Lower Elwha Head Start/Early Head Start
Please print all information and fill in the form completely and accurately 
 FORMCHECKBOX 
Early Head Start (1 month—3 yrs)   

 
  FORMCHECKBOX 
 Head Start (3—5 yrs)                
	Child (Applicant)


	First Name
	Last Name
	Middle 


	Gender

[  ]Male  [  ]Female
	Date of Birth
    /        /
	Social Security Number

·       -

	Race: American/Alaskan Indian 

[ ] Lower Elwha [ ] Hoh [ ] Jamestown S’Klallam [ ] Lummi [ ] Makah [ ] Muckleshoot              [ ] Port Gamble  [ ] Quileute [ ] Quinault [ ] Samish [ ] Skokomish [ ] Swinomish                        [ ] Tulalip  [ ] Other ______________

 [  ] Black/African American  [  ] White  [  ]Asian  [  ]Multi-Racial                                                  [  ]Native Pacific Islander/Hawaiian  [  ]Other:_________
	Ethnicity
[  ]Hispanic  [  ] Non-Hispanic

	Do you have any speech concerns?  [  ] yes  [  ]  No  [  ]  
Do you have any learning concerns? [  ] yes  [  ]  No  [  ]  
Would you like your child’s teacher to meet with you before school starts? [  ] yes  [  ]  No  [  ]  

	Primary Language Spoken at Home  [  ]  English     [  ]  Spanish     [  ]  Other__________________


	Primary Household Information


	Student lives with (Circle)       Both Parents    Mother     Father      Father/Stepmother     Mother/Stepfather 

Foster Parents    Legal Guardian     Grandparent(s)        Alternates living with Parents


	Head of Household’s Name


	Relationship to Child


List all family members living in the household:

	First Name
	Last Name
	Date of Birth
	Relationship to child
	Is this person supported by the parent’(s) income?

	
	
	/          /
	
	[  ]  Yes    [  ]  No

	
	
	/          /
	
	[  ]  Yes    [  ]  No

	
	
	/          /
	
	[  ]  Yes    [  ]  No

	
	
	/          /
	
	[  ]  Yes    [  ]  No

	
	
	/          /
	
	[  ]  Yes    [  ]  No

	
	
	/          /
	
	[  ]  Yes    [  ]  No


Total Number of people living in the household (including you) for whom you provide financial support   

	Childs Physical Address
	City/Zip
	[  ]  Is Family currently homeless

	Mailing Address (if different)
	City/Zip
	

	Home phone        [  ]  Primary Phone


	Cell Phone        [  ]  Primary Phone
	Work Phone        [  ]  Primary Phone

	Parent/Guardians in the Home

[  ] One Parent [  ] Two Parents
	Name of Childs Legal Custodian
	Is the child in foster care?

[  ]  Yes    [  ]  No

	Is the child living with a relative or friend due to incarceration or abandonment? (excluding foster children)        
	[   ] Yes   [   ] No

	Do you or a family member living with and supported by you receive Supplemental Security Income (SSI)?         
	[   ] Yes   [   ] No

	Do you or a family member living with and supported by you receive Food Stamps or SNAP benefits? 
	[   ] Yes   [   ] No


For households with shared custody (feel free to include significant others as Guardians if they care for your child)

	Family 1: Parent/Guardian 1 Name


	Relationship to Child

	Family 1: Parent/Guardian 2 Name


	Relationship to Child

	Family 2: Parent/Guardian 1 Name


	Relationship to Child

	Family 2: Parent/Guardian 2 Name


	Relationship to Child


	Custody Information

	Release Student to noncustodial parent?                            ( Yes ( No

Is there a joint custody or parenting plan in effect?          ( Yes ( No  if yes, plan must be on file with the school for enforcement 
Is there a restraining order in effect?                                   ( Yes ( No  if yes, legal papers must be on file with the school for enforcement 

