
Chi cho
(House of

Enrollment

otsk ati
Children)
Application

Please check the u are interested in: BabYFACE Birth-3 - Child Care

Cttlln'S NAME (Last- First. Ml)

CHILD'S RACE
. Anerican Indian or Alaska Native - Asian White BiracialArlultiracial

'gl.;k' 

";'airi.an 
American Nalive Hu*ui'un ot otht' Putifi '

CHILD'S ETI]NIC ORIGIN
: Hispanic or Latino origin

Non-Hispanic or Non-Latino origin CELL PHONE #HOME PHONE #CHILD'S TRIBAL ]D

CUIIOS PHYSICAL ADDRESS

CUNO'S MAILIN G ADDRESS

FAMILY SIZEMARITAL STATE
GT]ARDIAN

-- Single I Married
i Separated Divorced

Widowed

WHO HAS CUSTODY OF

CHILD?
a Mother r Father
- Foster Parents

I-AN<;UACT SPOKEN IN HOME

i English - SPanish I Other:

ffiSIDENCEWlTHCHlLD:
i Motlrer I Fatlrer : Foster Parent : Non-relatives

Significant Other - Othet Relatives (aun
MOTHER'S SSN

MOTHERT,I]ARDIAN'S NAME (Last, First)

rr4Ornrn'S PI-ACE OF EMPLOYMENT

FATHER'S
[app651'5 NAME (Last. First)

EMPLOYER ADDREMPLO\'ER PHONE #
PATT'IENS PLACE OF EMPLOYMENT

Check all that aPPIY to familY:
't TANF services

l: WIC services

r SSI
l Teen Parent

--. Single Parent

I Homeless

I Family Drug/Alcohol Abuse

i Disabled Parent/Sibling
r Foster Parent

*- At or Belou' PovertY Guidelines

- Betu'een lOOo/' -130o/o of Poverty Guidelines

Both Parents are High School Non Graduates

- One Parent is a High School Non Graduate

Familv Lives and/or Works in La Push

Child is/has:
i Enrolled Quileute Tribal Member

li Quileute Tribal Descendent (not enrolled)

l Native American/descendent enrolled in a Federally Recognized Tribe

I Native American/descendent enrolled in Tribe 4p1 Federally Recognized

f DisabilifJFSP
Disability-IEP
DisabilitY-Documented bui no IEP

, Disability-BehavioralMental Health Issues

i-r Prekindergarten

- 3 Years Old
'-'Retuming Student
- CPS Referral

-, Other Agencl' Referral

@liringinilrchonre'

Name:

Name:

Name:

Name.

D.O.B.

D.O.B.

D.O.B.

D.O.B,

Date Received
StafflnitialsRer,ised: 6/201I



Quileute Head Start
TRANSPORTATION INFORMATION FORM

**This form must be updated in order for ANY changes to be made to your child's bus

route. Please request a new form in advance (i.e. if you move, change of babysitter, etc')

Any changes that are not listed on this form will NoT be accepted' **

Pick up Location

Name & Phone Number Physical Address

Drop Off Location

Name & Phone Number Physical Address

Please list people who can be contacted in case no one is home at the time of drop off'

please prioritize this list in the order in which you would like these individuals to be contacted'

1) Name: Phone #:

Physical Address:

2) Name: Phone #:

Physical Address:

3) Name: Phone #:

Physical Address:

4) Name: Phone #:

Physical Address:

5) Name: Phone #:

Physical Address:

Parent/Guardian Signature

Revised:6/2010

Date



Quileute Head Start
CONSENT FORM

Child's Name: Age: 

- 

DoB:

Chi cho otsk ati has my permission for the following:

E ln an emergency, the chi cho otsk ati staff has permission to call an ambulance or

transport my child to a physician or hospital'

! In an emergency, the chi cho otsk ati staff has permission to make medical decisions

concerning my child, except for these restrictions:

My child may be given the following non-prescribed topical medication:

E First Aid Ointment ! Band Aid/Bandages E Sunscreen

My child may be taken on field trips or to dental appointments/health screenings by bus or

a staff memberts personal vehicle under proper supervision and use of a car seat:

E Yes

!No

Mychildmaybephotographedforpublicationornewspurposes:

E Yes

ENo

My child's photograph may be posted on Quileute Head Start',s Facebook page:

tl Yes

ENo

I give permission to the chi cho otsk ati to screen my child and/or obtain examinations for:

E DeveloPmental

! DECA (QHS)

I Vision

E Hearing

E Dental

E Behavioral(observation)

Revised:6/2010

Parent/Guardian Signature Date



Quileute Head Start
RELEASE OF INFORMATION FORM

Child's Name: Age: 

- 

DoB:

I authorize fbr your agency to release the following information to Quileute Head Start and

Child Care:

E Medical Records

! Well Child Examinations

tr Immunization Records

n Dental Records

E Certification of Indian Blood

n DeveloPmentalScreenings

n Child's School Records

n WIC Information

n TANF Information

! DSHS Information

I also give permission for any of the records/information listed above to be released to the

school I choose to send my child to once he/she leaves Quileute Head Start or Child Care'

My consent is voluntary and is valid for 12 months from the date of my signature'

Parent/Guardian Signature Date of Consent

Relationship to Child

Revised:6/2010



,,

3

4

Quileute Head Start
EARTHQUAKE AND DISASTER FORM

Child's Name: Age: DOB:

Medical Needs:

In the case of an earthquake or other disaster, my child may be released to the following

individuals:

Name Phone # RelationshiP To Child

please also provide the name and phone # of an individual who lives out of the area:

Name Phone # RelationshiP To Chitd

,f *r(It is important to contact the people you have listed above and let them know that you

have placed them on this list. ***

Parent/Guardian Signature Date

Revised: 6/2010



Dear Parent or Guardian,

over g0% of American rndian and Araska Native Head start chirdren have dental cavities.

However, cavities can be prevented tf',torgi;ihe use of fluoride, dental sealants' and xylitol'

we wi, provide a fruoride varnish program for Head start chirdren this year. Because your child

is a minor, you 
"onr"nt 

is needed'to iffow your child to receive this preventive service'

Fluoride Varnish
Procedure:Ahighconcentrationfluoridevarnishispainteddirectlyontotheteeth.
Benefits: Fluorid*'e Varnish coats thi-outside of the tooth and can provide Some cavity-

ilgtrting Power for uP to 3 months'

Parental Permission
, permission to have

I give my son or daughter,

*Ti,ffi;:*,"-l#?H#i,ng"oil;. 
'iil;;;ilJtne rruoriol varnisrr prosram is a preventive

ptogia* and the product is safe and effective'

please list any phisical condilions that ihe schooi should be aware of (asthma' allergies' recur-

ring illnesses,-O'lsibilities' chronic illnesses, etc'):

Fluoriele Varnish:

- 
I do NOT want my child to have fluoride varnish applied'

- 
I DO want my child to have fluoride varnish applied'

Panent or Guandian I'Jame (Print)

Signature
Date

Telephone Number

IHS Head Start Program : hfp:l/www'HeadStart' ihs' gov



MEDICAL INFORMATION

I)0es Your child have health iusurance? Yes or No Type:

Please provide a copY of vour insurance ca or medical cou

Does child have any existing medical problems? Yes or No

Explain:

List medication:

Does child have any allergies? Yes or No

Specify:

Medication:

Child's Physician:

Describe any mental or physical challenges.

Other:

Phone:

Describe any health concerns.

INDIANI HEALTH SERVICE

I give authorization to any licensed physician or qualified medical persoo

to treat my chitd in an emergency, and give medical treatment andirir

hospitalization as needed. The Quileute Head Start and Child Care Staff has m-v

permission to act on my behalf in case of an emergency to treat my child.

