
[image: C:\Users\ronna.HCFS\Pictures\2011-07-22 HS-EHS-ABC Enrollment Application\HS-EHS-ABC Enrollment Application 001.jpg]

[image: C:\Users\ronna.HCFS\Pictures\2011-07-22 HS-EHS-ABC Enrollment Application\HS-EHS-ABC Enrollment Application 002.jpg]

[image: C:\Users\ronna.HCFS\Pictures\2011-07-22 HS-EHS-ABC Enrollment Application\HS-EHS-ABC Enrollment Application 003.jpg]

[image: C:\Users\ronna.HCFS\Pictures\2011-07-22 HS-EHS-ABC Enrollment Application\HS-EHS-ABC Enrollment Application 004.jpg]
image1.jpeg
Head Start Child and Family Services, Inc.

302 Pointer Trail West, Van Buren, Arkansas 72956
Phone: 479474-9378  Fax: 479-474-7410

Website: www.beadstartinc.org Email: agency@beadstartine.org

Items needed to complete a HS/EHS/ABC application:
Documentos necesarios para completar la solicitud de HS/EHS/ABC:

— Birth Certificate / Acta de Nacimiento
— Immunization Record / Cartilla de Vacunacion

— Income Documentation (Previous year federal income tax preferred) /
Comprobantes de los Ingresos

— Foster, DHS, Guardianship Documentation (if applicable) /
Documentos del Departamento de los Servicios Humanos

— TANF, TEA, SSI Documentation (if applicable) / Documentos del
Dinero Recibido por Programas del Gobierno

— Employment, School, Training Documentation (if applying for a full-year center) /
Documentos del Empleo, Escuela, o Entrenamiento

Additional Documents:/Documentos Addicionales:

— Any documents needed to verify disability diagnosis or suspected by professional
disability/ Todos los documentos necesarios para verificar el diagnosticé o sospecha de
la discapacidad por un profesional

— Any documents needed to verify family situation in “Other” category/ Todos los
documentos necesarios para verificar la situacion familiar de la categoria “Otros”
— Social Security Card / Tarjeta del Sequro Social

— Insurance Card, ARKids or Medicaid Card / Tarjeta de la Seguranza Médica, ARKids o
Medicaid

funded by the Department of Health an
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Head Start Child and Family Services, inc. CHiLDPLUS'
Early Head Start/ Head Start/ ABC
Family Member Information

Center site you are applying for:

Primary Aduit

Last [ First ] Middle l Preferred Suffix

Birthday 1Gender l SSN l Alternate ID

Highest Grade Employment

C{E’mf,fe.ed Sm‘:,s (use codes) | [ Lives with Child [ Provides Financial Support [ Teen Parent [ Subsidized
Email Address

Notes:

1. Employment Status Codes: F- Full Time, P - Part Time Work or Part Time Training, R - Retired or Disabled, T - Training or School, B - Full Time &
Training, | - Pant Time & Training, S - Seasonally Employed, U - Unemployed

Secondary Adult

Last I First Middle I Preferred Suffix

Birthday I Gender I SSN J Altemate 1D

Highest Grade Employment

cfmpleﬁed Stax (use codes) | [ Lives with Child [ Provides Financial Support  [] Teen Parent [ Subsidized
Email Address

Notes:

1. Employment Status Codes: F- Full Time, P - Part Time Work or Part Time Training, R - Retired or Disabled, T - Training or School, B - Full Time &
Training, 1 - Part Time & Training, S - Seasonally Employed, U — Unemployed

Participant 1 (Head Start Child Enroliee)

Last [ First Middle I Preferred Suffix
Birthday [ Gender I SSN [ Alternate ID
Race ( e — Ethnicity English Proficiency O Primary
O Asian | O Native American [0 None 01 Poor 0O Moderate 0O Proficient
O Black | O Pacific Islander Nationality Other Language Spoken .
O White | O Other O Primary
0O Poor ] Moderate 0 Proficient

Primary Adult Relationship Secondary Adult Relationshij

[ Custody & p [ Custody
Medicaid Eligibility Medicaid Number Primary Health Coverage Other Health Coverage Insurance Number
Participant 2 (2 Head Start Child Enroliee if applicable)
Last l First [ Middle | Preferred Suffix
Birthday | Gender l SSN l Attemate ID
Race (check all that apply) Ethnicity English Proficiency O Primary
OAsian | O Native American 01 None 0 Poor 0 Moderate O Proficient
O Black | O Pacific Islander Nationality Other Language Spoken .
O White | O Other O Primary

