CHILD AND YOUTH SERVICES
SCREENING INSTRUMENT FOR SPECIAL NEEDS CARE

In order to provide better services for your child, Child and Youth Services (CYS) along with Cradle & Crayon, Inc. are requesting information about any special needs your child may have.  Please check the items below that may apply to your child’s special need.  Complete a form for each child you are placing on the waitlist.  IDENTIFICATION OF A SPECIAL NEED DOES NOT GUARANTEE PLACEMENT.  Consideration for placement will be based on “reasonable accommodations” (reasonable accommodations will be provided for children with special needs and disabling conditions will not be the sole factor in denying access) as stated in AR 608-10.

Child’s Name:_________________________________________________________  Date of Birth:________________________________________

_____  1.  My child does not have a special need at this time.

_____  2.  My child is enrolled in an Early Intervention program.  (Indicate below what your child’s special need is.)

_____  3.  My child is potentially qualified for enrollment in an Early Intervention program.  Indicate below what you believe your child’s special need is.


Initial Placement Requested (Circle as appropriate)  CDC:   INF  PT     T     PS          

	Does your child have any of the following conditions?
	YES
	NO
	Does your child have any of the following conditions?
	YES
	NO

	PHYSICAL DISABILITY
	
	
	ASTHMA/REACTIVE AIRWAY DISEASE
	
	

	SPEECH/LANGUAGE DELAYS
	
	
	SICKLE CELL DISEASE
	
	

	HEARING IMPAIRMENT
	
	
	ALLERGIES (Include medications, foods, bee stings)
	
	

	VISUAL PROBLEMS/BLINDNESS
	
	
	EPILEPSY/SEIZURES
	
	

	DEVELOPMENTAL DELAYS
	
	
	HEART MURMUR/DISEASE
	
	

	ATTENTION DEFICIT/HYPERACTIVITY (ADHD/ADD)
	
	
	DIABETES
	
	

	BEHAVIORAL/CONDUCT CONCERNS
	
	
	KIDNEY PROBLEMS
	
	

	AUTISM/PDD

	
	
	OTHER(S)
Please Specify:
	
	

	OTHER(S)
Please Specify:
	
	
	OTHER(S)
Please Specify:
	
	

	Is your child taking medication for his/her condition?
List Medication:
	
	

	Is your child receiving any services from Educational Developmental Intervention Services (EDIS)/ Early Intervention?
If yes, explain: 
	
	

	Is your child enrolled in a Developmental Preschool?
If yes, explain:
	
	

	Is your child on an IEP or IFSP?
If yes, explain:
	
	

	Is your child enrolled in an Early Intervention Program?
If yes, explain:
	
	




DATA REQUIRED BY THE PRIVACY ACT OF 1974 (5 U.S.C. 552A)
AUTHORITY:  TITLE 10, UNITED STATES CODE SECTION 3012
PRINCIPAL PURPOSE:  TO PROVIDE INFORMATION, IDENTIFICATION, REFERRAL SERVICES TO CHILD AND YOUTH SERVICES AND TO THE EXCEPTIONAL FMAILY MEMBER PROGRAM.

ROUTINE:  (1) MAINTAIN A ROSTER OF ALL EFM CHILDREN USING CHILD AND YOUTH SERVICES AT FORT DRUM TO IDENTIFY MOST APPROPRIATE CARE/SERVICES NEEDED AS SUGGESTED BY THE SPECIAL NEEDS RESOURCE TEAM AND AS OUTLINED IN AR 608-10.     (2) TO KEEP FAMILY MEMBERS INFORMED OF CLASSES, EVENTS AND CRISIS INTERVENTION AND TO REFER THEM TO APPROPRIATE CHANNELS OF ASSISTANCE.

DISCLOSURE:  FURNISHING THE REQUESTED INFORMATION IS NECESSARY IN ORDER TO PROVIDE THE BEST POSSIBLE CARE/SERVICE FOR THE CHILD.  NOT PROVIDING INFORMATION WILL, AT MINIMUM, PREVENT THE CHILD FROM ENTERING INTO CHILD AND YOUTH SERVICES PROGRAMS.
RELEASE OF INFORMATION
I RELEASE THE INFORMATION ON THIS FORM FOR THE PURPOSE OF IDENTIFYING AND PROVIDING APPROPRIATE CARE FOR MY SPECIAL NEEDS CHILD TO THE CHILD DEVELOPMENT CENTER.  INFORMATION WILL BE USED ONLY TO PROVIDE THE MOST APPROPRIATE CARE FOR MY CHILD.


