
 

P e r s o n a l  S e r v i c e s  C e n t e r  
C h i l d  C a r e  R eg i s t r a t i o n  

Personal Services Center Customer: 
 
Thank you for expressing an interest in our programs.  We are happy to arrange “FREE” 
child care for select PSC workshops through the Children Youth and Teen Program 
Resource and Referral Office.   
 
Short Term Alternative Child Care (STACC) is provided by certified MCCS Childcare 
providers through the Children Youth and Teen Program (CYTP).  Care is available at 
the Foster Chapel (Bldg #451), Foster Child Development Center (CDC), or the CDC at 
Camps Courtney and Kinser according to the class schedule.  Please read the class 
description to verify availability and location of childcare for each class.  Please note that 
child care is offered on a “first come, first serve” basis, and space is limited.   
 
To register for childcare, applicants must contact a Personal Services Center at least 3 
days prior to the scheduled class to complete the registration.  Once the reservations are 
confirmed, parents must complete all of the forms included in this registration packet, 
and submit them to CYTP/CDC staff on the day of care.  Please note:  Care will not 
be provided without this completed form, and the form will only be accepted by 
CYTP/CDC staff.   
 
Additional documentation may be required for children with special needs – for more 
information about special needs childcare, or STACC application forms, please contact 
the CYTP Resource and Referral office at 645-4117.   For PSC information, including a 
listing of PSC classes eligible for free childcare, call 645-2104. 
 
 
 
     Thank you, 
     Personal Services Center Staff 
 
 





 
 


DEPARTMENT OF DEFENSE CHILD DEVELOPMENT PROGRAM 
REQUEST FOR  RECORD 


 
 


Short Term Alternative 
Care 


 


PRIVACY ACT STATEMENT 
AUTHORITY:                                       PL 101-89 Sec. 1507; EO 9397.            


 


PRINCIPAL PURPOSE(S):               To collect applicant information for Child Development Programs and place applicants on waiting lists for                                     
                                                        program services information compiled from applications is also used to assist management determination of  
                                                        effectiveness of present and projection of future program requirements.                           
 


ROUTINE USE(S):                               None. 
 


DISCLOSURE:                                     Voluntary; however, failure to furnish requested information will result in an incomplete request for care record  
                                                           and possible loss of placement on Child Development Program waiting lists 
1.  DATE OF REQUEST (YYYYMMDD) 
       


2.  EXPIRATION DATE  (YYYYMMDD) 
        


3.  FAMILY INFORMATION 
a.  SPONSOR’S NAME  (Last, First, Middle Initial) 
       
 


b.  SPOUSE’S NAME  (Last, First, Middle Initial) 
       
 


c. CHILD’S NAME (Last, First, Middle Initial) 
       


d.  CHILD’S DATE OF BIRTH (YYYYMMDD) 
       
g.  SPONSOR’S BRANCH OF SERVICE 
       


f.  HOME ADDRESS (Street, City, State, Zip Code) 
       


h.  SPONSOR’S DUTY ORGANIZATION 
       


i.  HOME TELEPHONE NUMBER (Include Area Code) 
       
 


j.   SPONSOR’S DUTY TELEPHONE NUMBER (Include Area Code) 
       


 


k.  SIBLING CARE (Complete a separate form and list name and date of birth for each child requiring care) 
 


(1)  NAME (Last, First, Middle Initial) 
 


(2) DATE OF BIRTH (YYYYMMDD)  
 


(1) NAME (Last, First, Middle Initial) 
  


 


(2) DATE OF BIRTH  
(YYYYMMDD) 


 


 
 


 
 


 
 


 


4.    PROGRAM(S)  (X  as applicable)  5.               AGE GROUP  ( X one) 
 a.  FULL-DAY  CARE   e.  FAMILY DAY CARE ( FDC )  a.  INFANTS  ( 0 – 12  months ) 


 b.  PART-DAY CARE  
 


f.   PART-DAY ENRICHMENT  b.  TODDLERS  ( 13 – 35 months ) 


 c.  SCHOOL-AGE   g.   DAY CAMP  c.  PRESCHOOL  (3 – 5  years )  


 d.  SPECIAL NEEDS     d.  SCHOOL AGE  ( 5 + years ) 


6.              SPONSOR STATUS  ( X  one)  
  


a.  SINGLE MILITARY    


e.   SINGLE DOD CIVILIAN   


i.   MILITARY/UNEMPLOYED SPOUSE 
  


b.  DUAL MILITARY   


f.    RETIRED MILITARY   


j.   MILITARY/OTHER THAN DOD SPOUSE 
  


c.  MILITARY/DOD SPOUSE    


g.   MILITARY RESERVE 
  


d.  DUAL DOD CIVILIANS    


h.   NATIONAL GUARD 
  


k.  OTHER  (Specify) 


