Washita Valley Community Action

Head Start and Early Head Start Enrollment Application
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CHILDPLUS®
SOFTWARE



 The following items are required for enrollment.  Your application will be considered incomplete until the information is received at the center or central office. Please fill in all the
Questions on the application.
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WASHITA VALLEY COMMUNITY ACTION COUNCIL

HOUSEHOLD PROFILE
Date:
Lives in Household:
Highest
Full Name Relationship | Race Health Disabled | Veteran Sex Date of Grade SSN
Insurance Birth Completed
Head of
Household YorN YorN YorN | MorF

Y orN YorN YorN | MorF

YorN Y orN YorN | MorF

YorN Y or N YorN | MorF

Y orN YorN YorN | MorF

YorN YorN YorN | MorF
Street Address: Telephone:
Town/State/Zip: Message Phone:

Does your family rent or own
your home? Rent or Own





ENROLLMENT APPLICATION
Head Start  FORMCHECKBOX 
    Early Head Start  FORMCHECKBOX 

Enrollment Information

Child’s Name 

Birthday 


	Program Details


                            To be completed by agency staff.

First Year _____                             Second Year______
	Program/Term


	Classroom
	Site

	Application Status 1
	Application Number
	Funding

	Application Date

 
	Waitlisted Date

 
	Accepted Date
	Abandoned Date

 
	Enrollment Date
	Entry Date

	Eligibility Date


	Eligibility Income
	Num in Family
	Income Status 2
	Participation Year
	□ Sibling Elig Next Year 


	CACFP Date
	CACFP Income
	CACFP Status         

	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	CHILD AND ADULT CARE FOOD PROGRAM (CACFP) ENROLLMENT FORM

	
	

	Child’s Name
	                                                                  Date of Birth                            

	Head Start Facilities Only:  Indicate session and sign and date form.
	

	 FORMCHECKBOX 
 A.M.             FORMCHECKBOX 
 P.M.                  FORMCHECKBOX 
  All Day
	

	Normal Days in Attendance
	
	Mon
	Tues
	Wed
	Thur
	Fri

	Normal Hours of Attendance
	Start and End times
	
	
	
	
	

	Normal Meals Eaten:

	
	
	
	
	
	

	     Breakfast
	
	
	
	
	
	

	     AM Snack
	
	
	
	
	
	

	     Lunch
	
	
	
	
	
	

	     PM Snack
	
	
	
	
	
	

	     Supper
	
	
	
	
	
	

	1. Application Status Codes

A-Incomplete, Info Not Returned
M-Complete, Needs Medical Info
T-Transportation Problem, Out of Area

B-Complete, Needs Birth Cert
N-No Show at Registration or First Day
V-Complete, Needs Income Verification

C-Complete & Verified
O-Too Old for Program
X-Inactive

D-Departed Area/Moved Away
P-Accepted into Another Program
Y-Too Young for Program

I-Incomplete
S-Attending School or Preschool
Z-Other


Verifying Staff Member

Date


Parent/Guardian Signature

Date


ChildPlus Family ID #


Family Member Information 

Shaded boxes will be completed by agency staff. 

Primary Adult                                                                                                                                                             
	Last
	First
	Middle
	Preferred
	Suffix

	Birthday
	Gender
	SSN
	Pregnant:  YES  FORMCHECKBOX 
        NO  FORMCHECKBOX 
       Due Date:

	Highest Grade Completed
	Employment 
Status 1
	□ Lives with Family     □ Provides Financial Support       □ Teen Parent        □ Subsidized 

	
	
	Email Address  

	1. Employment Status Codes:   F- Full Time, P - Part Time Training, R - Retired or Disabled, T - Training or School, B - Full Time & Training, 
 I - Part Time & Training, S - Seasonally Employed, U - Unemployed
Race:  ______________________________                         Circle yes or no each question below                                                           
Health Insurance:   Y or N     Housing Status:   Rent           Own            Homeless             Stay with Family/Friend                                                                                                                                                                                                                                                                        


	Secondary Adult

	Last
	First
	Middle
	Preferred
	Suffix

	Birthday
	Gender
	SSN
	Pregnant:  YES  FORMCHECKBOX 
        NO  FORMCHECKBOX 
       Due Date:

	Highest Grade Completed
	Employment 
Status 1
	□ Lives with Family     □ Provides Financial Support       □ Teen Parent        □ Subsidized

	
	
	Email Address

	1. Employment Status Codes:   F- Full Time, P - Part Time Training, R - Retired or Disabled, T - Training or School, B - Full Time & Training, 
 I - Part Time & Training, S - Seasonally Employed, U - Unemployed
Race: _________________________________                 Circle one for each question below 

Health Insurance:   Y or N     Housing Status:   Rent           Own            Homeless             Stay with Family/Friend                                                                                                                                                                                                                                                                        
Child 1 
Last                                            First                                                    Middle                             Preferred                        

Birthday                            Gender                       SSN                                                                                      Ethnicity   FORMCHECKBOX 
Hispanic    FORMCHECKBOX 
Non hispanic                     

Race (check all that apply)                         English Proficiency                                            FORMCHECKBOX 
Primary
 FORMCHECKBOX 
Asian       FORMCHECKBOX 
Native American                   FORMCHECKBOX 
NONE      FORMCHECKBOX 
Poor     FORMCHECKBOX 
Moderate    FORMCHECKBOX 
Proficient

 FORMCHECKBOX 
Black       FORMCHECKBOX 
Pacific Islander

 FORMCHECKBOX 
White       FORMCHECKBOX 
Other ____________         Other  Language Spoken   _______________     FORMCHECKBOX 
Primary

