
Date:___________________ 

CHILD & YOUTH PROGRAMS  
SPECIAL EVENT CHILDCARE   

Child Name CYP Facility 

� Child 
Development 
Center (CDC) 

� School Age 
Care (SAC) 

Date of Birth 

Special Event Name and Date 

The following documenta�on is including in the registra�on package and must be included for 
your request to be processed: 

 Registration Form (NAVMC 1750/5 (6-22))
 Statement of Special Needs, Medical or Developmental Conditions
 Influenza Vaccine (aka Flu Vaccine)
 Up-to-date immunization record (CDC only)
 Statement of Understanding Special Events







CHILD and YOUTH PROGRAMS 

Statement of Special Needs, Medical or Developmental Condi�ons: CDC & SAC

Child’s Name Date of Birth Program 

� CDC 
� SAC 

Please mark if your child has any of the following and fill-in details regarding marked boxes: 

☐No special needs or diagnosed condi�ons
☐Rou�ne medica�ons taken in last 6 months: ______________________________________________
☐Currently enrolled in the Excep�onal Family Member Program
☐Allergy to the following: ______________________________________________________________

 Life-threatening allergy that requires the use of an Epi-pen: Yes  No 
☐Asthma

Type: _________________________  
How o�en require albuterol/emergency inhaler:  Daily     Weekly     Monthly     Other________ 

☐Chronic heart condi�on
☐Diabetes
☐Seizure disorder

Type: _________________  
Last known seizure: _____________ 
Current seizure medica�on use: Yes       No 

☐Aten�on Deficit Disorder with or without Hyperac�vity
☐Au�sm spectrum disorder
☐Behavior disorder
☐Developmental Delay: Communica�on/speech delay Emo�onal delay  

Cogni�ve delay  Motor/physical skill delay 
☐Other mental health condi�on such as obsessive-compulsive disorder, paranoia, schizophrenia., etc. Please
specify: ____________________________________________________________
☐Other special need(s) or medical condi�on(s) not listed that may require accommoda�ons:

_________________________________________________________________

I have disclosed, to the best of my ability, any special needs, medical or developmental condi�ons my child may 
have.  
Sponsor/Parent Signature: ________________________________________________Date: _________    



Statement of Special Needs, Medical or Developmental Purpose: To provide child and family 
program eligibility and background informa�on; to assist with child’s placement and obtain 
sponsor consent for access to emergency medical care; and to provide date required by EFMP. 
Policies shall be implemented to ensure that appropriate services are provided for children, 
youth, and teens with special needs. Such policies shall meet the requirements of the 
Rehabilita�on Act of 1973 and the Department of Defense Direc�ve 1020.1, Non-
Discrimina�on on the Basis of Handicap in Programs and Ac�vi�es Assisted or Conducted by 
the Department of Defense.  

Rou�ne Uses: This informa�on will be shared with members of the Accommoda�on 
Collabora�on Team to assist with making an informed decision about your child’s placement, 
if necessary. Informa�on is used for program admission to ensure staff training is per�nent to 
the child’s needs. Informa�on is furnished for the atending physician when it is necessary for 
a child to be taken to a medical facility by someone other than the parent.  

Disclosure: Disclosure of informa�on is voluntary; however, if informa�on   is not provided, 
individuals may not be allowed to par�cipate in Child and Youth Programs. 



CHILD and YOUTH PROGRAMS 

Statement of Understanding: Special Events

Child’s Name Date of Birth Program 

� CDC 
� SAC 

As a parent of a child utilizing Child & Youth Programs, I understand the guidelines listed below are essential to ensure 
the health, safety, and general well-being of my child.  Further, I understand that failure to comply with these regulations 
will result in corrective action from management, and may result in the termination of childcare services.  

Please initial beside each statement. 

GENERAL GUIDELINES: 
_______ I understand this short term childcare registration packet is a one-time use application and will expire 30 

days from the conclusion of the special event’s specified date. 

_______ I understand the pickup time for this specific event.  The provost marshal office (PMO) will be contacted 
if children are left at the center 30 minutes after the scheduled pickup time of the event.  