 
7.    PRESENT CHILD CARE ARRANGEMENTS  (X  as applicable 
 


 


a.  FDC ON-INSSTALLATION    


d.   CIVILIAN CDC  
 


g.   MILITARY/UNEMPLOYED SPOUSE 
 


 


b.  FDC OFF-INSTALLATION  
 


 


e.   MILITARY ALTERNATE CARE  
 


h.   MILITARY/OTHER THAN DOD SPOUSE 
 


 


c. OTHER MILITARY CHILD  
 


      DEVELOPMENT CENTER (CDC)  
  


f.    NON-MILITARY ALTERNATE  
 


      CARE  
 


 


i.   OTHER  (Specify) 


 
8.   GENERAL INFORMATION  (X  and complete as applicable) 
 


YES  
 


NO a.  IF CHILD IS NOT PRESENTLY IN CARE, IS EMP OYMENT OF SPOUSE AWAITED?   L
     (If Yes, estimate average annual income lost )   


 


YES   
 


NO     
 


c.  IS CHILD ON OTHER MILITARY WAITING 
LIST?   
 ( If Yes,  name installation ) 


  b.  HAS CHILD BEEN IDENTIFIED FOR SPECIAL NEEDS CARE? 
   


 


d. CURRENT COST OF CARE PER WEEK  
              (If child is currently in care) 
 


9.   UPDATE REQUIRED PER INSTRUCTIONS   ( For Office Use Only) 
              ( 1 )                 ( 2 )                    ( 3 )                     ( 4 )                   ( 5 ) 


a.  DATE CALLED 
       (YYYYMMDD) 


 
 


 
 


 
 


 
 


 
 


 


b.  DECLINED/ 
       PLACED) 


 
 


 
 


 
 


 
 


 
 


 


c.  COMMENTS/ 
        INITIALS 


 
 


 
 


 
 


 
 


 
 


 


d.  PLACEMENT TIME 
       ( In months) 


 
 


 
 


 
 


 
 


 
 


DD FORM 2606, OCT 91  (EG)                                                                     Designed using Perform pro, WHS/DIOR, Jul 95 


      







  
  
 


 
 
 
 
 
 


Statement(s) of Understanding 
For STACC use only 


 
STATEMENT OF UNDERSTANDING 


 
 
 
1._____ I understand that I must register with Resource and Referral prior to using  
             STACC Care. 
 
2._____ I understand that this registration is used for STACC only.  
 
 
3._____I understand the Children, Youth and Teen Programs’ (CYTP) touch policy is based on the premise  
             that positive physical contact with children, youth and teens is necessary for their guidance and  
             well being. 
 
4._____ I understand that CYTP Personnel and FCC Providers are “mandated reporters” of any suspected  
              of child maltreatment or neglect.   
 
 
5._____ I understand that the drop off/pick up time is 15 minutes. prior and 15 minutes  after   the 
              .scheduled services 
 
6._____ I understand I will need to bring a lunch and snacks  for my child during STACC. 
               
 
 
7._____ I understand that in the case my child gets ill during this care, I will be notified to  
.             pick my child up within 15 minutes 
 
 
8._____I understand that I must label all items such as bottles, jar food, bags, etc. 
 
9._____ I understand MCCS is not responsible for any items lost or stolen. 
 
 
11._____ I understand that this packet will expire one year after the date stamp on the cover sheet. 
 
 
12._____ I understand that I must notify Resource and Referral of any special need changes with my child. 
 
 
13._____I understand that I must have this packet present to receive care for STACC.  (Caregiver will not 
                except your child with your registration packet. 
 
 
 
 
 
 
 
___________________________                                           _____________________________ 
Parent’s signature               Date                                              CY&TP Personnel               Date







 


  


 


  
 


 
 
 


Children, Youth, Teen Programs 
MCB Butler, Okinawa, Japan 


 
Eligibility & Enrollment in Children, Youth, & Teen Programs 


 
According to MCO P1710.30E, “Eligible users shall include military personnel; DoD civilian personnel paid 
from appropriated funds (APF’s) and non-appropriated funds (NAF’s), active duty Coast Guard, reservists on 
active duty or during inactive duty for training, and DoD contract personnel who are performing mission 
related duty on the installation.  Retirees may be eligible when a waiting list does not exist and space is 
available.”   
 
I certify that I am eligible to use the services offered by MCCS Children, Youth, & Teen Programs.  If my 
eligibility status changes during my child’s enrollment, I will notify the program director at that time.  A 
determination will be made on my child’s continuing participation at the Center.  
 