Restraining Order is against    (  Mother    (  Father   (Other Name_____________________________________

	


Other Family members or friends we can contact in case we are unable to reach you

	Name


	Phone
	Relationship

	Name


	Phone
	Relationship

	Name


	Phone
	Relationship


For Head Start Only      
Does your family have transportation to meet us at our bus stop?   
( Yes, my family has transportation to meet the bus at the bus stop   
( No, my family does not have transportation to meet the bus at the bus stop   
Days Riding the Bus
Monday ___ Tuesday ___ Wednesday ___ Thursday ___ Friday ___
For Early Head Start Only      
There is no transportation provided for Early Head Start, so parents are required to transport their own children. We will need 3 people on your emergency contact list who are approved by you to pick up your child, in the event that you are unable.  

Lower Elwha Head Start/Early Head Start
Child’s Name_________________________________________________ Birth Date ____________________

	Mother/Guardian
 

	
	Father/Guardian


	First Name


	Last Name
	
	First Name


	Last Name

	Lives with Child

Y    N
	Legal Custody

Y    N
	Date of Birth
          /          /
	
	Lives with Child

Y    N
	Legal Custody

Y   N
	Date of Birth
         /         /

	Social Security Number _____-_____-______
	
	Social Security Number _____-_____-_____

	Marital Status

[  ]Married  [  ]Single  [  ]Separated  [  ]Divorced  [  ]Widowed
	
	Marital Status

[  ]Married  [  ]Single  [  ]Separated  [  ]Divorced  [  ]Widowed

	Do you receive Child Support?

[  ] Yes  [  ] No     If yes, amount per month  $
	
	Do you receive Child Support?

[  ] Yes  [  ] No     If yes, amount per month  $

	Highest Grade Completed:

	
	Highest Grade Completed:

	Race: American/Alaskan Indian 

[ ] Lower Elwha [ ] Hoh [ ] Jamestown S’Klallam [ ] Lummi            [ ] Makah [ ] Muckleshoot       [ ] Port Gamble  [ ] Quileute           [ ] Quinault [ ] Samish [ ] Skokomish [ ] Swinomish [ ] Tulalip     Other ______________
 [  ] Black/African American  [  ] White  [  ]Asian                              [  ]Biracial/ Multi-Racial    [  ]Native Pacific Islander/Hawaiian Other:_________
	
	Race: American/Alaskan Indian 

[ ] Lower Elwha [ ] Hoh [ ] Jamestown S’Klallam [ ] Lummi              [ ] Makah [ ] Muckleshoot       [ ] Port Gamble  [ ] Quileute             [ ] Quinault [ ] Samish [ ] Skokomish [ ] Swinomish  [ ] Tulalip     Other ______________
 [  ] Black/African American  [  ] White  [  ]Asian  [  ]Biracial/ Multi-Racial                                   [  ]Native Pacific Islander/Hawaiian  [  ]Other:_________

	Employment Status:
[  ]  Employed                            [  ]  Seasonally Employed

[  ]  Unemployed                       [  ]  Retired

[  ]  Seeking Employment        [  ]  Disabled

[  ]  Incapacitated
                      [  ] Other________________
       Dates incapacitated   From________ To________
	
	Employment Status:
[  ]  Employed                            [  ]  Seasonally Employed

[  ]  Unemployed                       [  ]  Retired

[  ]  Seeking Employment        [  ]  Disabled

[  ]  Incapacitated
                     [  ] Other__________________
       Dates incapacitated   From________ To________

	Employer Name


	Employer Phone
	
	Employer Name


	Employer Phone

	Employer Name


	Employer Phone
	
	Employer Name
	Employer Phone

	Work Schedule (include all jobs)

Monday          ______________     Thursday   _______________

Tuesday          ______________     Friday         _______________

Wednesday    ______________    Sat/Sun       _______________

Total Hours Per Week:   ________________________________
	
	Work Schedule (include all jobs)