___________________________________________________________     _____________________________     ____________________________
PRINT NAME OF SPONSOR					          SSN			         SPOUSE’S NAME


___________________________________________________________     _____________________________     ____________________________
ADDRESS						          DUTY NUMBER        		         HOME NUMBER


__________________________________________________________________________________     ____________________________________
SIGNATURE OF SPONSOR							DATE	          SPOUSE'S WORK NUMBER


PHYSICAL DISABILITIES:  Does the child require any adaptations or special equipment?  Does the disability affect the child’s ability to function?

_________________________________________________________________________________________________________________________
SPEECH/LANGUAGE DELAYS:  Does the delay interfere with the child’s ability to communicate/function?  Is the child receiving therapy for the delay?  Does the delay cause any behavioral difficulties or concerns?  Does the child use sign language?

_________________________________________________________________________________________________________________________
HEARING IMPAIRMENT:  Does the child wear hearing aids?  Does the impairment interfere with the child’s ability to function?

_________________________________________________________________________________________________________________________
VISUAL PROBLEMS/BLINDNESS:  What adaptations are needed?  Does the impairment interfere with the child’s ability to function?

_________________________________________________________________________________________________________________________
DEVELOPMENTAL DELAYS:  Does the child have a diagnosis?  What areas of function are affected (motor, social, emotional, behavioral)?

_________________________________________________________________________________________________________________________
ADD/ADHD:  How severe?  Is the child on medication?  Are there behavioral concerns?  Is the child in a special needs classroom or mainstreamed into a regular classroom?  

_________________________________________________________________________________________________________________________
BEHAVIOR/CONDUCT CONCERNS:  What kind of problems?  Is there a potential for harm to self or other children?

_________________________________________________________________________________________________________________________
MENTAL HEALTH DIAGNOSIS:  What is the diagnosis?  What are the symptoms?  How are the symptoms addressed?  Is the child on medications?

_________________________________________________________________________________________________________________________
AUTISM/PDD:  How severe?  What is the child’s functioning level?  Is the child in a special needs classroom or mainstreamed into a regular classroom?

_________________________________________________________________________________________________________________________
ASTHMA/RAD:  What medications is the child on?  On average how many times per month does the child require albuterol?  Has the child ever been hospitalized for asthma?  (do not count ER visits)

_________________________________________________________________________________________________________________________
SICKLE CELL DISEASE:  How severe?  Has the child required hospitalization?

_________________________________________________________________________________________________________________________
ALLERGIES:  
	MEDICATION:  Allergic to what medication?  What type of reaction?___________________________________________________________
	FOODS:  What foods and in what forms (i.e. the food by itself or as an ingredient)?  Has the child been prescribed an epi-pen?
      	_________________________________________________________________________________________________________________
	BEE STINGS:  What type of reaction?  Has the child required or been prescribed an epi-pen?
	_________________________________________________________________________________________________________________
	ENVIRONMENTAL ALLERGIES:  Any modifications or restrictions needed?
	_________________________________________________________________________________________________________________

EPILEPSY/SEIZURES:  What type of seizure?  What type of medication?  How frequent are the seizures?  When was the last seizure?

_________________________________________________________________________________________________________________________
HEART MURMUR/DISEASE:  Does the child have any restrictions?  Is it an innocent/benign murmur?  Does the child need to follow up with a cardiologist?

_________________________________________________________________________________________________________________________
DIABETES:  What kind of diet?  Do the child require insulin?


KIDNEY PROBLEMS:  What kind of problem?

_________________________________________________________________________________________________________________________
DEVELOPMENTAL PRESHOOL:  Is this a special needs preschool or a regular preschool?  Does the child receive special services while at school?



SNRT RECOMMENDATION: 	A.  Admit, No significant Modifications Needed.
 			B.  Admit, With Care Plan __________________________________________________ and Training.
C.  Admission Denied.

CONCUR:	SIGNATURE & DATE

CDC Director		Yes     No		________________________________________________________________

Program Director		Yes     No		________________________________________________________________

CYS Coordinator		Yes     No		________________________________________________________________

CHN			Yes     No		________________________________________________________________


