CHICKEN POX Oves [ no RUBELLA COOvyes [On~No  Ten-DAY MEAstes [Jves L[] wNo
MUMPS Oves [Onwno poiomyeLmis [Jves [Ono  rHeumaTicrever [(Jyes [ no

SCARLETFEVER [1ves [ no
OTHER (List)

CHRONIC ILLNESSES AND CONDITIONS (Check Yes, or Noj

VISION PROBLEMS O ves O wNo AUDITORY PROBLEMS [ yes [ No
ORTHOPEDIC PROBLEMS [] YEs [ No  AstHMA [0 ves [ wNo DIABETES [] yes [J No
SEIZURE DISORDER O ves O wno

OTHER (List)

ALLERGIES (List)

COMMENTS/INDICATE FREQUENCY

COoLDS

EAR ACHES

STOMACH ACHES

HEADACHES
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