CHI CHO? OTSK’ ATI
“House of Children”

Enrollment Application



..\ Quileute Head Start

8 By-Yak Loop/PO Box 100
La Push, WA 98350
Office: (360) 374-2631
Fax: (360) 374-5066

Dear Parents and Guardians,

Thank you for your interest in our program! The following documents are
required in order to be considered for the program. If you would like to
bring in the original documents, we would be happy to make copies for you.
Head Start is a federally funded program and these documents are required
for our program to continue.

0 Recent (within the last year) Well Child Exam results from your
child’s medical provider.

O Proof of Live Birth (Hospital certificate, state certificate, etc.)

[0 Certificate of Indian Blood (If applicable)

O Income Verification from ALL sources of income. Examples include:
Income tax return, W-2 form, pay stub for a recent month, TANF
documentation, proof of SSI payments, child support payments,
foster care payment documentation, proof of unemployment benefits,
ete.

[0 Copy of medical and/or dental insurance card

OO0 Copy of Immunizations

If you have any questions/concerns, need help filling out/obtaining these
forms or need help scheduling an appointment, please contact us at (360)
374-2631. Thank you and I look forward to seeing you soon.

Terra Sheriff-Penn
Enrollment Coordinator
Quileute Head Start



For Office Use Only

Date Received:

Chi Cho? O’tsk’ Ati Ham
(House of Children) 0Opm
Quileute Head Start Enroliment Application
Section 1-Child Information
Last Name: First: Middle:
Date of Birth: Gender: [0 Male [JFemale SSN:
Race: Ethnicity: Language:
OO0 American Indian or Alaskan Native O Hispanic or Latino Orgin O English
O Asian O Non-Hispanic/Non-Latino 0 Spanish
O Black or African American Orgin O Other Language:
[0 Native Hawaiian or other Pacific
Islander
O White Language Translator Needed?
O Biracial/Multi-racial O Yes
O Other Race: O No
Child’s Tribe:
Physical Address:
Mailing Address: [1 Same as physical
Section 2-Family/Household Information
Primary Caregiver Secondary Caregiver

Relationship to Child:
O Father

O Mother [ Stepparent [ Guardian
[ Foster

O Other

O Mother O Stepparent [ Guardian
O Father [ Foster 0O Other

Name:

Date of Birth:

Social Security Number:

Race:
O Asian

O White

O Other Race:

O American Indian or Alaskan Native

O Black or African American
O Native Hawaiian or other Pacific Islander

O Biracial/Multi-racial

O American Indian or Alaskan Native

O Asian

{3 Black or African American

[ Native Hawaiian or other Pacific Islander
O white

O Biracial/Multi-racial

O Other Race:




Primary Caregiver

Secondary Caregiver

Hispanic or Latino: OvYes OINo Oves ONo
Lives in Home w/ Child: OvYes OO No OvYes ONo
Home Phone:
Cell Phone:
Education Level: | [ No Diploma [ High School Graduate [ No Diploma [ High School Graduate
O GeD O College or Advanced Training O GED 0O College or Advanced Training

Employment: | O Full-Time (35 hrs./week or more)
O Part-Time (Under 35 hrs./week)
O Unemployed

[ Retired or Disabled

[ Seasonally Employed

O Full-Time (35 hrs./week or more)
O Part-Time (Under 35 hrs./week)
O Unemployed

O Retired or Disabled

[ Seasonally Employed

Family Size:

Language Spoken at Home: [J English [ Spanish [ Other:

Who has custody of the child: 0 Mother [ Father [ Foster Parents [ Other:

Please select the following if they apply to either caregiver above:
O Teen Parent [ Single Parent [ Two Parent Family [ Grandparent [Active Duty Military [ Veteran

Additional Children in Home (other than the child listed above)

First and Last Name

Date of Birth Gender

O Male O Female

O Male [ Female

O Male O Female

O Male [ Female

O Male O Female

Section 3- Eligibility Information

Child is/has:

O Enrolled Quileute Tribal Member w/ CIB

O Quileute Tribal Descendant (not enrolled)

[0 Native American Enrolled in a Federally Recognized Tribe
[ Native American Enrolled in a Non-Federally Recognized Tribe
[ Disability/IESP

O Disability/IEP

[ Disability- Documented but no |EP

[0 Disability- Behavioral/Mental Health Issues

O Returning Student

O cPs Referral

[ Other Agency Referral

Check all that apply to family:

O TANF Services

[0 WIC Services

O ssl

0O Homeless

0O Family Drug/Alcohol Abuse

[0 Disabled Parent/Sibling

0O Foster Parent

[ Family Lives in or Works in La Push




Quileute Head Start
RELEASE OF INFORMATION FORM

Child’s Name: Age: DOB:

I authorize for your agency to release the following information to Quileute Head Start and Child
Care:

Medical Records (including labs, radiology, etc.)
Well Child Examinations
Immunization Records
Dental Records

Certification of Indian Blood
Developmental Screenings
Child’s School Records

WIC Information

TANF Information

DSHS Information
ICW/CPS Information
Health Insurance Information
Birth Certificate

Oo0O0O0O0O0000000aon

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 the duration of my child’s enrollment in the program.

