Families and Children Together, Inc. 
Early Head Start (EHS) / Head Start (HS) / Arkansas Better Chance (ABC) Application
APPLICATIONS WILL NOT BE ACCEPTED WITHOUT COPIES OF THE FOLLOWING DOCUMENTATION:
1.
A form of legal documentation to prove the child’s age, such as birth certificate, hospital record or Medicaid/ARKids card.

2.
Household income verification for the past twelve months.  (Check stubs, tax returns, W-2s, employer statements, TEA, Social Security, SSI, Child Support, Unemployment, Veterans Benefits, etc.)  Household income includes all means of support for the last twelve months from all parents/guardians of the child who also live in the same household as the child.  

If the child has a diagnosed disability, documentation relating to the disability must be provided along with this application.  See section on Page 3.

If your child is accepted for enrollment in one of our programs, then you will be asked to supply copies of the following documentation (you may also provide these documents now in order to expedite the enrollment process): 

1.
State birth certificate or hospital record.  (Applications for Arkansas state birth certificates are available from F.A.C.T., Inc. upon request.)


2.
Immunization Record - Shots must be current according to the age of the child.  Check with your physician or local health clinic.


3.
Medicaid Card/ARKids or Private Insurance (if applicable).  (Medicaid/ARKids applications are available upon request.)

Should you have any questions regarding the required information, please contact the ERSEA Coordinator at (870) 862-4545 or your local center.
Program applying for: 
□ Home Base (Our teacher will come to your home.)



□ Center Base (Your child will come to our facility.) 

Please indicate below where you would like your child placed. 

( 
Bearden (HS/EHS/ABC)

( 
Camden (HS/EHS)
( 
Emerson

( 
Fairview - El Dorado (HS/EHS)
(
Fordyce (HS/EHS)
(
Hampton (HS/EHS)
(
Harmony Grove

(
Junction City (HS/ABC)


(
Magnolia East

(
Magnolia Walker

(
Magnolia EHS

(
McNeil 

(
Morning Star - El Dorado (HS/EHS)
(
Murmil Heights ABC

(
SAU Tech ABC

(
Strong (HS/EHS/ABC)


(     Taylor ABC 

(     West Woods - El Dorado 

Home Based Options:
(
Calhoun County (EHS)

(
Columbia County (HS/EHS)
(
Dallas County (HS/EHS)
(
Ouachita County (EHS)

(
Union County (HS/EHS)
LIMITED bus transportation for children is available for Camden HS, Hampton HS, and Harmony Grove HS only.
Is anyone in your household expecting a baby?       ( Yes       ( No      

If yes, please ask for a ‘Pregnant Mom’ application.
Program Year:  20___ to 20___

F.A.C.T., Inc. takes many factors into consideration in order to determine eligibility. In addition to your income level and the age of your child, other child and family needs are noted. The following information will be used to help determine eligibility and for us to become familiar with your family.

Applications are evaluated on a points system and those with the highest points are selected first.
CHILD’S INFORMATION: (Please Print Clearly)

	Child’s Name:
	
	
	

	
	First
	Middle
	Last


Child’s Birth Date:              /              /                 ( Male    ( Female        Weight at Birth:         Lbs.        Ozs.
Child’s Social Security Number: __________________________________

Address (Street, City, State, Zip):                                         Mailing Address (if different):

________________________________________               ________________________________________
________________________________________               ________________________________________

Home Phone Number:                                                           Message/Cell Phone Number: ________________                                         
FAMILY INFORMATION: 

Child’s Legal Guardian*:  __ Both Parents    __ Mother   __Father    __ Grandparent(s)    __Other

Name: ________________________________________________________  
*If other than birth parent(s), please provide documentation of guardianship/custody.
List each person who lives in the household.
	NAME (First and Last)
	Date of Birth
	Relationship to Child

	1.


	
	

	2.


	
	

	3.


	
	

	4.


	
	

	5.


	
	

	6.


	
	

	7.


	
	

	8.


	
	

	9.


	
	

	10.