                                                                      FORMCHECKBOX 
Poor         FORMCHECKBOX 
Moderate           FORMCHECKBOX 
Proficient

 Primary Adult Relationship                                Secondary Adult Relationship

                                            FORMCHECKBOX 
Custody                                              FORMCHECKBOX 
Custody
Medicaid   FORMCHECKBOX 
YES    FORMCHECKBOX 
NO       Number                                Private Insurance    FORMCHECKBOX 
YES   FORMCHECKBOX 
NO       Number                   Other Insurance number

Allergies:

Child 2
Last                                            First                                                    Middle                             Preferred                        

Birthday                            Gender                       SSN                                                                                     Ethnicity   FORMCHECKBOX 
Hispanic    FORMCHECKBOX 
Non hispanic                     

Race (check all that apply)                         English Proficiency                                            FORMCHECKBOX 
Primary

 FORMCHECKBOX 
Asian       FORMCHECKBOX 
Native American                 FORMCHECKBOX 
NONE      FORMCHECKBOX 
Poor     FORMCHECKBOX 
Moderate    FORMCHECKBOX 
Proficient  

 FORMCHECKBOX 
Black       FORMCHECKBOX 
Pacific Islander

 FORMCHECKBOX 
White       FORMCHECKBOX 
Other ____________          

                                                                   Other  Language Spoken   _______________     FORMCHECKBOX 
Primary

                                                                      FORMCHECKBOX 
Poor         FORMCHECKBOX 
Moderate           FORMCHECKBOX 
Proficient

 Primary Adult Relationship                                Secondary Adult Relationship

                                            FORMCHECKBOX 
Custody                                              FORMCHECKBOX 
Custody
Sooner Care   FORMCHECKBOX 
YES    FORMCHECKBOX 
NO       Number                                Private Insurance    FORMCHECKBOX 
YES   FORMCHECKBOX 
NO         Other Insurance number

Allergies:                                                                               Number     


	

	Other Family Members

	Adult/Child
	Last
	First
	Birthday
	Gender
	Relationship

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Parent/Guardian Signature

Date



                                       Family Information

Application # 
       
Shaded boxes will be completed by agency staff.
Primary Adult Name

SSN 

Birthday 


Applicant Name _____________________________________ 
SSN  

Birthday 

	General Information

	Living Address                                                                                 City                              State           Zip



	County

	Mailing Address (if different)                                                            City                              State           Zip

	Phone Number
	Home, Work, Cell, etc.
	Primary
	Place of Employment

	
	
	□
	

	
	
	□
	

	
	
	□
	

	Number in Household ______   Num. in Family ______    Total Num. of Children ______     Num. Age  0-3 ______   Num. Age 4-5 ______

	Parental Status 
 
	□One   □Two                 Primary Language                                         Primary Site

                                            at Home

	Family Information

	TANF
	□Yes   □No   □Formerly
	      □SSI       □WIC     WIC ID _______________

	Family Member
	Date
	Income Source
	Amount
	Per
	Annual Amount
	Type1
	Desc.2
	Verif.3

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	1. Type Codes

ERN–Earned     SUB–Subsidized
	2. Description Codes

PEN–Pension   SSI–SSI   SS–Social Security
	3. Verification Codes

CS–Check Stub    W2–W-2    EL–Employer Letter   TAN–TANF

	Income Notes

	Emergency Contacts

	Contact 1
	Name
	 Relationship  
 to Child
	□Emergency Contact           □Release Child to

	
	Address                                                                                 City                              State                        Zip



	
	Phone 1                                      Type / Notes
	Phone 2                                      Type / Notes
	Phone 3                                      Type / Notes

	Contact 2
	Name
	Relationship 
to Child
	□Emergency Contact           □Release Child to

	
	Address                                                                                 City                              State                         Zip



	
	Phone 1                                      Type / Notes
	Phone 2                                     Type / Notes
	Phone 3                                      Type / Notes

	Contact 3
	Name
	Relationship 
to Child
	□Emergency Contact           □Release Child to

	
	Address                                                                                 City                              State                         Zip



	
	Phone 1                                      Type / Notes
	Phone 2                                      Type / Notes
	Phone 3                                      Type / Notes

	Doctor/Dentist

	Doctor Name
	Address
	City
	State
	Zip
	Phone



	Dentist Name
	Address
	City
	State
	Zip
	Phone




Certification:  I certify that this information is true.  If any part is false, my participation in this agency’s programs may be terminated and I may be subject 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 Signature

Date


Is this child income eligible for Head Start?    □Yes     □No 
Verifying Staff Member

Date


*Incomplete Applications cannot be processed*








� FORMCHECKBOX ��Proof of Birth :  copy of original birth certificate, hospital copy, Indian card with date of birth, original shot record with date of birth. 





                





� FORMCHECKBOX ��Shot Record:  copy of original or copy from child’s hospital, If child was born in Oklahoma, our office can get the shot record for you.








� FORMCHECKBOX ��Income:  We need income for the last 12 months or for the previous year whichever is less. We would like for you to turn in your   tax return or W-2 ,but if you do not have it we can use:  check stubs (please let us know when you started your job), annuity letter, TANF statement, Foster care papers, SSI statement, Letter from employer( how much you make and how long you have worked there), Income declaration, (statement from family member or friend that you are staying with them and they are paying the bills),  Bank statement, child support, unemployment statement. 








� FORMCHECKBOX ��Consent Page filled out and signed.








� FORMCHECKBOX ��Application signed





Other needed Items 





Social security card or proof that application has been made for card or number.





Insurance:  Copy of medical insurance card Sooner Care, company insurance, Military insurance, Indian Health insurance.  














