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PART A - GENERAL INFORMATION
Type of Placement Requested (check all that apply):
PART B - IDENTIFICATION OF CHILD/YOUTH CONDITION/RESTRICTIONS
Does your child have any of the following conditions/restrictions (check no or yes and answer questions as appropriate):
PRIVACY ACT STATEMENT
AUTHORITY:  5 U.S.C. 301, Departmental Regulations; 10 U.S.C. 133, Under Secretary of Defense for Acquisition, Technology; 10 U.S.C. 2809 and 2812, Military construction of child care facilities; 42 U.S.C. Chap. 127, Coordinated services for children, youth, and families; 40 U.S.C. 490b, Child care services for Federal employees; 42 U.S.C. Chap 67, Child abuse programs; Pub.L. 101-189, Title XV, Military Child Care Act of 1989; and DoD Instruction 6060.2, Child Development Programs.
PRINCIPAL PURPOSE(S): Data is collected to effectively manage and operate a day care facility.  Information relating to religious preference or religious activity is collected and maintained only for development of cultural and social enrichment activities. 
ROUTINE USES:  Pursuant to 5 U.S.C. 522a(b)(3) and (8) these records may be disclosed outside DoD to physicians, dentists, medical technicians, hospitals, or health care providers in the course of obtaining emergency medical attention; and to Federal, State, and local officials involved with the childcare or health services for the purpose of reporting suspected or actual child abuse. To Federal, state, and local agencies and private sector entities that employ individuals who are registered to use the day care center for the purpose of verifying income. To State Public Health Authorities and/or the Centers for Disease Control for the purpose of reporting communicable diseases. Information released does not contain any personally identifiable information. DoD definitions of child abuse and/or neglect shall apply to all programs while also maintaining compliance with any applicable state and federal laws. In addition, the DoD `Blanket Routine Uses' set forth at the beginning of DLA's compilation of systems of records notice apply to this system.
DISCLOSURE:  DISCLOSURE IS VOLUNTARY.  Providing the data is voluntary; however, failure to provide answers to all or part of questions may result in refusal of child care services.
RULES OF USE:  Rules for collecting, using, retaining, and safeguarding this information are contained in the DLA S400.20, System of Records Notice entitled, "Day Care Facility Registrant and Applicant Records” (May 11, 2012, 44 FR 27740) available at http://dpcld.defense.gov/Privacy/SORNsIndex/DOD-Component-Notices/DLA-Article-List/. 
Is child on waiting list?
FOR REGISTRATION COMPLETION ONLY
1. Allergies:
a.  Life threatening reaction?
b.  Rescue Medication (Epi-pen, Benadryl; Inhaler)
The public reporting burden for this collection of information is estimated to average 5 minutes per response, including the time for reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of information. Send comments regarding this burden estimate or any other aspect of this collection of information, including suggestions for reducing the burden, to the Department of Defense, Washington Headquarters Services, at whs.mc-alex.esd.mbx.dd-dod-information-collections@mail.mil (0704-0582). 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. 
 
PLEASE DO NOT RETURN YOUR FORM TO THE ABOVE ORGANIZATION.  RETURN COMPLETED FORM TO YOUR LOCAL SITE CHILD AND YOUTH PROGRAM WHERE SERVICE IS REQUESTED.
PART B - CONTINUED
Does your child have any of the following conditions/restrictions (check no or yes and answer questions as appropriate):
a.  Attention Deficit/Hyperactive Disorder (ADD/ADHD
b.  Are there behavior/conduct concerns while on meds?
7
10. Does your child have any of the following health concerns (circle all that apply)?  Hearing impairment, vision impairment, other than corrective lenses, heart, kidney, physical disability, SEVERE skin condition
9. Autism Spectrum Disorders (Autism, Aspergers, Rett Syndrome, PDD-NOS)?
8. Behavioral/conduct concerns (oppositional defiant disorder, anxiety, depression, bipolar, other)?
12. Does your child have developmental delays other than MILD speech language/MILD hearing loss?
11. Does your child have a speech/language and/or hearing loss that affects their ability to communicate their basic needs (hurt, bathroom, fear, thirst)?
13. Are there any other conditions or concerns that you would like staff to be aware of?
2.  Special Diet:
c.  Does your child have a dietary religious restriction?
3. 
4.  Does your child have diabetes?
5.  Does your child have seizures?
6.  Blood Disorder
a.  Is your child on a complex diet (i.e., gluten free, diabetic)?
b.  Does your child have a food intolerance?
a. Asthma/Reactive Airway Disease/Breathing Problems?
b. Does your child require a rescue medication?
c.  Does child/youth need rescue inhaler?
Date (YYYYMMDD)
Printed Name and Signature of Parent/Personal Representative of Child/Youth
I authorize                                                           (name of Medical Treatment Facility (MTF) or physician's practice) to release any medical information regarding my child                                                              (name of child) to the                                                            (name of DLA Site) Child & Youth Program (CYP) Inclusion Action Team (IAT) personnel and their staff that is necessary to conduct an Inclusion Team review.  This authorization will remain in effect for one year.  I understand I may revoke this consent in writing at any time before expiration, but any action taken by the IAT on this authorization prior to revocation is valid and will remain in effect.  
 
I understand that information disclosed pursuant to this authorization is For Official Use Only (FOUO) and may be subject to redisclosure.  I 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, 5 U.S.C. section 552a.  
 
The Military Health System (which includes the TRICARE Health Plan) may not condition treatment in MTFs/Dental Treatment Facilities (DTF), payment by the TRICARE Health Plan, enrollment in the TRICARE Health Plan or eligibility for TRICARE Health Plan benefits on failure to obtain this authorization.
PART F - RELEASE OF INFORMATION
Printed Name and Signature of Parent/Personal Representative of Child/Youth
Date (YYYYMMDD)
If you have answered NO to all the questions above, you are now finished with this form.  Please sign and date indicating that the information above is accurate and complete to the best of your knowledge.
If you have answered YES to any of the questions above, complete Part F below. 
DLA Child and Youth Program (CYP) strives to provide the safest and healthiest environment for your child/youth and relies on your accurate and honest information to support this goal.  Please understand that placement and/or care for your child/youth could be delayed/suspended if information is falsified or intentionally omitted on the registration documentation.  If there are any changes to your child/youth's health, please notify your CYP immediately. 
PART E - CONTINUED
PART D - EARLY INTERVENTION AND SPECIAL EDUCATION
Does your child/youth receive special services/therapies?
Does your child/youth have an Individualized Education Plan (IEP), Individualized Family Service Plan (IFSP), or 504 Plan:?
PART E - EXCEPTIONAL FAMILY MEMBER PROGRAM (EFMP) ENROLLMENT
Is your child enrolled in an EFMP?
PART C - MEDICATIONS
Will your child require medication administration during child care/youth supervision hours?
IAT REQUIRED:
Medical Action Plan reviewed by CYP Nurse: 
PART G - DLA CYP NURSE REVIEW
Medical Records Reviewed?
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