Signature: Date:

-+/a



Q,uileute llead Start
Waiver for Fledical Screening

required to participate in the fotlowing medical screenings:
, to not be

Hematocrit Screening

Lead Screening

Physical

Dental

Hearing & Vision Screening

At this time I am declining any assistance from Quileute Head Start for the

screenings marked above.

ParenUGuardian Signature Date

Health/Family Services Manager Date
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CHILD HEALTH RECORD: FORM 2A, HEALTH HISTORY

CHILD'S NAME:

PERSON INTERVIEWED:

NAME OF INTERVIEWER

SEX: BIRTHDATE:

DATE: _ 

--*
TITLE. -.--.-

RELATIONSHIP

PFEGNANC\,/BIFTH HISTOFY YESI NO EXPLAIN'''/ES" ANSWEBS

D ]D MOTHEF tsA\/T
h S PFEG\ANCY CR

ANY HEALTH PFOBLEMS DUBING
DURING DETIVEFY?

f"/C'i11EF i SIT PH'/SlClAN
rliG PFECl,.l,ql.lCY'

FEWEE THA.N TV,/O TIMESDrC
Li:P
//AS C,nrl-D BCFN OUTSIDE _qF L!OlfilAll _ _--
/iAS CrILD EOFN MCPE THAN 3 vvEEKS IAFLY OF LATE? I

T,"fJae cirI i_r s PTFTH wFIGHT' lbs

e r,.sl,,r-,'-,i.c vrocj,c,li,rn-E.1 ,-D 
^r 

g',pi";-
WAS AI'I'/TH]NG WFOI'JG W]TH CHILD IN THE NURSERY'

i :,1c-,.0 oF MorrEF sTa. 15 -bsp,'ol ion "ib:JoiT '

REASONS I.ONGEF TBAN USUAL?
(lf yes, ask aboul prenatal cate, or schedule ttme
discuss prenalal care atrangemenls.)

! IS MOiHER PFEGNANT NOW' lo

HOSPITALIZATiONS AND ILLNESSES iYES NO ] EXPLAIN ..YES', ANSV/ERS

rC xAS CHrLD :VER BEEN HOSPITALTZED OR OPERATED ON,
r r hAS CHrLD EVEB HAD A SERIOUS ACCIDENT lbroxen ),

banes. head tntuttes, !alls, butns, potsontnq))

r2 HAS CHILD EVER HAD A SEF]IOUS ILLNESS' ]

HEALTH PROBLEMS ivtrei NC I EXpt-AlN fuse addttional slreers i / needed)

r3 DOES CHiLt) HAVE FREOUENT SOFE THFOAT.

CCTJGE UF .]AFY INFECTIONS OF TROUBTE

I]Fi,']Ai JG STCMACFiP,iiIJ'"/OMIT 'JG OIAFFHEA?

r( DOES Ci-.1ILII HAVE DIFFICULTY SEEING
,squ;nl, cr(:s5 e/es, lack clasely al baaks)2

I i,E ci! L ? ]4lEt41l qrg,-lg€eglsqlg welr) -G-L4ls-!Si---
r6 DOES CHILD HAVE PFOBTEMS \r'JITH EAFSiHEARING

(Patn;n eAr. ltequenl earaCheS, dtsCharge, rubbtng Or lavOr.
t1Q Ane eai))

-
//l "yes'J WAS LAST CHECKUP MORE THAN ONE YEAR
AGO?

]7 I..1AVE YOU LVER NOTICED CHILD SCRATCHING HIS/HER
EEHIND lRear end, anus. butt)WHILE ASLEEP?

ll "yes" asA. WHEN DID lT LAST HAPPEN?
WHAT MEDICINE?-

1E HAS CHILD EVEF HAD A CONVULSION OF SEIZURE?
iS CH]LD TAi(IIIJG MEDICINE FOR SEIZURES?