Monday          ______________     Thursday   _______________

Tuesday          ______________     Friday         _______________

Wednesday    ______________    Sat/Sun       _______________

Total Hours Per Week:   ________________________________

	Pay Days are

[  ] Weekly  [  ] Every 2 Weeks  [  ] Twice per Month  [  ] Monthly

Gross Income $______________   Per  ___________
	
	Pay Days are

[  ] Weekly  [  ] Every 2 Weeks  [  ] Twice per Month  [  ] Monthly

Gross Income $______________   Per  ___________

	Do you receive TANF or GA, or SSI
[  ]  Yes  [  ]  No     If yes, amount per month $_____________
	
	Do you receive TANF, GA, or SSI
[  ]  Yes  [  ]  No     If yes, amount per month $_____________

	Do you have any additional sources of income?

[  ]  Yes  [  ]  No     If yes, amount per month $_____________

                                Description:_________________________
	
	Do you have any additional sources of income?

[  ]  Yes  [  ]  No     If yes, amount per month $_____________

                                Description:_________________________

	Are you in School or Training?    [  ]  Yes  [  ]  No
	
	Are you in School or Training?    [  ]  Yes  [  ]  No

	School Name


	School Phone
	
	School Name


	School Phone

	School or Training Schedule                  

Monday          ______________     Thursday   _______________

Tuesday          ______________     Friday         _______________

Wednesday    ______________    Sat/Sun       _______________

Total Hours Per Week:   ________________________________
	
	School or Training Schedule                  

Monday          ______________     Thursday   _______________

Tuesday          ______________     Friday         _______________

Wednesday    ______________    Sat/Sun       _______________

Total Hours Per Week:   ________________________________


Lower Elwha Head Start/Early Head Start
Child’s Name_________________________________________________ Birth Date ____________________

	Health Information and History

	Medical Provider

	Phone

(         )           -
	Address
	City
	Zip

	Dental Provider

	Phone

(         )           -
	Address
	City
	Zip

	Health Coverage:     [   ]  No insurance     [   ] State Medical Coupons     [   ]  Private Insurance     [   ]  Indian Health Services                            
Insurance Company _____________________________Policy # _________________________  Group #_______________________
Address_____________________________________________________________________________________________________

	Other Health Coverage



	Immunizations


Before your child is placed on a class list, a copy of your child’s current immunization records must be received by the program according to the State of Washington Immunization requirements.  All immunizations must be recorded by showing a date given and signature or stamp verification by health care provider.  If your child is missing an immunization or has not received all required immunizations; call your local health care provider as soon as possible to make an appointment.
	Child’s Medical History

	Date of child’s last Well Child Exam  ____________________________

	Date of child’s last Dental Exam  ____________________________

	Is your child receiving WIC services? ___________     WIC ID Number_________________ Which Clinic? _________________

	Medications      [   ] Yes     [   ] No

	List all medications; prescriptive and non-prescriptive, that your child takes regularly

Your child will not be given medication at school without a Physician’s note and Classroom Health Plan 

	Allergies         [   ]  Yes      [   ]  No

	List all allergies; food, medication, environmental or other


	Special Diet         [   ]  Yes      [   ]  No

	List special dietary needs
If a special diet is required, physician documentation will be needed

	Nutrition Information

	Does your child experience any of the following symptoms after eating?
[   ] Diarrhea   [   ] Itching   [   ] Vomiting   [   ] Difficulty Swallowing   [   ] Other  _____________________________________________


	Early Head Start (ONLY)

	Is your child Breastfed? ___________

Will you provide Breast milk? _______________
	If your child uses formula, what Brand/Type? ______________



	What type of Diapers does your child wear? ____________

What size?  ____________
	What type of wipes do you use?




	Maternal and Pregnancy Health History

	Did you receive regular prenatal care?     [   ] Yes     [   ] No
	Number of weeks pregnant at Birth?  ______________

	Name of Doctor/Midwife
	Address
	Phone 

(         )             -

	Were there or are there any medical concerns for your pregnancy?

