CHUGACHMIUT HEAD START AND EARLY HEAD START
yame BIRTH TO 5 PROGRAM

Tatitiek

Eyak APPLICATION

» Prince Gulf of Alaska
Willlam Sound

sl wChugochmiu’r SCHOOL YEAR 2025-26

Head Start Central Office Admin: 4000 Old Seward Highway, Ste. 203 Anchorage, AK 99503
Phone: 1(907)248-5006 email: headstart@chugachmiut.org
website: www.chugachmiut.org

Child’s Name: Application Date:

Application Checklist Please include the following required documents:

[0 Child application — completed, signed, and dated.

[0 Proof of child’s birthdate — one of the following
___birth certificate or hospital birth record __immunization record
O Signed PHI and HIPPA Authorization
0 Currentimmunization record
O Record of most recent physical or well-child appointment
O Record of most recent dental visit
O Proof of legal/foster/relative guardianship (if not the child’s biological parents)
O IFSP/IEP (if applicable) Individualized Family Services Plan or Individualized Education Plan

If any of the following situations apply to your family, please submit documentation for
additional points on the eligibility scale.

e Public Assistance e  Tribal Enroliment
o SNAP o For child or anyone in your household
ATAP/TANF
2 sS| e  Suspected or diagnosed disability

e Homeless

STAFF USE ONLY: . . .
Applications are not complete until all required

This application and eligibility interview was conducted: documents have been received. Incomplete
applications cannot be processed.
In-Person Phone/Zoom (state why) Please contact the Head Start Central Office if you have

trouble obtaining documents. We’re here to help!

By:

This institution is an Equal Opportunity Provider


mailto:headstart@chugachmiut.org
http://www.chugachmiut.org/

o Chugachmiut Head Start

Tatitiek

o Birth to 5 Program
Quiskeak - WitlamSouna’ O o Ak Enrollment Application
war Chugachmiut

Community: Year: 25-26

Program Applying for: check one [0 Head Start (age 3-5) O Early Head Start (age birth to 3)

Is child transitioning from Early Head Start? check one O Yes O No
Section 1: Child Information *Please Print Clearly*
First Middle Last Nickname Date of Birth Gender
Race Hispanic Is this child in OCS or State custody? Child Primary Child Secondary
Language: Language:
O Asian O American Indian/Alaska Native O Yes O Yes
O Black O Hawaiian/Pacific Islander O No O No
O White O Multi-Racial If yes, please provide a copy of 0O Little O Little
O Other: documentation. 0 Moderate O Moderate
O Proficient O Proficient
Tribally Enrolled: O Yes O No Tribe Name:
Section 2: Primary Adult
First Middle Last Suffix Nickname Date of Birth Gender
Primary Phone: Alternate Phone E-Mail
How would you like to receive program information? O Mail O E-mail [ Text/FB message (msg. & data rates apply)
Race Hispanic Primary Language Other Language Military Status
O Asian O American Indian/Alaska Native O Yes O Active
O Black O Hawaiian/Pacific Islander O No [ Little [ Little [ Veteran
O White O Multi-Racial O Moderate O Moderate [ None
[ Other: [ Proficient [ Proficient
Highest Grade Completed Employment Status Child's Relationship Custody Check all that apply:
O Highest Grade: O Full Time O Full Time & Training O Biological/Adopted/Step O Yes O Lives with Family
O GED O Part Time O Part Time & Training O Grandchild O No O Provides Financial
O HS Graduate O Seasonal O Training or School O Other Relative Support
O Associate's OUnemployed O Retired or Disabled [ Foster O Teen Parent
O Bachelor' O Other
O Master's
Section 3: Secondary or Other Adult
First Middle Last Suffix Nickname Date of Birth Gender
Primary Phone: Alternate Phone E-Mail
How would you like to receive program information? O Mail O E-mail O Text/FB message (msg. & data rates apply)
Race Hispanic Primary Language Other Language Military Status
O Asian [ American Indian/Alaska Native O Yes [ Active
O Black [ Hawaiian/Pacific Islander O No O Little [ Little [ Veteran
O White 0O Multi-Racial O Moderate O Moderate O None
[ Other: [ Proficient [ Proficient
Highest Grade Completed Employment Status Child's Relationship Custody Check all that apply:
O Highest Grade: O Full Time O Full Time & Training O Biological/Adopted/Step [ Yes O Lives with Family
O GED O Part Time O Part Time & Training O Grandchild O No O Provides Financial Support
O HS Graduate O Seasonal O Training or School O Other Relative [ Teen Parent
O Associate's OUnemployed O Retired or Disabled O Foster
O Bachelor's O Other
[0 Master's
1

Staff Initial: This institution is an Equal Opportunity provider.



Child’'s Name: DOB: Community:

Section 4: Family Information
PHYSICAL ADDRESS: MAILING ADDRESS:
Address: Address:
City: AK zip City: AK zip
Housing: (check one) 0O Own [ORent O Neither ‘ How long at physical address?
Are you currently homeless? O Yes O No
(lack of fixed, regular, and adequate nighttime residence, or live in a dwelling you do not pay for yourself)
Primary Language at Home: Learning any other language? O Yes |If yes, what language?
O No
Are you or anyone in your household experiencing any crisis? l OYes O No (if yes, please explain)

Indicate Family Type: O Single Parent Family O Two Parent Family O Foster Family O Grandparent(s) O Other Relative

Please list below everyone living in your household beginning with the head of household. Also include the child that you are applying for:

Name (Last, First) Date of Birth Relationship to Child Employed (FT/PT) | InSchool (FT/PT)

6.

*Please attach additional page if necessary

Total Number of Adults: Total Number of Children:

Does the child applicant currently have a sibling enrolled in the program? OYes ONo
Was your family referred for services by a Are there any existing plans with Services your Family Receives:
child welfare agency? other agencies? (Check all that apply)
(OCS, ICWA, CITC etc.)
OYes 0ONo OYes 0ONo O TANF/ATAP O ssi

If yes please explain: 0O SNAP/FOOD STAMPS O UNEMPLOYMENT
o wic O OTHER:

Section 5: Child Health Information

Primary Health Coverage/lnsurance: Medical Service Provider: Dental Service Provider:

O Denali Kid Care/Medicaid O Port Graham Clinic O Port Graham Clinic

O Private O Nanwalek Clinic O Nanwalek Clinic

O HS O Other O Other O Other

Is your child Potty Trained? OYes O No

Does your child have any diagnosed food or medical allergies? O Yes* O No If yes, please explain:

*If your child has afood allergy, a completed “Medical Statement for Food Substitution” or
other documentation MUST be provided before food substitutions can be made.

Do you have any health concerns for your child? OYes ONo Ifyes, please explain:
Do you have any developmental concerns about your child? OYes ONo Ifyes, please explain:
Is your child currently being evaluated for an IEP or IFSP? OYes ONo
Does your child have a current or expired IEP or IFSP? O Yes* O No

*If Yes, please attach copies of the IEP or IFSP or Release of Information Form

Staff Initial:



Child’'s Name: DOB: Community:

Section 6: Parent Authorizations

The following are Head Start services that require parental consent. These services are completed by qualified specialists and/or trained Head Start
staff. Unless revoked in writing, authorization is valid for up to 3 years while enrolled in the Head Start program. Please initial all applicable areas:

For Basic First Aid:
| authorize Head Start staff to administer basic first aid to my child during program hours.

For Health Screenings:
| authorize Head Start or other qualified specialist to conduct hearing, vision, height and weight screens.

For Developmental Screenings:
| authorize Head Start staff to conduct developmental screenings on my child to assess their development.

For Classroom Observations:

| authorize my child to participate in behavioral observations in a group setting. If an individual child observation is indicated, parental
authorization will be requested.

ForPictures & Video Recordings:

| authorize that pictures and/or video recordings of my child taken during Head Start activities are used for the purposes of Educational

Observations (school readiness observations) and/or may be used in print media-online media and social media and marketing material or
other Chugachmiut publications.

