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[bookmark: _Hlk185431789]This institution is an Equal Opportunity Provider 
2026-2027  Early Head Start Application
	 CHILD’S INFORMATION

	Child’s Legal Name (First)                                                             (Last)

	Birthday


	[bookmark: _Hlk219299274][bookmark: _Hlk219299551]Race: (  )Asian (  )African American (  ) Caucasian  (  ) American Indian  (  )Hawaiian Pacific Islander (  ) Multi-Racial   (  ) Other _____  

	Hispanic:  (  ) Yes    (  ) No
	Primary Language ___Eng.___ Spa___ Other_____________
	Gender: (  ) Male       (  ) Female

	Medicaid/CHIP #
	Physician Name:

	Private Insurance #
	Dentist Name:

	Which Head Start will your child transition to?
	
	

	Does your child have SEIZURES, ASTHMA, DIABETES or any other CHRONIC MEDICAL CONDITION?
	( ) Yes
	( ) No 

	Does your child have a diagnosed food allergy? 
* If yes, to either question your child’s application Will NOT be considered complete until we receive all documentation from a doctor.
	( ) Yes

	( ) No


	Is the child or family experiencing any Social Service Needs/Other Factors: 
	--------
	---------

	Is the child’s parent or grandparent employed at Five County Child Development Program Inc.
	( ) Yes
	( ) No

	Family is experiencing homelessness (if sharing the housing of other persons due to a loss of  housing, economic hardship, or a similar reason, living in motels, due to the lack of alternative adequate accommodations etc.)
	( ) Yes
	( ) No

	Family is experiencing domestic violence 
	( ) Yes
	( ) No

	Child has an incarcerated parent 
	( ) Yes
	( ) No

	Parent or sibling has a disability, health or mental issues 
	( ) Yes
	( ) No

	Parent is experiencing substance abuse or is in treatment/recovery 
	( ) Yes
	( ) No

	Parent is Working or in School
	( ) Yes
	( ) No

	Parent is in the Military or a Veteran
	( ) Yes
	( ) No

	Family has relocated more than twice in two years 
	( ) Yes
	( ) No

	Child’s parent is unemployed
	( ) Yes
	( ) No

	Child has a sibling currently enrolled in Five County Head Start
	( ) Yes
	( ) No

	Child primary language Is Not English
	( ) Yes
	( ) No

	Family is experiencing other needs or crisis (if yes please describe)
	( ) Yes
	( ) No

	Parent is receiving Child Care Subsidy 
	( ) Yes
	( ) No

	Does your child have a disability, autism, signs of autism or special needs ( ) suspected (if yes, give diagnosis, date & sources)

	( ) Yes
	( ) No

	Do you receive: SNAP (  )Yes  (  )No    WIC (  )Yes (  )No      TANF (  )Yes  (  )No     SSI   (  )Yes  (  )No                    

	If applicable- Name of baby’s formula _____________________________                              Diaper size _________________________

	Which best describes your child’s toileting needs? __ Uses independently? ___ In process of toilet training?  __Wears diapers?
Would you like information, guidance, or support with toilet training? ___ Yes, ___No 

	FAMILY INFORMATION 

	Physical Address
	Mailing Address (if different)


	City                                               State            Zip                       County
	City                                       State                Zip         

	Phone (_______) __________-______________
Type: (  ) Home (  )Work (  ) Cell  (  )Message
	Phone (_________) __________-_____________
 Type:   (  ) Home (  )Work  (  )Cell  (   ) Message

	Email Address:

	I give Five County permission to contact me by phone, text, and/or email.     ( ) Yes ( )No

	PROGRAM INFORMATION 

	Program Code
EHS
	Program Description 
PS
	Delegate ID
000
	Center Name 

	



ADULT FAMILY MEMBERS INFORMATION

	(A01) Primary Adult Name              (First)                                                             (Last)
(Proof of income must be provided)
	Date of Birth

	 Gender
(  ) Male
(  ) Female
	( ) In the Military  or Veteran      
( ) Currently in School/College                      

	Education Level
	Employment Status
	Occupation




		Race:  (  )Asian (  )African American (  ) Caucasian  (  ) American Indian  (  )Hawaiian Pacific Islander 
(  ) Multi-Racial   (  ) Other
	Hispanic  (  ) Yes          (  ) No


(A02) Spouse (If living in the home) (First)                                                        (Last)
(Proof Of Income Must Be Provided)