[   ] None   [   ] Preterm labor   [   ] Bed rest  [   ] Abnormal tests  [   ] Other:________________   [   ] Medications: ________________

	Did you or do you have any of the following concerns with your pregnancy:

[   ] None   [   ] Underweight    [   ] Overweight   [   ] Violent Household   [   ] Other

	While pregnant did the mother drink alcoholic beverages that could have affected the development of the child?
	[   ]  Yes   [   ]  No
	While pregnant did the mother take any drugs that could have affected the development of the child?
	[   ]  Yes   [   ]  No

	If yes, to any of the above, please explain:



	Birth History

	Was your child premature?
	[   ]  Yes   [   ]  No
	Did your child have jaundice?
	[   ]  Yes   [   ]  No

	Was your child exposed the cigarette smoke?
	[   ]  Yes   [   ]  No
	
	

	Special Health Needs/ Chronic Illness
	Check a box

	Asthma
	[   ]  Yes   [   ]  No

	Anemia
	[   ]  Yes   [   ]  No

	Diabetes
	[   ]  Yes   [   ]  No

	Pediatric First Aid Needs
	[   ]  Yes   [   ]  No

	Other Special Health Needs, Please explain:

	[   ]  Yes   [   ]  No

	Ears and Eyes

	Any trouble hearing?
	[   ]  Yes   [   ]  No
	Any trouble with his/her eyes?
	[   ]  Yes   [   ]  No

	Uses a hearing device?
	[   ]  Yes   [   ]  No
	Has your child ever worn glasses?
	[   ]  Yes   [   ]  No

	If yes, to any of the above, please explain:



	Family History

	Mother’s Health Status
	[   ] Good   [   ] Fair   [   ] Poor
	Father’s Health Status
	[   ] Good   [   ] Fair   [   ] Poor

	SOCIAL-EMOTIONAL DEVELOPMENT

	Does your child have:

	Severe fears?
	[   ]  Yes   [   ]  No
	Aggressive behaviors?
	[   ]  Yes   [   ]  No

	Problems getting along with other family members?
	[   ]  Yes   [   ]  No
	Problems separating from parent/guardian
	[   ]  Yes   [   ]  No

	Problems sleeping?
	[   ]  Yes   [   ]  No
	Extreme shyness?
	[   ]  Yes   [   ]  No

	Temper tantrums?
	[   ]  Yes   [   ]  No
	Other concerns you may have about your child’s behavior

	Problems getting along with other children the same age?
	[   ]  Yes   [   ]  No
	

	Currently receiving mental health services?      [   ]  Yes   [   ]  No
If yes, agency name



	Disabilities:

	Does your child have an Individualized Education Plan (IEP) or Individual Family Service Plan (IFSP)?

If yes, please attach copy of the most recent IEP or IFSP.
	[   ]  Yes   [   ]  No

   IEP   or    IFSP

	Do you have any Disability or Developmental concerns about your child? Please explain

Would you like your child’s teacher to visit your home before school starts?

 
	[   ]  Yes   [   ]  No

[   ]  Yes   [   ]  No


Lower Elwha Head Start/Early Head Start
Child’s Name_________________________________________________ Birth Date ____________________

	Child Care Subsidy and Extended Day Care

	Do you receive child care subsidy?   [   ] Yes   [   ] No
[   ] Working Connections   [   ] CCDF   [   ] DSHS   [   ] CPS   [   ] TANF   [   ] Other___________________________


	What type of child care does your child attend?

[   ] Family child care home

[   ] Child care center

[   ] A relative at child’s home/ or relative home

[   ] Public school pre-Kindergarten program

[   ] Other child care arrangements

[   ] Does not attend
	Do you receive full day/full year care for your child?                       [   ] Yes   [   ] No
Do you receive Part Time or Drop-in care for your child?                [   ] Yes   [   ] No

Does your household have a need for child care services?

