Oahe Child Development Center, Inc.

P.O. Box 907 Phone: (605) 224-6603
2307 E. Capitol Avenue Fax #: (605) 224-0850
Pierre, South Dakota 57501

Please keep this cover letter for future reference concerning who to call in case of questions
or concerns.

Thank you for your interest in the Head Start / Early Head Start Program. Please complete the
enclosed application and return it as soon as possible. You will need to include the following:

Completed Application
Family income verification, such as your 1040 Tax Statement or pay stubs.
This application cannot be processed without income verification.

Upon acceptance into the program a copy of a state issued Birth Certificate MUST be provided to
Oahe Child Development Center OR an Application for Vital Record Request must be completed.
This should be done as soon as possible, but no later than enrollment. You may return these items
with your application.

Once your application has been returned and processed, your child will be placed on a waiting list.
During the summer letters are sent out in the middle of June, again at the end of July and
then once again at the beginning of August for acceptance in the fall. If you do not receive an
acceptance letter at one of these times, your child will remain on the wait list until an opening
occurs. During the school year all applications will be reviewed at the time of an opening.

If you have any questions about your application, acceptance or placements of your child on
the waitlist or any other concerns call Cindy or Mandy at the Pierre office at 605-224-6603.

Please return application to:

Cindy Malsam or Amanda Howard
Oahe Child Development Center
P.O. Box 907

Pierre, SD 57501

@

Countics Sewied: Fughes, Fyde. foncs, Wellette, Stantey and Sally a panticipating United Way Ugency



Oahe Child Development Center
Application
Early Head Start / Head Start

PO Box 907 -2307 E. Capitol Pierre, SD 57501
Phone: 605-224-6603 Fax: 605-224-0850

OFFICE USE ONLY

Early Head Start:  Head Start:
ENCODED CB__ _CO__ _HB

Date Received:

Please fill out all areas of the application as completely as possible.

Applicant Information (Child or Expectant Woman)

Expectant Woman Due Date:

First Name Middle Name Last Name

Date of Birth:

Gender: [ Male (] Female

Living Address

Mailing Address

Street:

Street/PO Box:

Town/City: State: Zip Code:

Town/City: State: Zip Code:

County: School District:

Applicant lives with: (Check | Language(s) spoken in the child's home? Previously Enrolled in Head Start or Early
all that apply) Primary: Head Start:

a Mother Secondary: Q Center-Based

Q Father H Ild th licant k Enclish? Q Early Head Start

O Step Father ow well does the applicant speak English: O Home-Based

Q Step Mother Q Not Previously Enrolled
O Foster Parent Race: Primary Adult: Date enrolled:

O Legal Guardian (***See Race Key Below) Secondary Adult:

Q Grandparent(s) Applicant Race: Program name:

Primary Adult Secondary Adult

First Name Middle Name Last Name First Name Middle Name Last Name
Date of Birth: Relationship to Child: Address:

Telephone Number Information:
Home: Work:

Date of Birth: Relationship to Child:

Cell phone: Message:

Daytime phone:

E-mail:

Telephone Number Information:
Home:

Cell phone:
Daytime phone:

Work:
Message:

E-mail:

Primary Adult Employment and Education

Secondary Adult Employment and Education

Employment:
O Full time QOParttime
Employer Name:

aSeasonal AUnemployed

Are you attending school/job training? QYes QNo

If yes,Where?

Do you belong to any branch of the United States
Military? OYes 0ONo

Highest level of education completed:

Qoth or less Ql10th Qlilth QHS Graduate
aSome College Q2 yr college QOAssociate’s Degree
aBS /BA OMaster’s aDoctorate QVocational
OAdvanced Other

Employment:
Q Fulltime QParttime
Employer Name:

OSeasonal OUnemployed

Are you attending school/job training? QYes ONo

If yes,Where?

Do you belong to any branch of the United States
Military? OYes 0ONo

Highest level of education completed:

9th or less 10th Q11th UHS Graduate
USome College U2 yr college QAssociate’s Degree
UBS /BA OMaster’s QDoctorate WdVocational

QAdvanced Other

x**Key: American Indian (Al), Black or African American (B), Hispanic (H), Native Hawaiian (NH), White (W), Biracial / Multi-Racial (MR), Other (O)



Other Household Member Information: Please list all OTHER persons living within the home not listed.

First Name Last Name Date of Birth Relationship to Child Race

Family Resources Information:

Does your family receive any of the following types of services or financial assistance? (Please indicate all that apply):

Q Chips/Medicaid Q Grants/Scholarships Q Indian Health Services
O SNAP (Food Stamps) Q Foster Care/Adoption subsidy Q Mental Health Services
Q Public Assistance — TANF Q Unemployment Insurance Q Child support/alimony
a wicC Q Public housing assistance Q Receiving no Services
Q Child Care Assistance Q Energy Assistance Q Other

O Financial Aid/Student Loans Q Supplemental Security Income(SSI)

Does your family currently have reliable means of transportation? [JYes [INo __ No. of vehicles

If yes, please specify (1 private vehicle [ friend’s or relative’s vehicle [ public transportation [ Other

BEFORE ACCEPTANCE INTO OUR PROGRAM, INCOME MUST BE VERIFIED
BY AUTHORIZED OCDC STAFF

Total Family Income (Yearly):

Is your family currently in crisis? [ Yes [ No. If yes, please explain

Are there any other concerns or family situations that we should be aware of to help meet your child’s needs (such as recent divorce,
parental health, counseling, recent moves, etc.)? [1 Yes [ No If yes, please explain.