-

q Iq.HII - TAI(iNG ANY OTHFR MFDICINF NOW? i ] I WHAT MFNIT:INF"

CHILD IS AT HEAD STABT? HOW OFTEN?
iSpecra,'cansenl lotm mDst be stgned tor Head Start
to admlnt!,ler any medicaltonl

(tl "yes")WILL lT NEED TO BE GIVEN WHILE

]{PHYSICIAN'S NAME
2C 15 CTILD NC}'V1] BEING TREATED BY A PHYSICIAN OR A I ] Irl

.CN T]CT
)

NAS C!iI.D I.IAD 8(--,115 CBICKENPOX

[,.];EI,A GEFMAN MEASLES MEASLES

I

I

l-
l

L4|f,.lts 3cAtrLE-r FE,!'EF WHOOPING COUGH? I

?i

22 r''1AS CHILD i-AD POLIO)

---i 

t- 
I

B.EE)rlrc rer'iOfrrC ES l23 nAS CFiILD hAD ASTBMA

I r3Eril, SPrLErS/

-.'.a-): - J:{.":(4):

')la1r. ,:tr l,i5iASE:

24 ICES Crl. D HAVE Ar'JY ALLERGY PROBLEMS tAasn. 
-

t'Crrng. SftCi 'ng dri!r;a;1, brealntng sneeZtng)1
., ,',-:ir aA-LfJa, AiJr ii-l,f;Sl
- ,^rE:iJ lif,ifl,i Ari/ LrEDlcAiro\.__,- -__.__-__., _ _._._:-
, ./"!ir, riiAi A:iil,lA.i F tis TNSECTS DttST FTC,

I, tt "yes". transler rnlormatton to Forms 1 and 5

l

r:AtrT/8LOOD VESSEL

AHEUMA'I C FE!'8tr

- '-rr ;;irrr,- ,rt*-u,or-,o ,o-.., *, s
WHAT FOODS?
WHAT MEDICINE?

r t iwnatrHlNGS?
i r ; r-iow DOES cHrLD REACTa

l5
asx , DO ANY CF THE CUI.]DITIONS WE VE TATKED ABOUT
SO FAF GiT i' IFlE WAY OF THT CHILD S EVERYDAY
ac;i"/iT:s,
]Ii A ]CC:.P (]F OIEES I.iEALTH PROFESSIONAL TELL
YCr. Tr-r F rlH.L:j HAS IHiS PROBLEM?

DESCAIBE AOVV

WHEN?
I

l

26 AN' I!'F: I.I']'i CONDiT]OI'JS YJf I-iAVEN T TALKED I i DESCFIBE
A3OUI i.rAr GE-i N THE'/JAY OF ThE CHILD S E',/ERY. l

DA'r ng'r1'"';1 E5; I ]

DtD A DajCiOF i)e CTr-iEri BEALTB ?FOiESSIONAL I ELL I rVnEnt'
YCU TIiE I:H .D HAD']'HIS PFOBLEM' ]

' ,! siarred t't e;esltoFs have /eS answers go lc Queslton 25 INTERVIE\/VER: GO TO FORM 4



vfllLU 't t L^b tr .i
DATE: 

--- 
BELATIONSHIP: --- -- i ,1

PERSON INTERVIEIVEDI==--=--- tt )l -r

NAME OF INTERVIEWER: 

- 

--*-'*------ ,
TITLE: 

---- 
I n

CHILD HEALTI-{ RECORD: FORM 28. HEALTH HISTORY (Con1lqrysl
t

-- -'o oR Lsl 3
36.cHtLDFEN LEARN ro oo rHrr.rcs ar olrrrnEt'rr acES WE NeEo ro iuow wHAT EACH CHILD ALFEADY CAN t