[   ] Yes   [   ] No


	Lower Elwha Head Start/Early Head Start 
Permission Form (Please Initial each box)

	
	I give permission for my child to take part in planned and spontaneous field trips away from the center.


	
	I give permission to the center for my child to participate in activities including holiday festivals.  
Holiday activities will not be planned that will exclude any child from participating.

	
	I give permission for my child to be transported by Head Start buses, automobile or public transportation.


	
	I give permission for my child to have routine health screenings; speech and language, hearing, vision, dental and general physical health.

	
	I give permission for my child to have their picture taken individually or in a group setting, for record keeping, display in the classroom or center and for advertisement or marketing purposes.

	
	I authorize the Lower Elwha Staff to administer first aide; take my child to the nearest emergency center; or summon an ambulance for emergency medical care when necessary.  If an emergency arises, I understand I will be notified as soon as possible.  I will be financially responsible for all cost incurred for each service.

	
	I do herby waive, absolve, release, indemnify and hold harmless the staff or any person aiding the staff, for any accident or injury sustained by my child while enrolled at the center or while be transported to or from the center, except to the extent covered by liability insurance carried by the tribe for the center.

	
	I wish to decline the blood test for lead screening of my child.  I understand that Washington State requires physicians to assess the risk of lead exposure. If my child’s doctor recommends this blood test, I will notify Head Start of the results. Signature: _______________________________________Date:______________


I certify that the information in this application is true and complete to the best of my knowledge.  I understand that failure to report correct information may be grounds for rejection of this application.  I will notify the agency immediately if there is any change in my income, family size, residence, or employment. Parent/Guardians Signature ___________________________________     
[image: image1.emf]Child Release Form   Lower Elwha Klallam Tribe   Head Start  & Early Head Start   452 - 2587   or fax 452 - 5105       Child’s Full Name ______________________________________ ______ ________ DOB __ __ ____________ ____ _____   __________________________________________ ______   _______ __________________________________________   Mother/Guardian                     Father/Guardian   __________________________________________________________________________________________ ________________ ___________________________   Home Address (Street)         Ci ty       State       Zip   ________________________ _____ ______________  _______ _____ ________________________ _ ______  ________ _______ ______________________________     Home Phone         Cell Phone                      Message Phone   _________________________ _____ _____________   _________________________________ ______ ____     Mother Work   Phone                   Fathers Work Phone     For Head Start Only : Does your  family have transportation to meet us at our bus stop ?                    No               yes      **NO CHANGES WILL BE MADE DAILY FOR PICK - UP OR DROP - OFF**   We n eed the address and phone number of where the child will be picked - up and dropped off on a daily basis.  We cannot make changes to  the bus routes; it makes for a long and stressful bus ride for the children.  Children feel safer when there is consistency a nd continuity in their  lives.  If for some reason your child does not need transportation call 452 - 8471 Ext. 158     (only for Head Start)     _____________________________________________________    _________________ ______________ _________________    ________ ____ __________________   Morning Pick - up Address           Person putting child on bus                 Phone #     _____________________________________________________    _______________________________ ______________ ___    _______ ____ ___________________   Afternoon  Pick - up Address           Person putting child on bus                 Phone #     Do not release my child to (Please provide court documentation):   WE ALSO  REQUIRE   THE NAMES AND PHONE NUMBERS OF  THREE PEOPLE   TO WHOM WE CAN RELE ASE YOUR CHILD TO.  KEEP IN MIND   THAT  THES E PEOPLE NEED TO BE OVER 12 YEARS OF AGE (HEAD START) AND 18 YEARS OF AGE (EARLY HEAD START & CHILD CARE) AND BE ABLE  TO SHOW PICTURE ID.  SO NOT INCLUDE YOURSELF AS AN EMERGENCY CONTACT; THESE THREE   PEOPLE MUST HAVE A  CURRENT WORKNG  PHONE N UNBER AND  ADDRESS .  PLEASE INFORM THESE THREE PEOPLE THAT THEY ARE THE EMERGENCY CONTACT.   1.  ________________________________________________________________________   _____________________________ __________________ ___________          Name                      Relationship  to child          ________________________________________________________________________   ________________________ __________________ ________________          Address                      Home & Cell #   2.  _____________________________________________________________ ___________   _______________________ __________________ _________________          Name                      Relationship to child          ________________________________________________________________________   _______________________ __________________ ______________ ___          Address                      Home & Cell #   3.  ________________________________________________________________________   ______________________ __________________ __________________          Name                      Relationship to child          ___________________ _____________________________________________________   _____________________ __________________ ___________________          Address                      Home & Cell #  

