
SHAPE ID #


�
CHILD AND YOUTH SERVICES REGISTRATION FORM


(USAREUR Reg 608-10)�
NATIONALITY:


�
�
Data Required by the Privacy Act of 1974


Authority:  Title 10, United States Code, section 3012


Principal purpose(s):  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 provided 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 medical problems will be used for program admission screening procedures. 


Family income data will be used to determine USDA food program qualification and rate structures. Disclosure:  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 gender, within the limits of AR 215-1 


And 608-10. CYS programs participating in the USDA food program will offer meals without physical segregation of or discrimination against and child regardless


of ability to pay.�
�
Family Care Plan on File                  


DATE DUE (30 Days after Registration): 





DATE COMPLETED: �
Name of Sponsor (Last, First, MI)


�
Grade


�
�
�
�
Rank


�
�
SSN


�
Status 


    �
 Service


�
DEROS�
E-mail:�
�
Mailing address   


                                   











�
Home Phone


�
Home address        


�
�
�
Cellular Phone


�
�
�
�
�
�
�
�
Duty Phone


�
�
�
�
�
�
�
Name of spouse (Last, First, MI)


�
Grade�
SSN


�
Service (check one)


       �
�
Unit/Employer





�
Duty Phone


�
Branch of Service


�
Dual Military Sponsor


  �
Family Size


�
Total children enrolled


�
�
Emergency Notification Designees  (other than the parents)�
Home Phone�
Duty Phone�
Child Release Designee�
�
�
�
�
    


       �
�
�
�
�
  


�
�
�
�
�
    


�
�
Name of child (Last, First, MI)�
Gender�
Age�
DOB (mm/dd/yy)�
REGISTRATION DATE�
�
CYS Program�
Grade�
School�
Allergies/Med. Problems





�
Health Assessment�
REG. RECEIPT #�
�
�
�
�
�
Issue date�
Expiration date�
�
�
Name of child (Last, First, MI)�
Gender�
Age�
DOB (mm/dd/yy)�
REGISTRATION DATE�
�
CYS Program�
Grade�
School�
Allergies/Med. Problems�
Health Assessment�
REG. RECEIPT #�
�
�
�
�
�
Issue date�
Expiration date�
�
�
Name of child (Last, First, MI)


�
Gender�
Age�
DOB (mm/dd/yy)�
REGISTRATION DATE�
�
CYS Program�
Grade�
School�
Allergies/Med. Problems�
Health Assessment �
REG. RECEIPT #�
�
�
�
�
�
Issue date�
Expiration date�
�
�
Use of photograph for media


 �
This child/children is/are following the Immunization schedule�
REMARKS:�
�



Sponsor Consent:  I __________________________________give my permission for my child (legal ward) _________________________________________________


 to receive medical or dental treatment deemed necessary by qualified medical/dental staff for the health and well-being of this child (legal ward). I understand that I am 


responsible financially for all cost incurred in this treatment. 


I hereby agree to waive, release and discharge SHAPE, and its Staff and volunteers, from any and all claims for damages or injuries that may be incurred by my child (legal 


ward)  during participation in this program.  I further agree to accept financial responsibility for any claim for damages or injuries resulting from the actions of 


my child (legal ward) during his/her participation in this program.�
�
Signature of Sponsor�
Date:�
Clerk�
CAT�
PMT.


$�
�









