Benton Franklin Head Start

 Early Head Start Pregnancy Application
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***SERVICES AT EARLY HEAD START***
PREGNANT WOMEN, INFANTS AND TODDLERS

Benton Franklin Early Head Start is a community-based program for low-income pregnant women and families with infants and or toddlers.


For more information and applications contact: 

The Children’s Center

1549 Georgia Ave. S.E., Suite B


Richland, WA  99352 

509.735.1062
11/12 Family Income Poverty Guidelines

                Family Size

100%



1

$10,890



2

$14,710



3

$18,530




4

$22,350


5

$26,170


6

$29,990



7

$33,810



8

$37,630 


   For each additional person add $3,820



Do you have a regular Doctor or clinic overseeing your pregnancy?    Yes   No     

If yes, please provide name _______________________________________________________________________________

What is your expected due date?  
 
       


   

Mother’s Ethnicity:     Hispanic or Latino Origin     
       
Non-Hispanic/Non-Latino Origin

Mother’s Race:          American Indian/Alaskan Native          Asian                       Black or African-American     White      

                                  Native Hawaiian or Pacific Islander      Bi/Multi-racial          Other

              Unspecified                                          

Employment: Training/School Homemaker Unemployed Employed-If yes   Employers Name 




What is your primary language?


   




In what language do you prefer written information to be sent home in?  
           





Have you had other children who have attended Head Start or Early Head Start?   Yes    No,  If yes which site?  
            

What is your marital status?    Single    Married   Divorced    Separated    Widowed

Is the father involved in the pregnancy?    Yes    No       Will the father be participating in the program?   Yes   No

Is the father living in your home?  Yes   No


Father’s Ethnicity:      Hispanic or Latino Origin                   Non-Hispanic/Non-Latino Origin
Father’s Race:          American Indian/Alaskan Native           Asian                       Black or African-American     White      

                                  Native Hawaiian or Pacific Islander      Bi/Multi-racial          Other

              Unspecified                                          

What is the Father’s primary language?










         

Employment: Training/School Homemaker Unemployed Employed-If yes   Employers Name 




Please list your immediate family living in the home, including self.  If you need more lines for additional family members; please attach an additional page and include all of the following information. (if necessary)

Name



      



Date of Birth
  Relationship
         Is financially supported 










   
  to unborn child
          by parent/guardian     










         



Yes  No 








     

         


 
Yes  No 




__________

_    

         



Yes  No 





__________

_     

         


   
Yes  No 









         



Yes  No 
1.   a. Please mark the services your family is receiving and DSHS CASE NUMBER



            
  Women Infant Children (WIC)                                     Public Housing Assistance         Childcare Subsidy   

            
  Dept. of Developmental Disabilities (DDD)                 Food Stamps

              Medical Coupon
            
  First Steps Program (La Clinica, Health Dept., Catholic Family Services) (Please Circle which one)              

      b. Please mark the financial assistance your family is receiving:
      
  Supp. Security Income (SSI)

  Military Pay                        Child Support           Financial Aide

  Unemployment                                
  Social Security (SSA)        Temporary Assistance to Needy Families (TANF)

  Foster Care/Adoption Subsidy  
  Other____________________________


2.  Do you have childcare?  If yes what type







Yes    No        _______

      Family Child Care     



Child Care Center or Classroom      

  
At home or another home with relative/adult      
Public School/Pre-K program      
If not, are you having a problem finding childcare?                                                                                 
Yes    No        _______
3.  Is dependable transportation available to you?  (car, bus, etc.)



            

Yes    No        _______
4.  In the last 12 months, has there been a time you needed assistance to feed yourself or your family?
Yes    No        _______
5.  In the last 12 months, have you or your family had appropriate clothing for the weather?

Yes    No        _______
6.  In the last 12 months has your water/power been turned off or has your bill been delinquent for

Yes    No        _______
     60 days or more?   
7.  Do you have support of family and/or friends in this community?




Yes    No        _______
8.  Are you being referred to this program by another agency/provider?                                                      
Yes    No        _______
     (physician, school district, Early Head Start, HS, DSHS. BF Health District. etc.)

     Must attach referral letter
9.  Do you have a diagnosed chronic health condition?                                                                                
Yes    No        _______
     (disability, asthma, seizures, severe allergies, mental illness, etc.)

10. In this household, do any of your children or spouse have a diagnosed chronic health condition?           Yes    No        _______   

      (disability, asthma, seizures, severe allergies, mental illness, etc.)

11. Are you a single parent?








           
Yes    No        _______          

12. Do you reside with extended family?                                                                                                       
Yes    No        _______
13. Have you or other parent/guardian been unemployed in the last 12 months?    