Medical Provider  Phone   (      )          -  Address  City  Zip  

Dental Provider  Phone   (      )          -  Address  City  Zip  

  Health Coverage :     [   ]  No insurance     [   ] State Medical Coupons     [   ]  Private Insurance     [   ]  Indian Health Services                         Insurance Company _________________________Policy # _____________________  Group  #______ _____________ ________   Address_____________________________________________________________________________ _____________ ________  

In signing, I acknowledge agreement to the statement above.      



 EMBED Word.Document.12 \s [image: image2.emf]Authorization   to Release Information     I give my permission   fo r the Lower Elwha Klallam Tribe ’ s Children ’ s House of Learning,  291 Spokwes Drive,  Port Angeles, WA 98363   Early Head Start  and  Head Start program   to mutually exchange information  concerning my child    Child  Name:   ________________________________________________________ Date of B irth:  ___________________   Address : _____________________________________________________________________________ _ _ ___________   City. State ,   Zip : ________________________________________________________________________ _ _ ___________   Phone:   _____________________________________   With   the following agencies.      Agency or Individual             Address   (Example: WIC, Doctor, School District, etc.)     ____________________________________________    _______________________________________    ____________________________________________    _______________________________________    ____________________________________________    ______________________________ _________    ____________________________________________    _______________________________________    ____________________________________________    _______________________________________      Please initial those for which permission is given:     __________ Family Service Records   __________ Educational Records/Reports/Observations   __________ Special Education Records/Reports/Evaluation   __________  Behavioral   Observations   __________ Childcare Assistance/Family Goals   __________ Social Services ,TANF, ICW,    __________ Other_________________________________   __________  All of the above     I understand that this information will not be shared with any other agencies or individuals without my  written permi ssion.  My consent is voluntary   and unless revoked shall stand as valid for  12   months from  the date of my signature.     ____________________________ ____________________________ ____________________________    Parent/Guardian Signature             Phone #                      Date   ___________________ _________   Relationship to Enrolled Child     ____________________________ ____________________________ ____________________________    Staff Signature               Position                      Date       Please keep a copy for your records   Copy in Education file   Copy in  Family File  


[image: image3.emf]
	FOR OFFICE USE ONLY

	I certify that I have examined the following income documentation:

	[   ] Tax Form
	[   ] W-2 Form
	[   ] Verified by Employer
	Gross Annual Income

	[   ] Pay stubs
	[   ] Public Assistance
	[   ] Child Support
	

	[   ] Foster Child Doc.
	[   ] SSI
	[   ] Unemployment
	$

	Family is:   [   ] Income Eligible    
	[   ] Over Income
	
	

	Verifying staff signature:
	
	Position:
	Date

	I have copied the following:

[   ] Birth Cert   [   ] Tribal CID/CIB   [   ] Immunization

	Enrollment Date:
	Date on Waiting List:

	Completed Application Checklist

	Do you have the following with the application?                           