 
_________________________________________________  __________________________ 
Sponsor’s Signature       Date 
 
 
 
 


For Official Use Only 
Privacy Act Statement 


 
AUTHORITY:    The Privacy Act of 1974 
 
PRINCIPAL PURPOSE: The information is intended to be used by CYTP Personnel and patrons  


for the following purposes: 
 


a.  Determination of those dependents eligible to be placed in CYTP  
maintained by MCCS, MCB Butler, Okinawa, Japan. 
b.  Other determinations, as required, in the course of DoD        
administration.   


 
ROUTINE USE:   In addition to being used within the DoD for the purpose(s) indicated  


above, the record may, as appropriate be furnished to the appropriate  
military judicial system for use in determinations concerning issues of  
liability.   


 
DISCLOSURE:    Disclosure of requested information is voluntary; however, if requested  


information is not provided, individuals will not be allowed to utilize the  
CYTP programs. 


 
 
 
 
 
 
 







 
  


 


  


 
 


 
 
 


MCCS Children, Youth, & Teen Programs 
MCB Butler, Okinawa, Japan 


 
Statement of Special Needs, Medical, or Developmental Conditions 


 
Purpose:  To provide child and family program eligibility and background information; to assist with 
child’s placement and obtain sponsor consent for access to emergency medical care; and to provide 
data 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 requirement 
of the Rehabilitation Acts and the Department of Defense Directive 1020.1, Non-Discrimination on 
the Basis of Handicap in Programs and Activities Assisted or Conducted by the Department of 
Defense. 
 
Routine Uses:  This information will be shared with members of the Special Needs Evaluation 
Review Team (SNERT) to assist with making an informed decision about your child’s placement. 
Information is used for program admission to ensure staff training is pertinent to the child’s needs.  
Information is furnished for the attending physician when it is necessary for a child to be taken to a 
medical facility by someone other than the parent. 
 
Disclosure:  Disclosure of information is voluntary; however, if information is not provided, 
individuals may not be allowed to participate in Children Youth and Teen Programs.  Please note any 
medication your child may take, or has taken consistently in the last six months. 
 
• Child’s Name (Last, First) 
•  


• Date of Birth 


• Sponsor’s Name (Last, First) • Program (Circle) 
•           CDC       SAC       Youth       Teen 


 
Please check ( ) if your child has any of the following: 


•  • Asthma  


• Please indicate 
severity/triggers:_____________________________________________ 


•  • Apnea 


•  • Autism (to include PDD-non specific, Asperger’s Syndrome, or any Pervasive 
Developmental Disorder) 


•  • Allergies (severe allergies to bee stings, severe environmental or severe food 
allergies; severe is defined as “life threatening conditions occur when contact with 
allergen is made”) 


•  • Any chromosomal disorder such as Down Syndrome, Velo-Cardio Facial syndrome, 
X-chromosome disorders or a mutation of any chromosome 







  
  


•  • Seizure Disorder  


• Please indicate 
type:______________________________________________________ 


•  • Diabetes 


•  • (For Infants Only) Prematurity, as defined as born before 36 weeks gestation 


•  • Developmental Disability (mental retardation) 


•  • Developmental Delay  


• Please check all that apply: 


• _____ communication or speech delay 


• _____ emotional delay   


• _____ motor/ physical skill delay) 


•  • Blood disorder such as Hemophilia.  
• Note:  If child is HIV positive, do not indicate it on this form. To safe guard your 


child’s confidentiality, you may choose to reveal your child’s HIV status to the 
director. This will aid the program in providing services to safeguard your child’s 
health. 


•  • Attention Deficit Disorder with or without Hyperactivity (ADD/ADHD) 


•  • Severe Behavior Disorder (SBD) 


•  • Obsessive Compulsive Disorder (OCD) 


•  • Other mental health condition such as Paranoia or Schizophrenia 


•  • Hard of hearing or deaf 


•  • Blind 


•  • (For Toddlers, Preschoolers and School-agers) Unable to walk (including children 
using a wheel chair) 


•  • Suffered severe physical trauma, due to incidents such as, but not limited to, 
automobile accident, a severe fall, physical abuse. 


•  • Suffered severe emotional trauma, due to incidents such as, but not limited to, any 
type of abuse, death of parent or sibling. 


•  • Digestive Disorder, specify 
________________________________________________ 


•  • Respiratory Disorder, specify 
______________________________________________ 


•  • Chronic Heart condition 


•  • Disorder of the spine or skeletal system such as scoliosis 


•  • Missing limb 


  







  
  


  


•  • Other special needs or medical conditions not listed. 


