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           OKALOOSA COUNTY HEAD START PROGRAM

                                     Registration Form
	Child’s Legal Name - LAST
	FIRST
	Date of Birth:

___________________

Month/Day/Year

	Address:                                                                                               City:                                                                       Zip Code:

	Child’s Race:

B    N   W   A   O    H

National Origin: _____________
	Sex:

M          F
	Primary Language: _____________

Secondary Language:___________
	Child’s Social Security #:

______________________________

	Child’s Medical # and Health Insurance Company:

Medical Insurance: _______________________   Medical Number: ______________________   Physician: _______________________   Phone #:______________________

Dental Insurance:   _______________________   Dental Number:   ______________________   Dentist: _________________________   Phone #: ______________________

	Does child have a disability or special need?     Suspected?                     (Describe: if disability has been diagnosed, give)
        Y          N                                                             Y          N                      Source: ___________________________________________________

 LIMITED ENGLISH  PROFICIENCY?     Y             N                                       Date: ___________________________________________________

	__________________________________________________________Mother or Guardian Full Name:

__________________________________________________________Street Address (if different from Child)              City                  Zip Code 

Home Phone #: (      ) __________________________________

Mother’s Cell # :  (      )_______________________________________

Mother’s work #:  (      )_______________________________________

Mother’s Social Security #: ___________________________________

Mother’s Date of Birth: ______________________________________     

Mother’s primary language : __________________________________   

Have you moved in the past 24 months?     Yes     No

Previous address ___________________________________________  
	________________________________________________________ Father or Guardian Full Name:

_________________________________________________________ Street Address (if different from child)     City                        Zip Code                                                              

Phone: Other / Message: (      ) _________________________________

Father’s Cell #:  (       )_________________________________________

Father’s Work #:  (      )________________________________________

Father’s Social Security #:  _____________________________________ 

Father’s Date of Birth: ________________________________________

Father’s primary language: _____________________________________

Have you moved in the past 24 months?     Yes     No

Previous address ___________________________________________  

	Parental Status:     O = One Parent          T = Two Parents          F = Foster Parent          N = Not Parent       Other: ____________________________

Number In Family:[    ]In Home:[      ]Number of Children In Family: [     ] Birth to 3 Years Old [      ] 4 to 5 Years  [     ]JR HIGH (    ) HIGH SCHOOL (   )

	EMAIL ADDRESS:

	Has child attended other child development program?     Y     N
	If Yes, Name:
	Address:

	Has a child in this family been enrolled in this program before this year?      Y           N
	If yes, provide name and year:



	Are you receiving TANF? (AFDC)    Y             N

If yes:    Amount $_________  How Long?______
	Do you receive food stamps?        Y           N

Case # ______________________________
	Do you receive WIC?

Y      N      WIC #_____________________

	Are you receiving child care subsidy?   Y          N
	Is your family currently enrolled in another program?

Early Steps _______   Healthy Families ______     Bridgeway ______ 

	Any specific family need or crisis? (optional)    Y        N   If yes, describe: _____________________________________________________________           

	** FOR AGENCY USE ONLY DO NOT WRITE  BELOW THIS LINE **

	Family Member
	Amount
	Per
	X
	Annual Income
	Source

	
	$
	
	
	$
	

	
	$
	
	
	$
	

	
	$
	
	
	$
	

	
	$
	
	
	$
	

	                                                                                                                       Total Family Income
	$
	


           FAMILY MEMBER INFORMATION
	First and Last Name of adult(s) in home
	Sex
	How related to child
	Education Level
	Employment Status
	Occupation / Where
	How Long

	A-1
	M    F
	
	
	
	
	

	A-2
	M    F
	
	
	
	
	

	A-3
	M    F
	
	
	
	
	

	A-4
	M    F
	
	
	
	
	

	A-5
	M    F
	
	
	
	
	


           CHILDREN (list applicant first, then other children)

	First and Last Name of children in home
	Date of Birth
	Social Security #
	Sex
	          How Related To Child ?



