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Child's Name
Date of Birth
Address

Female Parent/Guardian
(if living in the home)

Date of Birth
Parent's Primary Language
Is Female Parent/Guardian under age 20?
Do you have a Diploma or GED?
Are you currently Pregnant?
Is English your second language?
E-mail Address: _
Work Phone Number:

Female DMale D
Parent's Race _

DYes
DYes
DYes
DYes

ZipStateStn ..oct

D No
D No
D No
D No

Mailing address if different than
above

Street ZipState

Ilome Phone Number

If no home number, nearest contact number

Number of people living in household?
Child's Primary Language
Child lives with:
D Mother D Father D Both Parents
Does Child have Medical Insurance?
Does child have any special needs?
What? _

Has child been Diagnosed by a Professional?
Whom? _

Does your child have an I.E.P./I.F.S.P.?
Please choose ALL that apply:
(Placement depends on availahility)

I would be willing to accept the following program options for my child:
D Part Day Classes
D Home Based Program
o Full Day Classes (must have POC vouchers from DSS)

Children
Child's Race _

Adults

Male ParenUGuardian _
(if living in the home)

Date of Birth
Parent's Primary Language Parent's Race _
Is Male Parent/Guardian under age 20? DYes
Do you have a Diploma or GED? DYes
Is English your second language? 0 Yes
E-mail Address: _

Work Phone Number:

Marital Status: D Single

DGuardianD Foster Parent(s)
DYes DNo DNo

DNo
D No

DYes DNo D Married D Divorced D Separated D Widowed

DYes D No
DYes D No
DYes D No
DYes D No

Is child currently homeless, living in a shelter or halfway house?
Are three or more children under age 5 living in household?
Does family receive Food Stamp Assistance? (eligibility letter required)

Does family receive SSI Benefits?
Is child receiving services from another agency?
D The Judy Center D Birth - 5 D Healthy Families D The Family Center

How did you hear about Head Start?
Can you provide daily transportation for your child if necessary?

DNoDYes

Do you have another child(ren) applying for or enrolled in
Early Head Start or Head Start? Parent / Guardian Signature Date _
If yes, what is the child(ren)s name(s) *PLEASE COMPLETE BOTH SIDES OF THIS FORM *

Mail or Return to:
Head Start of Washington County, Inc.

For Office Use Only I 131West North Avenue
Hagerstown, MD 21740

F 'IyN be RankingPoints I* (301) 797-5231 *
ami urn r Please note that this application is valid.for one year. You must reapply if not accepted. , ,

For Referral Agency Only



EMPLOYMENT
Male Parent/Guardian (if living in home)

Gross Income (Before Taxes)

Employer's Name

Employer's Phone Number

o Full Time No. of Hours _

o Part Time No. of Hours

Pay Period 0 Weekly 0 Bi-weekly

o Twice a Month 0 Monthly 0 Annually

Year Round? 0 Yes 0No
Seasonal 0 Yes 0 No

Please include a copy of your
paycheck stubts). W-2 form or 1040

FAMILY INCOME
EMPLOYMENT

Female Parent/Guardian (if living in home)

Gross Income (Before Taxes) _

Employer's Name

Employer's Phone Number

Complete if there is a second place of employment IComplete if there is a second place of employment

Gross Income (Before Taxes) _

Employer's Name

Employer's Phone Number

o Full Time No. of Hou~s _

o Part Time No. of Hours

Pay Period 0 Weekly 0 Bi-weekly

o Twice a Month 0 Monthly 0 Annually

Year Round? 0 Yes 0No
Seasonal 0 Yes 0No

Please include a copy of your
paycheck stubts), W-2 form or 1040

o Full Time No. of Hours _

o Part Time No. of Hours

Pay Period 0 Weekly 0 Bi-weekly

o Twice a Month 0 Monthly 0 Annually

Year Round? 0 Yes 0 No
Seasonal 0 Yes 0 No

Please include a copy of your
paycheck stubts), W-2 form or 1040

Gross Income (Before Taxes) _

Employer's Name

Employer's Phone Number

o Full Time No. of Hours -----o Part Time No. of Hours

Pay Period 0 Weekly 0 Bi-weekly

o Twice a Month 0 Monthly 0 Annually

Year Round? 0 Yes 0 No
Seasonal 0 Yes 0 No

Please include a copy of your
paycheck stubrs), W-2 form or 1040

OTHER HOUSEHOLD INCOME
If applicable complete information for all that apply
to your household.

AMOUNTSOURCE

TANF (TCA)
Include certification letter

$

$Social Security/Pension
include letter of eligibility

$SSI Benefits
Include letter of eligibility

Child Support ~$ _
oWeekly OBiweekly OMonthly
Include copy of check or bank statement

$llnemplowent
DWeekly UBiweekly
Include copy of unemployment check or check stub wi start dale

$Foster Care Subsidy
Include copy of award letter

$Other: Specify
Include copy of supporting documentation

oNo Income (please read and sign below)

Signature Date
I understand that this form will be used to receive
benefits under the federal Head Start program.
Providing knowingly false information may be a
criminal violation under federal law. By signing this
form. I certify and attest that to the best of my
knowledge. the information provided on this form is
ture and accurate.

Note: All income must be verified.
If you receive Food Stamps, a copy of your certification

letter must be included.