LEARNTNG ro Do EASTLY, AND wHEBE rHEY MrGN.rg^E::o^Y:::.t"t',*ii.id^*:tl ll::?;5ffili1:?fir%?['t'" I E
iil;J ,13J3;3rtffi?rii,X#1il1oJL'^l [i** ro Do Ar DTFFERENT AGES AND AsK *HEN you* .HILD STABTED ro DC I t
THEM, As BEST you cAN REMEMB ER. (TNTER4TEWER: Read question lor each item tistcd bclow, tnd che.k olf the oarent's answar | =l(,
,n rnu rppropriste spacei' ;- r * j l

i IUJ
a. woULD you SAY YouR CHILD fia) Slr uP wlTHour HELP I I --l----.----'' I g

YO{J EXPECTED, ABOUT wHEN i(c) WALK

,or E*pscreo. oF LATER - l 
=

b. WHEN DtD HEiSHE BEGIN (g) BESiONU tur-lnEurwr\r i I I 
---i--- 

! ll
ih) PLAY WITH TO

i 
-'-' 

: ' ^ttcl norrtrNT 
--, ';lrD ''H;l n

{eiit)E UULJ 
^rrr^ ^ 

o^r tT i *

y*i[Ziti:it'",:ll#,T5?Hii"'.'"?",]""',i,5iJil?*.srED N oR D.ES ES'EC,ALL' *ELL? i -!J
;J-___ _r O

t . -..^

I ze.DoEs youn cHtLo iaxE l NAP? -_-No, -.---vEs 
lF "YEs" DESCBIBE wHEN AND How LoNG I fi

1

i ZS OOES YOUR CHILD SLEEP I-ESS THAN B HOUNS A DAY OR XIVr iNOUELE SLEEPING ISUCX AS BIiING FRETFUL' *A'iIXG I I-

i r'rrcxrL,tlRES, wANTlNc ro srAY uP LATE)? ---No' ----YES IF 'YES" DESCRIBE ARHANGEMENTS {owN BooM olvr I {
1{._t

aED, AND SO FORTH)-*.*-- ->:_-=G ul

3I.DOESYOURCHILDNEEDHELPINGOINGTo]l]tjgIt,^tI"'-r'rorxEDAYORNlGHr'onooesYOUPcHlLDWErHls/HER 
i I

--td
YES. 1F "YES'' PLEASE DESCRIBEPANTS? -_.--No, =--Yts. 

lF Yt5 rltr^rE uLrurrrvL 

----'---' 

- 

t r.2*
ffiITH ADULTS THAT HE/SHE DOESN,T KNO\r'/? o

-- ----{ o
REN HIS/HER OWN AGE?

ia(
rew CHIIOnEN HIS/HER OUJN AGE? ! o-

34.HoWDOESYoURcilrt-orcrWHENPLAYIr.ro-wTTxeGBoUPoFOTHERCHILDREN?|_ i-
r rnrrvm-l 4

35. DoEs youR cHrLD *ffipy a 1-6T, oR rs Helsxe vrny AFRATD or lNyrttruc? 

--No, 
----YES TF "YES"' wHA- i<

-6arna : uJ
sizu ro cAUsE HrM oR HER To woRRY oR To 8E AFRAIo? I -__--_l z

LL

USE I i--r --- 
-- 

------l 'a

EffiSS^YlNGWHATHE/SHEWANTSToDoonoovouHAVEANYrnouer-e!r
fi;;-;;;;^Cio'* CN'iOr ---NO, --YES IF "YES'' PLEASE DESCRIBE i Alr

3srctttLDBEN sor/Erfi 
*-1 ?

