
HCCAO 


Early Head Start 


Prenatal Application 


The following information needs to be turned in 

along with this application: 

• 	 Questionnaire for pregnant women 

• 	 Proofofpregnancy(Doctor's note, copy ofprenatal visit) 

• 	 Copy ofJ.D. (Drivers License, copy ofmedical card, eeL.) 

• 	 ProofofIncome(Pay stub, tax form 1040, W-2, pay stub for child 

support, unemployment, social security, a written statement if there 

is no income in the home.) 

• 	 Dental form filled out 

• 	 Permission and Policy form 



E2rly Head St.art 

Questionn.aire for Pregn.ant Women 


According to Early Head Stc:lrt Policies c:lnd guidelines. we are to enroll pregnc:lnt 
women c:lnd children who would most benefit from our services. In order to 
determine who receives services first. we c:lre c:lsking you to complete this 
questionnc:lire to the best of your ability. 

The c:lbove informc:ltion is true to the best of my knowledge. 

Signature Dc:lte 



------------------------------------------------------------------------

Early Head Start 
Prenatal Application 

Name: ____________ Date Of Birth _-'1__---<1____ SSN: ____ 

Address 

Street City/Town Zip County 

Home Phone :(_____________ Expected Due Date: __________ 

Family Information 

Marital Status: (Circle One) Single, Married, Divorced, Separated, Living Together 


Expectant Mothers Work / School: __________ Phone: _________ 


Hours Working: ____ to ____ _ School Grade Completed: _______ 


Expectant Father's Work / School: ___________Phone__________ 


Hours Working: _____ to ___ School Grade Completed: _______ 


Does your Family receive any of the following services or financial assistance? (Please check all that apply) 

__ Public Assistance - OWF ___ 551 __ Public Housing Assistance 

__Child Support/ Alimony ___ Social Security __ Chip/ Healthy Start/ Medicaid 

Energy Assistance __ Food Stamps ___ WIC 

__ Foster care / Adoption Subsidy __ Other ___ Receiving No Services 

Optional: Race: White--­ __ Black/African American American Indian --­

_____ Native Hawaiin ____ Biracial/Multiracial ______ Other 

Ethnicity: ___ Non-Hispanic __ Hispanic 

I fully understand that the above statements made are correct to the best of my knowledge. Incorrect statements could lead to 

my dismissal from the program. 

Signature Date 



OMB 0907-0374; Expires: 02/28/2013 
""'_"'"""" ._ __'~__'_'_~'_'______"'_'''Il'''_'___• ___,_... ___>M__________.....__... 

1. Child's name: 

2. Child's date of birth: 

3. This child is eligible to participate in the program. LJ Yes LJ No 

4. Check the applicable category of eligibility for this child: 

LJ 551 LJ Income (check box that applies): 

o Hometess o Belowfederal poverty guidelines 

o Between 100-130% offederal poverty guidelines LJ Foster Care 
(no mare than 35% ofenrofled children may fall into 

D Public assistance this category) 

LJ Over- Income 
o Counted as part of10% maximumfor non-AI/AN 
programs) 

o Counted as part of the 49% maximum for AI!AN 
programs) 

4. What documentation was used to determine eligibility? 

Ll Income Tax Form 1040 o Written statements from employers 

(j W-2 LJ Foster care reimbursement 

o TANF documentation (j SSI documentation 

o Pay stub or pay envelopes D Other 

o Unemployment If Other, please explain: 

Documentation of no income: 

5. Staff signature: Date of eligibility verification: 

6. Staff name: Title: 

THE PAPERWORK REDUCTION ACT OF 1995 (Pub. L 104-13) Public reporting burd",tl for this collection of information is estimated to avcrage .08 boors per 
response, including the time for rcvie"lng inSlmctloll!>, gmhering and maintaining the dala tlecded, and reviewing the collection ofillfonnalm An agency may 
oot conduct Of sPO!lsor. and a per.>en is !lOt required to ft'Spond In, 3colk,c!ion of infOTIllation ulllessit displays a currently valid OMB coruml DUmber. 



------- ------------------------- ----------------------

CAC/CSBG INTAKE FORM 

SSi1 Last Name First Name DOB 

GENDER 

::JFEMALE 

ADDRESS 
DISABu:.D 

:JYES 

OMALE =tNO 

~ 

CITY lIP CODE PNONE NUMBER 
EDUCATION 

r-- N. Native American r-
A. 0-880.12+

i' ­
A. Asian I- ­ B. 9 - 12 (Non grad) E. COLLEGE GRA~ r-­ r-

C. HS GRAD/GEDO. Other 

EJ~ 
r---_t'AIVIlLT I n't .- ­. ­

D. SELF INS F. Single par/fe S. SINGLE 
I- ­ r--. r-

E. NONE M. Single par/ma c. COUPLE 
I- ­

I-- T. TWO PARENT t- O. OTHERF. UNKNOWN 

HH .__ .._ Lt.VEL t-AKMtK :>11 t: 

r- D. AFDC/TANF r- G. PENSIONS I- ­ A. FARMER HCCAO 

t-- £. DA I- H. DISABILITY I- ­
B. MIGRANT 

t-- F. SSI/SSD r- I. OTHER l"'" ­ e. SEASON 

I 

I 

-
-


-

-
-

HUU;:'INlJ t'uuu 

OWN STAMPS 

RENT 
I ­

YES 
HOMELESS 

I ­
NO 

CLIENT INCOME 

A. WEEKLY 8D. ANNUAL 

B. BI-WKLY E. 13 WEEKS 

C. MONTHLY AMT: 

HOUSEHOLD MEMBERS 

ID"§
UNITS I 
DATE 

INTAKE 

NAME'El 
DATE 

DATA ENTRY 

NAMEEl 
DATE 

)OC. SEC. NO• 

..ASTNAME 

:IRSTNAME 

lOB 

:lENDER 

llSABLED 

:THNICITY 

:DUCATlON 

tEAlTH INS 

'ETERAN 

NCOME PERIOD 

OURCE 

.MOUNT 

ETHNILIIY 
r-

B. Black/African Am. 
r- W. White 

I ­

H. Hispanic 

.--I-MtALIH IN~l ..... 
A. MEDICAID ..... 
B. MEDICARE ..... 
C. PRIVATE 

r- SOljKLt:~ Ufo INt.. JME 

A. EMPLOYMENT 

r- B. UNEMPLOYMENT 

I- C. SOCIAL SECURITY 

certify that this statement is true and correct to the best of my knowledge, and authorize the release of any or aU information necessary for 
erfication purposes. 

CLIENT SIGNATURE DATE STAFF SIGNATURE DATE 
COUNTY • 

OUTCOME· OUTCOME DATE ­

I 



---

Early fIead Start Prenatal Application 

Permission and Policy Fonn 


APPLICANT'S NAME: BIRTHDATE: 
----------------~---------------- -------- ­

, I give my permission to appear in photographs. no 

, 1 give my permission for Early Head Sta.'t to obtain medical inIormation 
ft'Olil pi'enataI visits or allY hospital where I have been a patient. no 

, Iii case ofEmergency 911 will be called and you will be transported by 
EMS to the nearest hospital 

Initial 

r****************************************************************************************************************** 

GRIEVANCE PROCEDUItES 

Grievancel complaint must be in writing and signed by the person who makes the complaint. 
Unsigned grievances or complaints will not be answered. 

Grievancel complaint is then to be submitted to the Program Manager who will in tum give it to 
the Eady Head Start Director. If preferred the grievance/complaint may be submitted to the 
Head Stnt DirectOl" directly. 

The Early Head Start Director shall have 10 days to resolve the grievance 01" will present it to 
the Policy Council for discussion. 

give my permission fOI" the above items and have read and understand the gl"ievan~e IlI"ocedures. 