[   ] Food Program
[   ] Complete application (all questions answered)



[   ] Income verification

[   ] Tribal enrollment documentation/CIB




[   ] Immunization records

[   ] Birth certificate






[   ] Copy of most recent physical exam

[   ] Child release form                                                                                                        [   ] Copy of Insurance Card

[   ] Letter from Doctor for medication/allergies/food substitution


Notes: DSHS Caseworker/ICW, Restraining Order, Court Orders, Other…. ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

[image: image4.emf]
	Authorization to Release Dental Health Care Information

	Patient Information: (please use patient’s legal name)

	Name:                                                      Date of Birth:     

Address:     

City, State, Zip:    Port Angele, WA  9836

Phone:    360 

	Send Documents To:

	Lower Elwha Head Start/EHS                 360 452-2587, ext. 3

291 Spokwes Drive                                     

Port Angeles, WA 98363                           Fax: 360 504-3651

	Sender (Dentist):

	Name:                                                            Phone:     

Address:                                                       Fax:        

	Description of Information to be released:

	Specific Information required to meet Head Start Performance Standards:

 Early, Periodic Screening, Diagnosis, and Treatment records

 Referrals for dental treatment

 Doctor’s permission for medications needed during school hours

 Dental illness/injuries causing absence from school

Purpose:  Continuity of Care

	EXCLUDE the following information from these records:

	I understand that I may revoke this authorization at any time by contacting Head Start/Early Head Start, except to the extent that action has been taken in reliance on this authorization.  If this authorization has not been revoked, it will terminate one year from the date of my signature unless a different expiration date or expiration event is stated: ______________________________ 

	Signature:

	Printed Name:                                                                                                      Date:

	Signature:                                                                                         Relationship to Patient:           



	Authorization to Release Health Care Information

	Patient Information: (please use patient’s legal name)

	Name:                                                    Date of Birth:  

Address:  

City, State, Zip:  Port Angeles, WA 98363

Phone:    360 

	Send Documents To:

	Lower Elwha Head Start/EHS                 360 452-2587, ext. 3

291 Spokwes Drive                                    

Port Angeles, WA 98363                           Fax: 360 504-3651

	Sender (Doctor):

	Name:                                                                    Phone:    360 

Address:                                                               Fax:          360 

                        

	Description of Information to be released:

	Specific Information required to meet Head Start Performance Standards:

 Immunization Records

 Early, Periodic Screening, Diagnosis, and Treatment records

 Doctor’s permission for medications needed during school hours

 Special dietary needs

 Illness/injuries causing absence from school

Purpose:  Continuity of Care

	EXCLUDE the following information from these records:

Sexually transmitted disease     HIV/AIDS diagnosis/treatment/testing

Mental illness/Psychiatric diagnosis/treatment      Drug/alcohol abuse treatment/diagnosis

	I understand that I may revoke this authorization at any time by contacting Head Start/Early Head Start, except to the extent that action has been taken in reliance on this authorization.  If this authorization has not been revoked, it will terminate one year from the date of my signature unless a different expiration date or expiration event is stated: ______________________________ 

	Signature:

	Printed Name:                                                                                   Date: 

	Signature:                                                                                          Relationship to Patient:                                



Child Release Form

Lower Elwha Klallam Tribe Head Start & Early Head Start

452-2587 or fax 452-5105 



Child’s Full Name ____________________________________________________ DOB _________________________

________________________________________________ _________________________________________________

Mother/Guardian 					        Father/Guardian

_____________________________________________________________________________________________________________________________________

Home Address (Street)				City			State			Zip

___________________________________________  ___________________________________________  _____________________________________________  

Home Phone				Cell Phone			             Message Phone

___________________________________________  ___________________________________________  

Mother Work Phone	              Fathers Work Phone



For Head Start Only: Does your family have transportation to meet us at our bus stop?                 No            yes 



**NO CHANGES WILL BE MADE DAILY FOR PICK-UP OR DROP-OFF**

We need the address and phone number of where the child will be picked-up and dropped off on a daily basis.  We cannot make changes to the bus routes; it makes for a long and stressful bus ride for the children.  Children feel safer when there is consistency and continuity in their lives.  If for some reason your child does not need transportation call 452-8471 Ext. 158   (only for Head Start)