Parent/Guardian Signature Date of Consent

Relationship to Child




Quileute Head Start
Consent Form

Child’s Name: DOB:

Quileute Head Start has my permission for the following:
O In an emergency, the Quileute Head Start staff has permission to call an ambulance for
transport my child to a physician or hospital.
O In an emergency, the Quileute Head Start has permission to make medical decision
concerning my child, except for these restrictions:

My child may be given the following non-prescribed topical medication:
O First Aid Ointment [ Band Aid/Bandages [J Sunscreen [lnsect Bite Ointment

My child may be taken on field trips or to dental appointments/health screening by bus
under proper supervision and use of a car seat:
O Yes
O No
My child may be photographed for publication or news purposes:
O Yes
O No
My child’s photograph may be posted on Quileute head Start’s Facebook page:
O Yes
O No
I give my permission to the Quileute Head Start to screen my child and/or obtain
examinations for:
Developmental
DECA
Vision
Hearing
Dental
Behavioral
Speech
Nutrition

OOoOooooaogd

Parent/Guardian Signature Date



Student’s Name:

SUPPORT AND COOPERATION AGREEMENT

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

ways.
1.

2.

10.

11.

12.

13.

14.

15.

I understand that I must complete my child’s entire enrollment application before he/she
can attend Head Start or childcare.

I understand that I must submit a current well-child examination or provide proof that an
appointment is scheduled and an up-to-date immunization record for my child before they
begin school.

I understand I must provide proof of income, and I will allow QHS to verify income with
my employer.

I understand that I must provide proof of my child’s birth date if requested.

I understand that I am responsible for any necessary follows-ups required for the dental,
hearing, vision, and medical needs of my child as soon as necessary.

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

If my child was sent home with lice, my child will be checked by the Health Manager or
Child Care Manager before returning to class.

I will call QHS if my child will be absent for any reason. If my child misses 3 daysin a
row, I am responsible for calling the center to let the bus know when my child will return.
I understand that I have the right to bring any concerns to the attention of my child’s
teacher or to the program director.

I will try to attend Parent Committee meeting and to participate in Policy Council or on
other committees.

I will volunteer when I can as an assistant in the classroom or at special events. My
involvement at Head Start as a volunteer is very important.

If I leave my child in someone else’s care, [ will notify QHS in advance and provide them
with the caregiver’s information.

I will let my child know that education is important and will provide encouragement for
my child.

I will see that my child attends QHS on a regular basis. It is important that QHS maintain
an 85% overall attendance rate. It is also important that my child has a stable daily
routine.

I will participate in all parent/teacher conferences.

Parent/Guardian Signature Date QHS Staff Signature Date



Quileute Head Start
Transportation Information Form

This form must be updated for ANY changes to your child’s bus route. Please request a
new form in advance. Any changes that are not listed on this form will NOT be accepted.

Student Name:

Pick-Up Location

Adult’s Name & Phone Number: Physical Address:

Drop-Off Location

Adult’s Name & Phone Number: Physical Address:

Please list three people that can be contacted in case no one is at drop-off location listed
above. Please prioritize this list in the order in which you would like individuals to be
contacted.

1.) Name: Phone Number:
Physical Address:

2.) Name: Phone Number:
Physical Address:

3.) Name: Phone Number:

Physical Address:

Parent/Guardian Signature Date



Quileute Head Start

Emergency Contacts Form
The following people are authorized to pick up my child from Head Start without prior
notification if my child is ill, or in the event of an emergency. I understand that it is my

responsibility to update this information with Head Start staff if personal or other family
circumstances change.

Child’s Name: Parent/Guardian’s Name:

1.) Name: Phone:

Relationship to Child:

2.) Name: Phone:

Relationship to Child:

3.) Name: Phone:

Relationship to Child:

4.) Name: Phone:

Relationship to Child:

5.) Name: Phone:

Relationship to Child:

Parent/Guardian Signature Date



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
1)

2.
3)
4)
5.)

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

Name Phone # Relationship to Child

*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






