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NAVY CHILD AND YOUTH PROGRAMS  ONSITE THERAPEUTIC INTERVENTION 
Privacy Act Statement
 
AUTHORITY: 10 U.S.C 5013, Secretary of the Navy; DoD Instruction 6060.02, Child Development Programs; DoD Instruction 6060.4, Youth Programs; OPNAVINST 1700.9 series; Navy Child and Youth Programs (CYP); and SORN NM01754-3.
 
PURPOSE:  The primary purpose of this form is to obtain authorization from the parent or guardian for therapeutic intervention services to be provided at the Child and Youth Program by an authorized professional or agency at the request of the parent. The authorized professional or agency is not affiliated with Navy Child and Youth Programs and was selected by the parent/guardian to work with the child.
 
ROUTINE USES:  Information collected is accessed by CYP management for program management.  Any release of information contained in this system of records outside of DoD will be compatible with the purposes for which the information is collected and maintained.
 
DISCLOSURE: Providing information is voluntary; however, failure to complete the form will limit CYP's ability to communicate with organizations or individuals outside of DoD and may adversely affect available services.    
Additional information can be found here: https://dpcld.defense.gov/Privacy/SORNsIndex/DOD-wide-SORN-Article-View/Article/570428/nm01754-3/
 
NOTE: This form contains health related Personally Identifiable Information.  The DoD Health Information Privacy Regulation (DoD 6025.18-R) issued pursuant to the Health Insurance Portability and Accountability Act of 1996, applies to most such health information.  DoD 6025-18-R may place additional procedural requirements on the uses and disclosures of such information beyond those found in the Privacy Act of 1974 or mentioned in the system of records notice."
The public reporting burden for this collection of information, OMB No. XXXX-XXXX, is estimated to average 1 hour (60 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 burden reduction suggestion 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.
PLEASE DO NOT RETURN YOUR RESPONSE TO THE ABOVE ADDRESS.  Responses should be sent to your Regional Director.
PROGRAM INFORMATION
2.  PROGRAM TYPE:
CHILD INFORMATION
AGENCY INFORMATION
4.  AGENCY 1:
5.  AGENCY 2:
PARENT ACKNOWLEDGMENT
I acknowledge that by signing below, I am providing authorization for the agency/professional(s) listed above to work individually with my child in a Navy CYP facility or Family Child Care home during program hours. While CYP Professionals are nearby, I understand that the professional(s) listed above is responsible for the safety of my child. I acknowledge that the authorized professional is not affiliated with the Navy or CYP and that I (we) have selected the authorized professional to work with my child. I understand that by not signing the form, Navy CYP will not allow outside agencies/individuals access to my child for services. This authorization expires one year from the date of signature below, or when the child is disenrolled from the program, whichever date is earlier. I have the right to revoke this permission at any time.
 9. 
INSTRUCTIONS
 
GENERAL
 
Navy Child and Youth Programs (CYP) are committed to providing inclusive program environments where children of all abilities receive appropriate accommodations and supports.  For some children, this may include therapeutic intervention facilitated by outside professional agencies.  CYP requires written permission from a parent or guardian for professionals from other agencies to work individually with children enrolled in Navy CYP in program facilities or Family Child Care during program hours. The Navy CYP Onsite Therapeutic Intervention Form is completed by the parent/guardian to provide authorization for therapeutic intervention services to be provided on site by an authorized agency.
 
PROGRAM INFORMATION
 
Items 1-2. As stated.
 
CHILD INFORMATION
 
Item 3. As stated.
 
AGENCY INFORMATION 
 
Item 4 a-c. Provide the name, address, and phone number of the agency authorized to work individually with your child.
 
Items 4 d-e. Provide the name and title of the agency contact person.
 
Items 5 a-e. If an additional agency needs authorization, enter the required information. If only one agency is required, leave these items blank.
 
PARENT ACKNOWLEDGMENT
 
Items 6-8. As stated. Either parent/guardian may sign this form.
 
Item 9. Check if the person completing and signing the form is an agent acting pursuant to a Power of Attorney. Provide the agent name.
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