___.__Signature Date 

Signature of parent or guardian (if minor) 



PRENATAL DENTAL EXAM RECORD 


Patient's 

HS/EHS Center: ______________lnsurance Provider:_-_ 

~ ..:..-:,.:I--.;:--k'·=r1f-i'-' h~,..,..f-+--RH+¥I--f+·-_4~__A=t::\==(:'s,:==;t='f~Ft:f=;~F 
U\;:'I..:' ..... 

f. 

TREATMENT SERVICES RENDERED 

i:·l--+---t-~-----~t---t--· 
_,t 
I--+---I------.'~-__r_..-+---+.--_I_-~-.------_I_--+.". 

·---+---r---- ----+-.-t---I----I---~--.-----I---4 

Please complete the following 
information for Head Start. 

(Check ",/" All Boxes 
SERVICES \,A,IIVIr-L"­

o Oral Hygiene Instruction 

o Topical Ruoride & Prophy 

o Sealants Applied 

o Systemic Ruoride t-'rE,scr',h",rl 

o Normal Exam, Healthy 

o Treatment Indicated: 

o T reatmen! In t-'r(lQrElSS 
__No. of Appts, 

o Referred to: 

o All Treatment Completed 

o Return to Clinic: 

BILLING INFORMATION 

o Patient t Paid Out 

o Private Insurance 

o OHPfMedicaid 0 ''''':lfr'h~' 

Dentist Signature: _________________Phone:_________.Exam Date:____ 



111:___
..-,:<7 :'. 

Highland Caun~1 


FAMilY &. CHU.DR.EN FIRST COUNCIL 

CONSENT FOR RELEASE OF rNFOR.'\-lATJON 


~arne: ____________________________________________ D~teafBinh:----------____________ 

Social Security Number (optional): __________________ 

Name: _____________________________ Date of Birth: ___________ 


Socia! Security Number (optional): ____________________ 


Narne: ___________________________________ DateofBinh:----------________ 


Social Security Number (optional): _____________________ 

Name: _____________________________________ DateofBirth:-------_____________ 


Social Security Number (option.al): ________________ 


Name: _____________________Date ofBirth.: ___________ 


"" "'cial Security Number (optional): _________________ 


The following .agencies. bYe my permission to e.,"C:ch:mgelgive!receive!sbarelre-discIose inform.::trion reg:u'Ciing service 
delivery pIarming for the purpose of securiDg, coorrljn::lrin~. and/or providing sernc...'"S for the above D!UIled person(s): 

X member agencies ofthe E:J.rly Childhood Colhbor::rtive Council (liSt :J!t'3ched) 

X member agencies of the "Cluster" Intervention T earn (list attached.)

X specific agencies _______________________________ 


X Others 

By signing tb.is fann. I authorize sharing ofthe following information ifneeded by the receiving agency to secure, 
coord:in.a.te. and provide sernc.:;:s to the individual: 

~ lden:ti.fymg Information.: Name, birth d:Jte, sex, r:ace, address, telephone number. socia! security number. 
• Case Informa.tion: The above identifying infor:rnation.,. plus medic::!l (exc-"'Pt for HIV or AIDS, unless initillled 

bdow)~ drug and alcohol treatment records.,. social. history.. treattnentfsetvice history,. psy<;hoiogicalcvaluations, 
educ::U:iooal plans and asse.ssments. and other persoml infonn:ttion regarding me or the individual ~ed above. 

.. F'maaciaf. Info.nnation: Public assist:lnc::. e!igibilit"/ 3nd. payment infor.n.:ltion providing far est:l.blisbing 
eligibility induding but not limited to pay stubs, W2's and b.."'C returns. and other financial information. 