For Field Trips:
| authorize my child to attend all Head Start field trips outside the Head Start facility.

For Exchange of Information:
| agree to allow Head Start to share my information within Chugachmiut

For Rel of Contact Information:

Section 7:

Hours attending Days Meals (Check all that apply)

| authorize for my phone number and email address to be released to the local Parent Committee for Head Start activities.

For Records:

| agree to provide Head Start a copy of my child’s immunization record, TB screening with results, Medical Statement for allergies
(if applicable), prior to enroliment. | will provide a well-child check/physical exam, including blood pressure & hemoglobin results,
lead screen and dental exam within 90 days of enroliment.

For Lead Screens:
| agree to permit Head Start to obtain a copy of the lead screen results from the clinic or provider.

CACFP Enroliment

to M D T D WDTH |:| F|:| Breakfast AM Snack Lunch PM Snac| Supper

Section 8:

Is this child a Foster Child? [ Yes O No

| certify that this information is true and correct. | agree to promptly update my child and family’s information during my

child’s enrolliment with Chugachmiut Head Start 0-5 Program. | agree to review this information every year. All information
is kept strictly confidential, and | may access it during normal business hours.

Agreement

Parent/Guardian Signature: Date:

Chugachmiut Head Start Staff Signature: Date:

Staff Initial:



Chenega prince Gulf of Alaska
Quiekcak William Sound

wa Chugachmiut

Chugachmiut Birth to Five Head Start
AUTHORIZATION FOR DISCLOSURE OF PROTECTED HEALTH INFORMATION (PHI)

Patient Name: Date of Birth:
Patient Address: City: Zip Code:
Phone #:
RECIPIENT
I authorize to use/disclose my PHI to the
following individual(s) or entity: (Health Provider)

Chugachmiut Birth to Five Head Start

USE OF INFORMATION

The information will be used/disclosed for the following purpose:
[J At the request of the client; or
(] To meet Chugachmiut Birth to Five Head Start Requirements.

0] Other (describe in detail):

FORM OF INFORMATION
O I authorize to disclose copies of my records as described in this form.
(Health Provider)
O I authorize and its staff to verbally discuss my records as described in
this form. (Health Provider)
TYPE OF INFORMATION
DATE RANGE OF RECORDS: TO

I authorize disclosure of the following PHI:
(] Health and Dental History [ Well Child Care Exam [ Diagnostic Reports

U] Immunization Record U] Lead Screenings 0 Behavioral Health Assessment

L] Other (specity):

LENGTH OF AUTHORIZATION

Updated on 3/26 MC



Prince Gulf of Alaska
Qutekcak William Sound

war Chugachmiut

Unless revoked, this authorization expires on:

If left blank, this authorization will expire 365 days from the date of the client’s signature.

By signing this authorization form, I understand that:

* My PHI is protected by the Health Insurance Portability and Accountability Act of 1996 (“HIPAA”), 45
C.E.R. Parts 160 & 164, and cannot be disclosed without my written consent except for certain purposes
allowed by HIPAA as described in Chugachmiut’s Notice of Privacy Practices.

* My PHI may include my social security number.
* If the person or entity receiving the PHI is not a health care provider or health plan covered by HIPAA,

the PHI may be re-disclosed without protection by HIPAA but may be covered by other laws protecting
information on HIV/AIDS, mental health services, or genetic testing.

* I may revoke this authorization in writing at any time by notifying Chugachmiut, except to the extent
that Chugachmiut has already used or disclosed information in reliance on my authorization.

e Chugachmiut may not condition treatment, payment, enrollment or eligibility for benefits on whether or
not I sign this authorization, except in certain circumstances provided by HIPAA.

* I'may request a copy of this authorization. Chugachmiut will also provide me with a copy if it sought this
authorization from me.

Parent/Guardian Signature: Date:

Printed Name of Parent/Guardian: Date:

Description of Authority (if applicable)

s MNote: Chugachmiut requires Legal Guardians and Personal Representalives to provide
written verification of therr authority to act on behalf of a patient.