_____________________________________________________    ________________________________________________    ______________________________

Morning Pick-up Address			   Person putting child on bus		           Phone #



_____________________________________________________    ________________________________________________    ______________________________

Afternoon Pick-up Address			   Person putting child on bus		           Phone #



Do not release my child to (Please provide court documentation):

WE ALSO REQUIRE THE NAMES AND PHONE NUMBERS OF THREE PEOPLE TO WHOM WE CAN RELEASE YOUR CHILD TO.  KEEP IN MIND THAT THESE PEOPLE NEED TO BE OVER 12 YEARS OF AGE (HEAD START) AND 18 YEARS OF AGE (EARLY HEAD START & CHILD CARE) AND BE ABLE TO SHOW PICTURE ID.  SO NOT INCLUDE YOURSELF AS AN EMERGENCY CONTACT; THESE THREE PEOPLE MUST HAVE A CURRENT WORKNG PHONE NUNBER AND ADDRESS.  PLEASE INFORM THESE THREE PEOPLE THAT THEY ARE THE EMERGENCY CONTACT.

1.  ________________________________________________________________________   __________________________________________________________

      Name					          Relationship to child

      ________________________________________________________________________   __________________________________________________________

      Address					          Home & Cell #

2.  ________________________________________________________________________   __________________________________________________________

      Name					          Relationship to child

      ________________________________________________________________________   __________________________________________________________

      Address					          Home & Cell #

3.  ________________________________________________________________________   __________________________________________________________

      Name					          Relationship to child

      ________________________________________________________________________   __________________________________________________________

      Address					          Home & Cell #

		Medical Provider

		Phone

(      )        -

		Address

		City

		Zip



		Dental Provider

		Phone

(      )        -

		Address

		City

		Zip



		

Health Coverage:     [   ]  No insurance     [   ] State Medical Coupons     [   ]  Private Insurance     [   ]  Indian Health Services                   



Insurance Company _________________________Policy # _____________________  Group #___________________________

Address__________________________________________________________________________________________________





In signing, I acknowledge agreement to the statement above.





________________________________________________________        ____________________________________________      ____________________________

Parent/Guardian Signature			           Email Address				Date


Authorization to Release Information



I give my permission for the Lower Elwha Klallam Tribe’s Children’s House of Learning, 291 Spokwes Drive, Port Angeles, WA 98363 Early Head Start and Head Start program to mutually exchange information concerning my child 

Child Name: ________________________________________________________ Date of Birth: ___________________

Address: __________________________________________________________________________________________

City. State, Zip: _____________________________________________________________________________________

Phone: _____________________________________

With the following agencies. 



Agency or Individual						Address

(Example: WIC, Doctor, School District, etc.)



____________________________________________    _______________________________________ 

____________________________________________    _______________________________________ 

____________________________________________    _______________________________________ 

____________________________________________    _______________________________________ 

____________________________________________    _______________________________________ 



Please initial those for which permission is given:



__________ Family Service Records

__________ Educational Records/Reports/Observations

__________ Special Education Records/Reports/Evaluation

__________ Behavioral Observations

__________ Childcare Assistance/Family Goals

__________ Social Services,TANF, ICW, 

__________ Other_________________________________

__________ All of the above



I understand that this information will not be shared with any other agencies or individuals without my written permission.  My consent is voluntary and unless revoked shall stand as valid for 12 months from the date of my signature.



____________________________ ____________________________ ____________________________ 

Parent/Guardian Signature		       Phone #			              Date

____________________________

Relationship to Enrolled Child



____________________________ ____________________________ ____________________________ 

Staff Signature			       Position			              Date





Please keep a copy for your records

Copy in Education file

Copy in Family File

Copy in Health File