.. EmploymentLSch.ool Infonnatiao..: Potential. employment possibilities,. employm:::nt and/or barriers to 
employmeo!,. wade history as needed. When applioble, school/tr;llning enrol.Ime::It, course worle" tuition and fees, 
attenchnce. and gndes­

http:coord:in.a.te
http:option.al
http:CHU.DR.EN


---

AGf:NCY NA;\iIE
•" S.;ioU-P:J.int V~Ik:y I'vknt::lJ H.'::llth Ct:nter 

p.:lint V:llf.cy [yknt::d He:lltb_ Alcohol :J.nd Drug Addiction BO:lrd 

Hopewell Speci;:d Educ;J.clon Resource Cenrer 

Hi:;.hl::md County Children Sen.-iccs 

HiclU::md Count')' Iuvenile Court 

Hi;hl::md County Community Action Org:miution. Ir.c. 

Hi.\ih1.:U'ld Couney M~D 
Greenfield ArC:l Med.ic:lI Ccn.tc'i-f<4c:mbr:r ofAdl!na HC!c!rh Srsrcm 
F::unilv Recovery Serviccs & BRIDGE Prog-!'JITl . 
HiJIsb~ro City Schools 
Gre:1t Oaks & Turning Point Applied Leaming Cenrer 
Ohio Reh:J.biIit::!ion Services Commission (B VR) 
HlC Dep:lfOncnt of Job & F:unily Services/Child Support Enforc::;:",e:lt Agency 
Highl:J.nd County Board Of Educ::l.tion 
L;-':;chburg-Clay Local Schools 
Gre:;:n.field-McCbin Exempted Vill:J.ge Schools 
Bricl1t Local Schools 
F airl1dd Local Sdtools 
Hie.hland COUIltv Head Start 

Hi;hl;:md District Hospit::tI 

Hi~;:md Countv Domestic Violence T:lSk Force 

Hi~:md Count.'\, Board ofHe::llth 

Higbland Co'unrY Society for CbiIdren and Adults, Inc. 

Ohio St.Jt:e UniversitY Extension Services-Hi.ahIand Count>' 

F:unilv Inform;ltion Network: -. 

C'''uth~m State Community CoIle:e/Success Center/ABLE 


..naritan Outreach Services 

St. Vincent DePaul Society 

·Ministerial Society 

'Veterans Association 
Mitchell Society 
Adu1~ Parole Authority 
CommunityCorrections. 
SI.'1l.ior Citm.-ns Center 
Egb.1a.nd County Law Enforcement. 

Ohio E1:rly Stlrt 
Green Thumb 
ffigh1.:md Merropolit:lll Housing Authority 
Project STORK 
Grccnfi.cld Outreach 

Ohio Department ofJob :md f:unily Services (Employment Services) 

Perspective Employers

School and Training IostiturioDS ______________ 


Family St:lbility Progr.un· 

!-ligh1;md County Educ:l.tion::U Service Center 


N'EP Work Site{s) __________________ 

-arent Representative 

[ame: ______---------------------------- ­
\. 
Itl".l.t!r: ___--------------- ­
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http:Progr.un
http:Egb.1a.nd
http:Vill:J.ge
http:Highl:J.nd
http:V:llf.cy


Yes NO __~__ HIV and AlDS relJ.red di:l~nosis and tre::.umem 

I understand that the Consent for Release ofInformarion expires 90 days from termination of case unless 
otherwise indicated herein by the consumer. [also understand that I may cancel this Consent for Rele:ls ofe 
Information at any time by staring so in writing with the date and my signature. The revocation does not 
include any information. which has been shared between the time that I gave permission to share 
information and the time that it was canceled. 

This consent expires on the ___ day of_________. 20___ 

[ understand that my signing or refusing to sign this consent will not affect public benefits or services for 
which r am eligible. 

Signature ofPerson Date 

Signature ofParentiGuardian Date 

WltneSs/i\.gency Representative Date 

Violation offederal /a'HI and regulations by a program is a crime. Suspected violations may be reported to the 
-Tited States Atiorney in the district where the violation occurs. 