Custodial Information

O Joint Custody—Both biological parents U Joint Custody — other: Explain
U Sole Custody U Physical Custody: explain who has legal custody

Is there a protection or restraining order regarding the child? Are there special visitation orders we should be aware of?

O No 0O Yes, please explain and provide us with a copy 4 No

O Yes (Explain and provide a copy with your application)

U Foster Care/Custody of State of South Dakota. Caseworker:
Phone

Additional Information:

Is anyone in your household currently pregnant? O Yes U4 No
If yes, would you like information or an application about the Early Head Start Services for expectant families?

U Yes U No Ifyes, please markin the following box(es): UApplication 4 Information 4 Both
Referred by: UFriend or Relative U WIC Office/County Health U4 Other
UNewspaper U Public School/EC program Specify
WTelevision/Radio Announcement U Child Welfare Agency
U Health Care Provider/Dentist UPersonal Contact

**Upon enroliment, the Head Start Performance Standards require your child to have up-to-date “well child”
AND dental exams. Birth Certificate and current immunization records will also be required at enroliment.

The statements and information on this application are true and accurate to the best of my knowledge

Parent / Guardian Date Parent / Guardian Date

Early Head Start offers services for prenatal to age 3. Head Start offers services for ages 3 to 5.

Oahe Child Development Center serves the following counties: Hughes, Stanley, Sully, Hyde, Jones and Mellette.

Home Base and Center Base options are determined locally.

Pierre Center Base option preference AM__ PM ___ (Preferences will be CONSIDERED but NOT GUARANTEED)

Reason for preference




Health, Nutrition & Developmental Information

Applicant’s Physician/Health Care Provider Address: Date of Last Exam:

Name:

Health Care Coverage Information:

QO CHIP/Medicaid ID # Q Indian Health Services Q Tri-Care ID #

Q Private Health Insurance Policy # QO No Medical Health Coverage
Applicant’s Dentist/Dental Care Provider name: Address: Date of Last Exam:

Dental Care Coverage Information:

"I No Coverage (| CHIP/Medicaid [ Dental Insurance Policy #:
Does the applicant have any health or nutrition related concerns or conditions that the program may need to address? (i.e.
asthma, diabetes, failure to thrive, high risk pregnancy, disabling condition or other.) O Yes QNo

If yes, please explain:

Does the applicant have any allergies? (foods, medications, seasonal, insect bites) Q Yes QNo
If yes, please list and explain if there is a protocol for emergency intervention.

Does the applicant have any special dietary needs? Q Yes O No
Are they prescribed by a health care professional? U Yes U No
if yes, please explain:

Does the applicant have any special needs? 0O Yes O No if yes, please describe

Is the applicant receiving any special services or currently on an IEP(Individual Education Plan) or IFSP (Individual Family
Service Plan)? (i.e. medical, speech therapy, physical therapy, occupational therapy, early childhood special education,
counseling, etc.) O Yes O No

If yes, please describe and provide name and address of service provider

Provider: Phone: Address:

What is the source of your family’s drinking water?
U City water O Well water 0 Rural water ( Bottled water (Does it contain fluoride?): UYes O No

Lead Screening Assessment. Please check Yes, No or Unsure for each of the following questions:

1. Does your child live in or regularly visit a house or child care facility that was built before 19507
~_Yes __ _No___ Unsure
2. Does your child live in or regularly visit a house or child care facility built before 1978 that is being or has recently
been remodeled (within the last six months)?

Yes ___ No Unsure

3. Does your child have a sibling or playmate that has or did have lead poisoning or is being treated for high lead
levels?

Yes _ No unsure

4. Does your child come in contact with any adult whose work or hobby involves any of the following: home
construction/repair, plumbing/pipe fittings, automotive repair/radiators, battery manufacturing/repair, metal
casting/plating/smelting/soldering/welding, furniture refinishing, pottery/stained glass, or industrial machinery or
equipment?

__Yes __ _No___ Unsure

5. Has your child ever received blood lead testing and what were the results? ___Yes __No___ Unsure
If yes, what were the results

Parent/Guardian/Expectant Family Signature Date

Parent/Guardian/Expectant Family Signature Date




PLEASE READ AND COMPLETE APPROPRIATE SECTION BELOW
ONLY IF APPLYING FOR PIERRE HEAD START CENTER

Please complete this section ONLY if you are agreeing to be responsible for your
child’s transportation to and/or from the Pierre Center.

Self Transportation Agreement

, agree to the following concerning my child,
(parent/guardian) (child name)

| will be responsible for my child’s transportation to and/or from the Pierre Center. | understand that Head Start
Performance Standards require attendance to be maintained at or above 85% and will uphold this to the best of my ability.

(parent/guardian signature) (date)

Please mark YES only if you CANNOT self transport.

Transportation Services

Transportation Services will be provided to families with the greatest need. |If you would like to
apply for transportation services, please request a Transportation Application/Needs Assessment.

Please note that only a limited number will be eligible for this benefit.

Q Yes, Iwould like to fill out a Transportation | @ NO-I will be transporting my child. | Q I will be willing to help with
Needs Assessment. (I understand that the transportation needs.
information provided in the assessment MUST (Car-Pooling)

be verifiable and documented.)