• Please 
specify___________________________________________________________ 


•  • Routine Medications, specify 
_______________________________________________ 


•  • Required Special Care or Service(s) 


• Please 
specify:___________________________________________________________ 


•  • My child has NO special needs or diagnosed condition(s). 


 


If your child has been identified with any special needs, are you currently enrolled in the Exceptional 
Family Member Program?  _____ YES  _____         NO 


 


I have disclosed, to the best of my ability, any special needs, medical, or developmental conditions 
my child may have.   


 


_______________________________________________  ________________________ 


Parent’s Signature       Date 


 


_______________________________________________  ________________________ 


CYTP Representative       Date 
 





		DEPARTMENT OF DEFENSE CHILD DEVELOPMENT PROGRAM

		REQUEST FOR  RECORD

		PRIVACY ACT STATEMENT

		YES 

		NO

		YES  

		NO    
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Children, Youth, & Teen Programs 
MCB Butler, Okinawa, Japan 


Emergency Contact Plan 
 


Due to the transient community in which we live, this Emergency Contact Plan expires every 60 days.  A new plan must be 
submitted no later than the 5th day of every even-numbered month.  A current plan must be maintained at the Center at all times. 
 
Part 1 General Information 


Child’s Name (last, first) Date of Enrollment Date of Emergency Plan 
           
 


                       


 
 
 Sponsor’s Information Spouse’s Information 
Name/Rank 
 


                       


Duty Phone 
 


                       


Home Phone 
 


                       


Cell Phone 
 


                       


E-mail Address 
 


                       


 
I/We reside at: 
           
 
 
 
Part 2 Emergency Care Authorization 
 
I, ___________________________________________, parent/legal guardian of __________________________________________ 
                           (Parent’s Name)                                                                                                             (Child’s Name) 
give consent for a CYTP representative or Family Child Care provider to authorize transportation of my child/youth/teen for medical 
or dental care in an emergency situation where my child’s condition presents a serious or imminent threat to his/her life, health, or 
well-being.  I understand that a conscientious effort will be made to notify me prior to such action and the expense, if any, will be 
borne by me.   
 
_________________________________________________________________               ___________________________________ 
Parent’s Signature                                                                                                                   Date 
 
Part 3 Pick-up Authorization 
Please provide a minimum of two contacts who are authorized to pick-up your child in the event of an emergency or you are unable to 
pick-up your child yourself.   
 Contact 1 Contact 2 Contact 3 
Name 
 


                                   


Duty Phone 
 


                                   


Home Phone 
 


                                   


Cell Phone 
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Part 4 Family Care Plan 
This section is to be completed by single or dual military families or deployable DoD Civilians.  Please initial each applicable 
statement.   
 
_____ A copy of my Family Care Plan has been provided to CYTP.   
 
_____ The information on my Family Care Plan is current.   
 
_____ The information on my Family Care Plan is NO LONGER current and I will resubmit a new plan within the next 60 days to 
avoid having my child care services suspended. 
 
_____ I have yet to submit my Family Care Plan to CYTP.  I understand that I have 60 days from my child’s date of enrollment to 
submit an official copy of my plan to the Center.  If I am unable to present a copy of my Family Care Plan within 60 days, I will 
present a letter from my Commanding Officer requesting an extension to the deadline in order to avoid having my child care services 
suspended.   
 
If you do not have a current Family Care Plan submitted, please complete the following. 
 
Sponsor’s absence is for duration of less than 30 days.  (Must be non-deployable and available on Okinawa for stated period of time.) 
Caregiver Acknowledgement 
Typed or Printed Name of Caregiver 
 
Signature of Caregiver  
 
Telephone Number of Caregiver 
 


Residence Address of Caregiver 


 
Sponsor’s absence is for duration of greater than 30 days.  (Must be non-deployable or non-military.) 
Caregiver Acknowledgement 
Typed or Printed Name of Caregiver 
 
Signature of Caregiver or State Relationship to Child if not on 
Okinawa.   
 
Telephone Number of Caregiver 
 


Residence Address of Caregiver 


 
Child Escort 
 
I agree to be responsible for accompanying and caring for the family members of __________________________________________ 
as an escort if evacuation from Okinawa becomes necessary.   
Typed or Printed Name of Escort Signature of Escort 


 
For Dual Military Couples Only 
 
Statement of Military Spouse:  I have read my spouse’s plan and concur.     


Typed or Printed Name of Spouse Signature of Spouse 


 
Part 5 Acknowledgement 
 
I acknowledge that the information I have provided in this Emergency Contact Plan is, to the best of my knowledge, accurate.   
 
_________________________________________________________________               ___________________________________ 
Parent’s Signature                                                                                                                   Date 