0O Poor 0 Moderate 0O Proficient

Primary Adult Relationship Secondary Adult Relationshij

O custody &4 P O Custody
Medicaid Eligibility Medicaid Number Primary Health Coverage Other Health Coverage insurance Number
Signature of Staff Taking Application Date
Parent/Guardian Signature Date

Approved by Policy Council 8/21/2008 Copyright © 2007 Management Information Technology USA, Inc.
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Head Start Child and Family Services, Inc.
Early Head Start/ Head Start/ ABC
Family Information

General Information
Living Address City State Zip County
Mailing Address (if different) City State Zip
Phone Number Home, Work, Cell, etc. Primary Notes
H]
0
0
Number in Household Num. in Family Total Num. of Children
Number of children in family that are ages 0-3 What are their birthdates?
Number of children in family that are ages 4-5 What are their birthdates?
Parental Status Primary Language Primary Center Site
Oone OTwo at Home
Family information (Central Office Use Only)
TANF
OYes [INo [lFommeriy Ossi Owic  wicip
Family Member Date Income Source Amount Per Annual Amount | Type' Desc. Verif.®
1. Type Codes 2. Description Codes 3. Verification Codes
ERN-Eamed SUB-Subsidized PEN-Pension SSI-SS! SS-Social Security | CS-3 Check Stubs IT- Income Tax SE- Summary of Earnings
EL- Employee Letter
Income Notes
Doctor Name Address City State Zip Phone
Dentist Name Address City State Zip Phone

Certification: | certify that this information is true. If any part is false, my participation in this agency’s programs may be terminated and | may be
subject to legal action. | also understand that the information in this application will be held in strict confidence within the agency and is accessible
to me during normal business hours.

Parent/Guardian Signature Date

Is this child income eligible for Head Start? [Yes [No

Verifying Staff Member Date

Approved by Policy Council 8/21/2008 Copyright ® 2007 Management Information Technology USA, Inc.
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Head Start Child and Family Services, Inc.

Early Head Start / Head Start/ ABC

Enroliment Information
Shaded fieids to be entered at the ceniral office.

gl!gibi;:(l:)‘ayte Eligibility Income Num in Family | Income Status 2 Participation Year HS Child Age at time of Enrollment
Special needs transition form filled out? Yes No
Points

Priortization Guideline / Eligibility Criteria (7o be filled out by HS Staff)
AGE HS= (4 years+ 60 points) (3 years 6 mos+ 20 points) (3 years+ 0 points)
(at enroliment) EHS= (0-8 mos 60 points) (8-16 mos 20 points) (16-36 months 0 points)
FAMILY TYPE (2 parent 0 points) (1 parent 10 points)  (Foster 50 points) (Other 30 points)
INCOME (0-25% of poverty level 700 points) (26-50% of poverty level 90 points)

(51-75% of poverty level 80 points) ( 76-100% of poverty level 70 points)

(101-130% of poverty level 50 points) (SSI, TEA, Foster Child 90 points)

(Over Income..above 130% 0 points)
SPECIAL NEEDS | (Professionally Diagnosed Disability 55 points)

(Potential or Suspected Disability by Professional 45 points)

(Potential or Suspected Disability by Staff 5 points)

(Potential or Suspected Disability by Parent 5 points)

(No apparent need 0 points)
OTHER (Dysfunctional Family 50 points) (Chronic Violence in Family 50 points)

(Substance Abuse in Family 50 points) (Homeless 90 points) (Migrant 60 points)

(Limited English Proficiency 60 points) (Family in Crisis 30 points) (Family in Asylum 50 pts)

(Family with incarcerated parent 50 points) (Child who is an immigrant 50 points)

(Child who is a refugee 50 points) (Family lives in violent community 50 points)

(Referred by another agency 30 points) (Previously enrolied in HS/ EHS 50 points)

(Any combination of two of these choices 60 points)
TRANSFER (EHS to HS 999 points) (Part Day to Full Day 500 points) (Full Day to Part Day 300 pts)

(Center to Center 300 points)

Total
Eligibility Notes:
2. Income Status Codes

Has your child ever attended a Head Start program in the past? yes____no Efl?'&'ecmm
If yes, where? mﬁéﬁmﬁam
Verifying Staff Member Date

Approved by Policy Council 8/21/08
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