Case # ___________

	SPECIAL NEEDS RESOURCE TEAM (SNRT) SCREENING INFORMATION


	Privacy Act Statement: AUTHORITY: Title 10, United States Code, Section 3013.  PRINCIPAL PURPOSE(S): To provide child and family program eligibility and background information.  DISCLOSURE:  Disclosure of requested information is voluntary; however, if information is not provided, individuals may not be allowed to participate in Child/Youth Services Division (CYSD) programs.  ROUTINE USES:  Information from this system may be disclosed to civilian health and welfare departments/agencies in emergency situations.  DECLARATION OF NON-DISCRIMINATION: Services will be made available to all children in attendance without regard to race, color, religion, national origin, ancestry or sex within limits of Army Regulation 608-10.

	SPONSOR NAME


	RANK
	WORK PHONE


	SPONSOR SSN (last 4)

	UNIT
	HOME PHONE
	CELL PHONE

	ADDRESS



	CHILD’S NAME/RELATIONSHIP


	DATE OF BIRTH


	1. Check one or more of the following illness(es), birth defects, impairments or disabilities:

        [  ] Asthma                                                   [  ]  Allergies

        [  ]  Speech and/or language impairments     [  ]  Physical disabilities

        [  ]  Multiple handicaps                                 [  ]  Visual handicaps

        [  ]  Learning disabilities/ADD/ADHD          [  ]  Hearing impairments

        [  ]  Diabetes                                                [  ]  Heart disease

        [  ]  Mental retardation                                [  ]  Special education

        [  ]  Emotional disabilities                             [  ]  Cerebral palsy
 Other/Additional comments ________________________________________________

_________________________________________________________________

_________________________________________________________________

2. Is your child enrolled in the Exceptional Family Member Program (EFMP)?

                                       _____ yes          _____no

3. Does your child have an Individual Education Plan (IEP) or Individual Family Service Plan (IFSP)?  
                                       _____yes           _____no

4.  My child does not have any special needs.    ______ (initial)



	WAIVER:  I hearby authorize any physician, hospital, medical clinic or educational institution to release pertinent information regarding any of my qualified family members which may have a bearing on the services provided by Child & Youth Services Division (CYSD).

	SIGNATURE OF PARENT/GARDIAN


	DATE