.FTENGETCRANKyoRCRyAToTHERTIMES,wHENYoUCAN'TFIGUREoUTWHY?-.-l'lO'--YES 
IF'YES"6auvot t I iJ-lr

l>IELL ME ABOUT THAT? I co

lo

*HEN THts HAppEr\rs, wilr oo you DO AEOUT tr ro HELP THE CHILD FEEL BETTER? F
LU

-)&

3ilAVE rHERE BEEN ---vEs r 
-nrst 

I H
PLEASE DESCBIBE t!:ls--::.--i o

40.A8E YOU OR YOUR FAMILY HAVING NNV PNOALEMS NOW THAT MIGHT AFFECT YOUR CHILD? -'-NO, ___-YES' IF'YES 
I E

PLEASE DESCRIBE

41 IS THEBE ANYTHING ELSE

^ccaolQg?uLuvi t, eL .

I

YOU WOULD LIKE US TO XruOW AEOUT YOUR CHILD? 
--NO, --__--YES' 

IF 'YES" PLEASE i
t



Shrdent's Name:

SUPPORT AI{D COOPERATIOI{ AGREEMENT

A child needs his/her parent or guardian's help and guidance in order to get the most of
educational oppornrnities. Therefore, as a parent/guardian I agree to cooperate ilr the following

ways:

l. I understand that I must complete my
child's entire enrollment application before

he/she can attend Head Start or Child Care.

2. I understand that I must submit a current
well-child examination, or provide proof
that an appointnent is scheduled, and an up
to-date rmmunization record for my child
before they begin school or Child Care-

3. I understand that I must provide proof of
income, and I will allow QHS or Child Care
to verifu income with my employer.

4. I understand that I must provide proof of
my child's birth date if requested-

5- I understand that I am responsible for any
necessary follow-ups required for the dental,

hearing, vision, and rnedical needs of my
child as soon as necessary.

6. I understand that if my child is sick, I
must pick my child up within an hour of
being notified of the reason.

7 . lf my child was sent home with lice, my
child will be checked by the Health Manager
or Child CareManager before rehrning to
class or daycare.

8. I will call QHS if my child will be absent

for any reason. If my child misses 3 days in
a row, I am responsible for calling the center

to let the bus know when my child will
retum to school.

9. I understand that I have thc rig]rt to bring
any concerns to the attention of my child's
reacher or to the program supen'isor or
Child Care staff.

l0- I will try to attend Parent Committee
meetings and to participate in Poliry
Council, or Child Care on other committees-

I 1. I will vohurteer when I can as an a

assistant in the classroom or at special
events. My involvement atHead Start and

Child Care as a volunteer is very important.

12- If I leave my child in someone else's

care,I will notifo QHS and Child Care in
advance and provide them with the
caregiver's information.

13- I will spend time with my child to talk
about school- We will malle time to do
things together-

14- I will let my child know that education
is important and will provide encouragement
for my child,

15. I will see that rny child attends QHS on
a regular basis. It is imporrant that QHS
maintain an 85o/o overall attendance rate. It
is also very important that my child have a

stable daily routine,

l5- I will make a paymsnt in a timely
manner if my child attends Child Care.

Parent/ Guardian S ignarure Date QHS or Chiid Care Staff Signature/Date



Dentai Treatme nt/Transportation Autho rrzattor;r Form

The Quileute Head start is working with the La Push DentalClinic to provide dental care for each

student, throughout the schoolyear. lf permission is given, your child may be seen for dental check-ups'

cleanings, x-rays, fluoride treatments, sealants, and or simple fillings (which may require anesthetic)'

some of these treatments are applied at the school; other treatments are at the dental clinic' lf your

child should need extensive dental work the parent/guardian will be contacted'

lf you have any further questions contact the dental clinic at 374-6984 or Quileute Head Start at374'

2631..

Child's name M.t.-------------.--DOB

Pa rent/Gua rdian Phone#

Mailing address

Check the appropriate boxes and initial after the statement'

( ) | hereby authorize the La push dental clinic to treat my child at the Head Start or the dental clinic'

I n itia l--

( ) | give my permission for my child to be transported to and from the dental clinic by the clinic staff

or Head Start transportation when available' lnitial

( ) | do not want my child to participate in the La

Signature

Push dental treatment. lnitial

Date