_______  I understand a fee may be assessed if my child is left in care longer than the designated time. 

_______ I understand I must have written authorization to have my child released to anyone else other than myself 
or spouse.    

_______ I understand that I must label all items such as bottles, baby food, extra clothing, diapers packages, wipe 
packages, etc. 

_______ I understand MCCS is not responsible for any items lost or stolen. 

_______ I understand that my child may soil their clothing due to play. We recommend comfortable clothing that 
allows children to play, crawl, explore and create in 

HEALTH, WELLNESS & BEHAVIOR: 
_______ PARENT/GUARDIAN CONSENT FOR EMERGENCY MEDICAL TREATMENT: I hereby appoint the 

Child & Youth Programs to act as my agent in obtaining medical treatment required for my child in the 
event of an emergency situation where the child's condition represents a serious or imminent threat to their 
life, health, or well-being. I understand that a conscientious effort will be made to notify the 
parent/guardian prior to any such action or expense. Furthermore, I hereby authorize Naval Family Branch 
Clinic Iwakuni to treat my child, employing such as is deemed medically or surgically advisable.   



_______ I understand that Child and Youth facility will not accept children that are sick. This means that my child 
is well enough to participate comfortably in daily activities and does not have a fever. I understand I will 
be notified by CYP staff if my child develops any of the following: fever of 100.4 degrees Fahrenheit or 
greater, loose stools, vomiting, copious amounts of eye drainage, or any evidence of a contagious illness.  
I will have one hour to pick up my child before my emergency contact is notified for pick up. 

_______ I understand the policy of CYP is to put infants to sleep on their backs until the child is one year of age to 
reduce the risk of Sudden Infant Death Syndrome.  This is a requirement set forth in accordance with 
MCO 1710.30 and guidance published by the American Academy of Pediatrics.    

_______ 

_______ 

I understand CYP personnel are mandated to report any suspected child maltreatment or neglect. 

I understand if my child received three inappropriate behavior reports in one day, I will be called and will 
be required to take my child home within one hour of the no�fica�on. 

ELECTRONICS (SAC only): 
________ I understand users are not authorized to tamper with any of the computer settings.  Users will be held 

liable for any damages caused to the hardware and software. 

________ I understand users will be limited to 30 minutes, unless no one else is waiting. 

________ I understand that viewing or downloading any material containing nudity or pornography is not permitted 
as regulated by local law.  This is an illegal act, and if a user is caught viewing a sight that is 
inappropriate they will lose all internet privileges for the rest of the school year.  

________ I understand any attempted access to restricted material will warrant immediate pick up by 
parent/guardian.  Prior to the child returning to any CYP facility, a parent and site supervisor conference 
shall be held.  

________  I understand computer equipment used is subject to monitoring at all times.  

Please select YES or No (SAC only)  

YES     NO I give permission for my child to have access to the internet while at a CYP facility.  

YES     NO I give permission for my child to play computer games while at a CYP facility.  

YES     NO I give permission for my child to play X-Box 360/PlayStation/Wii games at a CYP facility.   

*Please note: Children only have access to games rated E.

Sponsor/Parent Signature: ______________________________________________    Date____________________ 



 

 

TIPS FOR USING A CYP FACILITY 
 

CHILD DEVELOPMENT CENTER 

Regular Hours of Opera�on Monday-Friday 0600-1800 
     Closed weekends and federal holidays  
Phone Number   253-7353 or 253-7350 
 
Items to Bring   Infants 

• Diapers (at least 8) 
• Wipes 
• Pacifier (if desired) 
• Extra set of clothes 
• 4-5 pre-made, plas�c botles labeled with name and date 

 
1-3 years-old 
• Diapers 
• Wipes 
• Blanket 
• Extra set of clothes 
• Toothbrush 
• Closed toe shoes 

 
3-5 years-old 
• Blanket 
• Extra set of clothes 
• Toothbrush 
• Diapers and wipes (if needed) 
• Closed toe shoes 

 

SCHOOL AGE CARE CENTER 

Regular Hours of Opera�on Monday-Friday 0600-1800 
Closed weekends and federal holidays 

Phone Number    253-4769 or 253-3115 
Informa�on    Kindergarten to age 12 

Closed toe shoes required 
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