	Date of Birth

	 Gender
(  ) Male
(  ) Female
	( ) In the Military  or Veteran      
( ) Currently in School/College                      

	Education Level
	Employment Status
	Occupation

	Race: (  )Asian (  )African American (  ) Caucasian (  ) American Indian  (   ) Hawaiian Pacific Islander (  ) Multi-Racial  (  ) Other__________
	Hispanic
(  ) Yes          (  ) No

	PARENTAL STATUS

	(  ) Grandparent    (  ) Teen    (  )Single    (  ) Married    (  ) Separated    (  ) Divorced    (  ) Foster  (  ) Other 

	CHILDREN 

	FIRST & LAST
List all other children in the home
(Do not add applied child’s information in this section)
	DATE OF BIRTH
	GENDER
M    F
	RELATED TO
A01=PRIMARY        A02=SECONDARY B12=Both Adults
O=Other
	HOW RELATED 
C= CHILD     F=FOSTER
G =GRANDCHILD
O=OTHER
	NOTES
A=APPLIED
O= OLD
Y=YOUNG

	C01 Applied Child 
	
	
	
	
	A

	C02
	
	
	
	
	

	C03
	
	
	
	
	

	C04
	
	
	
	
	

	C05
	
	
	
	
	

	C06
	
	
	
	
	

	

	RELEASE CHILD TO & OR EMERGENCY CONTACT INFORMATION

	First & Last Name
	Relationship
	Phone #
	Release
(  ) YES  (  ) NO
	Emergency
(  ) YES (  )NO

	
	
	
	(  ) YES  (  ) NO
	(  ) YES  (  )NO

	
	
	

	(  ) YES (  ) NO
	(  ) YES (  )NO

	
	
	
	(  ) YES  (  ) NO
	(  ) YES (  ) NO

	
	
	
	(  ) YES  (  ) NO
	(  ) YES (  ) NO

	Type of interview conducted: (  ) In person  (  ) Phone  (If not in person explain)


	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.

	I give Five County Child Development Program permission to verify my income.  (  ) Yes     (  ) No
Agency/person to be contacted (If Applicable) _______________________________________________________
Confirmed by (Name, Title, Affiliation/Relationship) _____________________________________________________________________

	I understand that if all eligibility documents are not received within 30 days of the date of this application the application will be abandoned. 

	I certify that they have submitted complete and accurate income and other eligibility information.
Parent/Guardian Signature:                                                                                                 Date:

	I have completed the interview, application and verified the eligibility documents.
Verifying Staff Signature:                                                                                    Date:
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Five County Head Start
This institution is an Equal Opportunity Provider 

Is Currently Accepting Applications for Early Head Start Children
This Institution is an Equal Opportunity Provider
Five County Child Development Program, Inc. is accepting applications for 
Head Start children ages three and four for the upcoming program year 2024-2025.

Parents and/or guardians are required to provide the following information:
EHS Parents please provide the following information:
1. The child’s age documentation (such as a birth certificate, etc.)
2. The child’s immunization (up-to date shot) record on a 121 or 122 form
3. [bookmark: _Hlk67403114]The family’s proof of income for the previous 12 months
(Examples: SNAP, TANF, SSI approval letter, Self-Declaration of Income, 2025-1040 tax form, 2025- letter from Social Security Administration (SSA), letters from employers, Self-Employed Declaration, Foster care payments or Declaration of Homelessness (if sharing the housing of other persons due to a loss of  housing, economic hardship, or a similar reason, are living in motels, due to the lack of alternative adequate accommodations etc.)
4. [bookmark: _Hlk67403043]The child’s Medicaid or insurance information
5. Proof of residency (if not homeless)
6. A statement or healthcare plan from a doctor if your child has a food allergy or a chronic medical condition such as asthma or diabetes (if applicable) 
7. If the child has a diagnosed disability, provide an Individualized Education Plan IEP/ IFSP, (if applicable).

PLEASE HAVE DOCUMENTS WHEN APPLYING

Early Head Start services are provided at no cost to families that qualify

Children who are experiencing Homelessness, Foster Care, or Disabled will be given priority, all other children will be considered.


                
Please call your local Early Head Start Center for more information contact Ms. Weathersby at 601-441-7202 or Ms. Grandberry at 601-517-0616
Janet Moak - Family Service/ ERSEA Director @ 601-792-5194 -fax # 601-792-8140
Jonathan Bines-Executive Director @ 601-792-5191
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Learning Begins at Birth