	
	


EMPLOYMENT INFORMATION: List the employment history for the last twelve months for both parent(s) and/or all guardian(s) of the child. You must list ALL places of employment and proof of income must be provided for each.
	Name (First and Last)
	Employer
	Work Address
	Work Phone Number
	Dates of Employment

     FROM                 TO

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


OTHER INCOME/PUBLIC ASSISTANCE: Please check if a household member receives, or has received any of the following during the last twelve months.  Proof must be provided with this application. 

( TEA

( Food Stamps 

( SSI 



( WIC

( Military Allotment

( Scholarships, Grants

( Retirement

( Social Security Disability/Death Benefits/Retirement

( Unemployment Benefits, Date Began Drawing: _______________________________

( Child Support (check all that apply):   ________ Weekly   _________ Bi-weekly  ________ Monthly

( Other, (Specify) ________________________________________________________

MEDICAL/DISABILITY/SPECIAL NEEDS:

Medical Insurance:  ( ARKids First   ( Medicaid   ( Private   ( None
Does your child have any special needs we should be aware of such as:

___ Developmental Delay     ___ Speech/Language Disorders         ___ ODD, OCD, ADHD

___ Autism                            ___ Visual Impairment                           ___ Hearing Impairment

___ Orthopedic impairment or physical limitations                              ___ Counseling from therapist
Please describe needs: _____________________________________________________________________

List any medications your child is taking:_______________________________________________________

Does your child receive special education or related services (have an IFSP or IEP) and/or receive treatment from a doctor/therapist for any of the above special needs?     ( Yes   ( No

NOTE: If child has a diagnosed disability, documentation relating to the disability must be provided along with this application.

ADDITIONAL FAMILY INFORMATION:

Does your family have any special circumstances, concerns or needs such as:

___ Applicant is a foster child 
___ Applicant currently has an open child welfare case (Please explain:________________________________)
___ Current address is a temporary living arrangement due to loss of housing or economic hardship 
___ Abusive home situation (alcohol, drugs, child or spousal abuse)    

___ Child’s parent is currently incarcerated 

___ Loss of job within last 12 months
___ Recent death in family (within last 12 months)
___ Parent/guardian has a disability or special need (Please describe:________________________________)

___ Other   Please explain: __________________________________________________________________

___ None

EDUCATIONAL INFORMATION:

Highest level of education completed by: 

Male Guardian: High School Diploma/GED  ( Yes   ( No       If No, Highest grade completed ______ 




      College (# of years) ______   Level of Degree _____________________ 

Female Guardian: High School Diploma/GED  ( Yes   ( No    If No, Highest grade completed ______ 




      College (# of years) ______   Level of Degree _____________________ 

Is either guardian currently attending school? ( Yes   ( No  If yes, indicate who and name of school: _______________________________________________________________________________________

Child currently enrolled in or has previously attended a childcare center or preschool?  ( Yes   ( No


If yes, where:  ____________________________________________________________________

Do you have a child currently attending:  _____ Head Start   ____ ABC  ___Other Preschool Program

What is the primary language in the household? ________________________________________________

What is the secondary language (if any) in the household? ________________________________________


Child speaks English:  __Very well           __Well              __Not well               __Not at all


Guardian(s) speak(s) English:  __Very well           __Well              __Not well               __Not at all

How did you hear about us?  ( Word of Mouth  ( An employee  ( Radio  ( Newspaper: ______________
                                               ( Another agency: __________________  ( Other: _____________________

I certify that the above information is true.  I understand that if any information is found to be false, my family’s participation in this Agency’s programs may be terminated, and that I may be subject to legal action.  In addition, if my family participates in the ABC program and any information is found to be false, I shall be subject to repayment of funds to the Division of Child Care & Early Childhood Education and referral for prosecution. I also understand that this information is confidential and is accessible to me during normal business hours. 

_________________________________/_________________________________________/____________

Parent/Legal Guardian Signature
Parent/Legal Guardian Printed Name

Date

Return to:  F.A.C.T., Inc.






 2720 Vine St.
OR


CENTER NEAREST YOU




 El Dorado, AR 71730






 Phone: (870) 862-4545






 Toll Free: (877) 320-1697





 


 Fax: (870) 862-0380
I certify that I have examined this application and that it is complete with all necessary documentation attached.
Signature of Staff Person Submitting: _____________________________________    
Staff Comments: __________________________________________________________________________

________________________________________________________________________________________










Revision 1/25/2011