           
Yes    No        _______

14. Do you have medical coverage?  (medical coupons, private insurance, etc.)                                       
Yes    No        _______
15. Do you have a doctor/physician or clinic?                                                                                                
Yes    No        _______
16. Do you have a dentist or clinic?                                                                                                                
Yes    No        _______
17. Are you or other parent/guardian able to speak English?                                                                        
Yes    No        _______
18. Do you consider your family homeless? If yes, you must fill out a homeless questionnaire.     

Yes    No        _______
   (car, park, street, shelter, motel, hotel, temporarily  living w/ other people due to loss of housing or  change 
    of income, etc.)
19. How many of your children are living in the home?   ______ (Indicate number of children)
         

          _______
20. Have you/your family immigrated to the United States within the last 5 years?                                      
Yes    No        _______
21. If you are 12 weeks along or more, have you received less than 3 months of prenatal care?               
Yes    No        _______
22. Are you or the father 19 or younger?                                                                                                       
Yes    No        _______

23. Are there any concerns with this pregnancy?                                       


                        
Yes    No        _______           

exposure to drugs or alcohol    high blood pressure    gestational diabetes    other
24. Have you been involved with Child Protection Services (CPS) within the last 5 years?                          
Yes    No        _______
25. Have you had a significant loss within the last 5 years?                                    
                                     
Yes    No        _______
      death     divorce     separation     incarceration or parole     other

26. Has there been any drug or alcohol abuse in your household?                  
                                      
Yes    No        _______
27. Have you or anyone in your family experienced domestic violence in the household?                            
Yes    No        _______
28. Are you receiving or in need of counseling?                                                                                            
Yes    No        _______
29. Is anyone in your household receiving or in need of counseling? 



            
Yes    No        _______
30. Are you or the baby’s father able to read or write?






Yes    No        _______
31. Does anyone living in the home use tobacco products?





Yes    No        _______
32. Are you exposed to any gang activity?







Yes    No        _______








      















               Total               _______
I understand that in order for Benton Franklin Head Start/Early Head Start to process my Pregnancy Application and determine eligibility, I must complete all the questions on the application and attach all required documentation. I believe the attached verification of my/our annual income is true and complete to the best of my knowledge. I understand the falsification of any statement or documents will jeopardize my eligibility in the Benton Franklin Head Start/Early Head Start program.

Signature







 Date







Benton Franklin Head Start/Early Head Start does not discriminate on the basis of race, color, national or ethnic origin, religion, gender, age, disability, or any other characteristic protected by law.  Section 645(a) of the Head Start Act states that “children from low-income families shall be eligible for participation in programs assisted under this sub chapter if their families’ incomes are below the poverty line, or if their families are eligible for public assistance.”

Over Income (OI) children/pregnant mothers may be accepted at any time, not to exceed 10% of total enrollment. OI slots must follow the acceptance time-line procedure. 
Please remember that Benton Franklin Head Start/Early Head Start does not provide transportation for children, but may be able to assist with locating resources in our community.
 Please provide a copy of the following:


Mothers driver license or identification


Current medical coupon or copy of private insurance card


Income:


Documentation of currently receiving on-going:


	SSI (Supplemental Security),TANF (Cash) – Benefit History from caseworker, Foster Care – Foster Care Warrant Letter and letter from Social Worker when child was placed in foster care.


OR


Documentation of previous years income:


	Income Tax Return (1040), W-2 Forms (all)


	Unemployment - print out of payments from the Employment Security Office


	Child Support/alimony - letter from Child Support Enforcement (CSE).


OR


Income for the last 12 months


	Pay stubs, financial aide, military pay, written statements from employers


	Unemployment - print out of payments from the Employment Security Office


	Child Support/alimony - letter from Child Support Enforcement (CSE).





Income must be for the immediate family members of the child applicant living in the same household.





  











Mother’s Name 	 				


		                  (First Name)		     (MI)	             	(Last Name)		  	(Nickname)


Date of Birth 			  Age		 Home Phone 				Cell Phone			





Home Address 													


           		         	         	   	(City)    			   (State)	 		 (ZIP)


Mailing Address  													


       	 		 (City)               		   (State)                	  	 (ZIP)


Emergency Contact Person If we are unable to contact you, whom may we call that is not living in your household.





Name                                                 Relation to self                              Language                                Phone #                              





Less than High School education      High School graduate/GED      Some College/Vocational School      Bachelor’s or higher degree





Father’s Information





Father’s Name 	 				         


		             (First Name)		(MI)	  	(Last Name)		  	(Nickname)


Date of Birth 			  Age		 Home Phone 				Cell Phone			         


Home Address  													         


                    	                   	                  	(City)    			(State)	 	 		(ZIP)


Less than High School education      High School graduate/GED      Some College/Vocational School      Bachelor’s or higher degree








Circle Correct  	   Official   


Answer               Use Only    





Circle Correct     Official


Answer               Use Only
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