	C-1
	
	
	M     F
	

	C-2
	
	
	M     F
	

	C-3
	
	
	M     F
	

	C-4
	
	
	M     F
	

	C-5
	
	
	M     F
	

	C-6
	
	
	M     F
	

	C-7
	
	
	M     F
	

	C-8
	
	
	M     F
	


	Certification: I certify that this information is true.  If any part is false, my participation in this agency’s program may be terminated and I may be subjected to legal action.  I 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’s Signature ________________________________________   Date ______________________


                     ****FOR AGENCY USE ONLY, DO NOT WRITE BELOW THIS LINE****

	Income Verified?  Y  N     By:   [   ] Check Stub [   ] TANF [   ] W-2 [   ] Tax Return   [   ] Letter  [    ]  Non income declaration Form   [   ] Other _____________

	Birth Verified?  Y  N     By: [   ] Birth Certificate  [   ]  Health Dept. Certificate  [   ] Other ____________

	Signature of verifying staff member: _____________________________                   Date: _____________

	# in Family
	Fed Income Guideline

$  
	Date Accepted

	Total Family Income $
	
	Intake Completed

	First Year Center Name:
	Class
	Income Status:   E     O 

Selection Points: _________

	Second Year Center Name
	Class
	

	Comments: _________________________________________________________________________________

	Start Date:
	Director’s Signature:
	Date:



Okaloosa County Comprehensive Head Start

Child Development, Inc.

Dear Parent,


Welcome to the Okaloosa County Early Head Start/Head Start Program.  Our program is designed to provide you and your child with comprehensive early care and education services.  These services include developmentally appropriate educational experiences, health, mental health and dental services.  We provide family support services by offering parent training workshops on various topics, resources and referral information, and most importantly a safe and secure environment for your child.  Head Start services are provided to families that meet the income guidelines as well as families of children with disabilities regardless of severity.

How to apply:

· Completed application

· Proof of Age
· Child’s social security card

· Current shot record 
· Current school physical (to include a vision and hearing screening)
· Medicaid card or letter
· Documentation of family income for the past 12 months

· For Foster Parents or Legal Guardians official documentation of custody is required
· Documentation on TDY, Deployment, enrollment in GED/College, or job loss (if applicable)
Early Head Start/Head Start Program Locations:

Shalimar Administrative Office:  850-651-0645

Niceville Head Start:  850-678-8461

Laurel Hill Head Start:  850- 652-4909

Bay Street Head Start-Crestview:   850- 689-3645

Chester Pruitt Head Start (FWB):  850.244.4959
McGriff Head Start (Fort Walton Beach):  850-244-2606

Edney Head Start (Crestview):  850-682-2912

Lakeview Early Head Start (Crestview):  850-682-5931

Kennedy Early Head Start (Crestview):  850-682-1992

Income Eligibility:

20011 - 2012 Income Guidelines for Head Start Programs

     (Effective:  3/11/11)

	
	Monthly Income
	Annual Income

	
	908
	10890

	
	1226
	14710

	
	1544
	18530

	
	1863
	22350

	
	2181
	26170

	
	2499
	29990

	
	2818
	33810

	
	3136
	37630

	For family units with more than eight members, add $3,820 a year for each additional family member. 


Proof of income:

The following documentation is acceptable for proof of income:

· Check stubs

· W2 forms

· Foster care income
· Employer’s statement
· SSI documentation

· Veterans benefits

· Case Worker statement

· TANF statement

· Child support statement

· Written statement (must include signature, date, address, phone number and child’s name)

Application review:
· Head Start staff will review forms to ensure that the documentation is complete and current. Copies of all necessary registration documents will be made. After review, parents will be given a letter requesting all missing information.

· Staff will advise parent of the selection criteria process.  
· Finally, the information is logged into the intake binder and forwarded to the Family Service and Data Entry Clerk, who then enters the information in the “Child Plus” system for tracking purposes.

Received By: _____________


Date Received:____________





School Year _________________





Eligible Next Year:    Yes      No








All Okaloosa County Comprehensive Head Start Child Development, Inc. facilities are licensed through the State of Florida Child Care Licensing Office