To all agencies receiving information disclosed as a result of this signed consent: 

1. Ifthe records released include information ofany diagnosis or treatment ofdrug or alcohol abus~, the 
following statement applies: 

-Information::disclosed pursuant to this. consent has been disclosed ~o you from records whose 

confidentiality is protected by federal law. 

-Federal regulations (41 CFR Part 2) p-r-ohibii'you from making any further disclosure ofit without the 

specific written consent ofthe person to whom it pertains, or as othenvise permitted by such reguIations. 

A general authorization for the release ofmedica! or other information is NOT sufficient for this 

purpose. 

2. 	 If the records released include information ofan ffiV-related diagnosis or test results, the following 
statement applies: 

-This information has been disclosed to you from confidential records protected from disclosure by state 

law. You shall make no further disclosure of this information without the specific, written,. and . 

informed consent of the individual to whom it pertains, or as otherwise permitted by state law. A 

general authorization for the release ofmedical or other information is NOT sufficient for the purpose of 
the release ofElV test results or diagnoses. 

3. 	 The icformationhas been disclosed to you from records protected by federal and/or state confidentiality 

rules. Any further release ofit is prohibited unless the person,. to whom it pertains, D YS in the case of 

youth records, or applicable federal andlor State law, expressly permits the further disclosure. 


"~---"f' ~"_~" _.,..... , .'.. '.' 	 O' '.' I ~.-_ • 



___ _ 

______ 

i 

HCCAO EARLY HEAD START HEALTH CHECKLIST PRENATAL/POSTPARTUM 

NAME___________________________ ESTIMATED DATE OF DELIVERY__________ 

DATE OF BIRTH,______---lHEIGHT_____ DATE OF DELIVERY _________ 

START DATE WITHDRAW DATE HOME VISITOR,_________________ 

INSURANCE IF NONE, ODJFS REFERRAL DATE____ COMPLETE INCOMPLETE 

PREGNANT MOTHERS 

DATE: 


_______ Notify Health Services Manager ~f Prenatal Mother 


_______Prenatal Assessment Form within 45 days (home visitor) 


_____Prenatal Nutrition Assessment within 45 days WIC YES NO REFERRAL DATE______ COMPLETE INCOMPLETE 


____Prenatal Depression Screening within 45 days REFERRAL YES NO DATE COMPLETE INCOMPLETE 


_____Dental Screening * DENTAL HOME TX NEEDED: YES NO TX COMPLETED: YES NO 


______Benefits of Breastfeeding provided CLASS or CONSULTATION WANTED YES NO DATE_________ 


______ PRENATAL VISIT SCHEDULE First Prenatal Visit (between 0 to 13 weeks): (home visitor) Medical Record for each visit 


Visit Date Weeks Pregnant Weight Additional Testing/Concerns Next Visit Date 

Visits should occur every 4 weeks for first 28 weeks: 

Visit Date Initial • Weeks Pregnant Weight Additional Testing/Concerns Next Visit Date 

i 

-

i 

Visits should occur every 2 weeks from 28 to 36 weeks: 
! 

I 

I 

Visit Date Initial I Weeks Pregnant 

• 

J 

' Weight 

Visits should occur every week until delivery from 36 weeks on: 

Additional Testing Next Visit Date 

I 

i 

I ! I 

J 

i Visit Date Initial I Weeks Pregnant Weight Additional Testing/Concerns Next Visit Date 

I i 

! 
i J 

i J i 

I 
i I 
I I 

POSTPARTUM MOTHERS 

DATE: 

_____--'Notify Health Services Manager upon date of delivery 

_______Postpartum Nutrition Assessment within 2 weeks 

Postpartum Depression Screening within 2 weeks 

WIC YES 

REFERRED 

NO REFERRAL DATE_______ 

YES NO DATE 

COMPLETE INCOMPLETE 

COMPLETE INCOMPLETE 

_____Benefits of Breastfeeding Provided CONSULTATION: YES NO REFERRAL DATE COMPLETE INCOMPLETE 