For Chugachmiut’s Use Only: Date Received:

Name /Title of Staff Member Processing Request:

Updated on 3/26 MC



	25-26 Birth to Five Head Start & Early Head Start Child Application 01-29-26.pdf
	Updated PHI 02-11-26.pdf

	Childs Name: 
	Application Date: 
	Community: 
	Early Head Start age birth to 3: Off
	No: Off
	Head Start age 35: Off
	Yes: Off
	Asian: Off
	Black: Off
	White: Off
	Other: Off
	American IndianAlaska Native: Off
	HawaiianPacific Islander: Off
	MultiRacial: Off
	undefined_2: Off
	If yes please provide a copy of: Off
	undefined_3: 
	undefined_4: 
	Little: Off
	Moderate: Off
	Proficient: Off
	Little_2: Off
	Moderate_2: Off
	Proficient_2: Off
	undefined_5: Off
	Primary PhoneRow1: 
	Alternate PhoneRow1: 
	EMailRow1: 
	Mail: Off
	Email: Off
	TextFB message msg  data rates apply: Off
	Hispanic_2: 
	Asian_2: Off
	American IndianAlaska Native_2: Off
	Yes_4: Off
	Primary Language: 
	undefined_6: 
	Black_2: Off
	HawaiianPacific Islander_2: Off
	No_4: Off
	Little_3: Off
	Little_4: Off
	White_2: Off
	MultiRacial_2: Off
	Moderate_3: Off
	Moderate_4: Off
	Other_2: Off
	Proficient_3: Off
	Proficient_4: Off
	Highest Grade: Off
	GED: Off
	HS Graduate: Off
	Associates: Off
	Bachelor: Off
	Masters: Off
	undefined_7: 
	Full Time: Off
	Part Time: Off
	Seasonal: Off
	Unemployed: Off
	Custody: Off
	Full Time  Training: Off
	Part Time  Training: Off
	Training or School: Off
	Retired or Disabled: Off
	BiologicalAdoptedStep: Off
	Grandchild: Off
	Other Relative: Off
	Foster: Off
	Other_3: Off
	Active: Off
	Veteran: Off
	None: Off
	Lives with Family: Off
	Provides Financial: Off
	Teen Parent: Off
	Primary PhoneRow1_2: 
	Alternate PhoneRow1_2: 
	EMailRow1_2: 
	Mail_2: Off
	Email_2: Off
	TextFB message msg  data rates apply_2: Off
	Asian_3: Off
	American IndianAlaska Native_3: Off
	Yes_6: Off
	Black_3: Off
	HawaiianPacific Islander_3: Off
	No_6: Off
	Little_5: Off
	Little_6: Off
	White_3: Off
	MultiRacial_3: Off
	Moderate_5: Off
	Moderate_6: Off
	Other_4: Off
	Proficient_5: Off
	Proficient_6: Off
	Custody_2: Off
	undefined_9: 
	Full Time_2: Off
	Part Time_2: Off
	Seasonal_2: Off
	Unemployed_2: Off
	Full Time  Training_2: Off
	Part Time  Training_2: Off
	Training or School_2: Off
	Retired or Disabled_2: Off
	Active_2: Off
	Veteran_2: Off
	None_2: Off
	Lives with Family_2: Off
	Provides Financial Support: Off
	Teen Parent_2: Off
	Highest Grade_2: Off
	GED_2: Off
	HS Graduate_2: Off
	Associates_2: Off
	Bachelors: Off
	Masters_2: Off
	BiologicalAdoptedStep_2: Off
	Grandchild_2: Off
	Other Relative_2: Off
	Foster_2: Off
	Other_5: Off
	Child First Name: 
	Child Last Name: 
	Nickname: 
	Child DOB_af_date: 
	Gender: 
	Text6: 
	Text7: 
	Text8: 
	Text9: 
	Text10: 
	Text11: 
	Date12_af_date: 
	Text13: 
	Text14: 
	Text15: 
	Text16: 
	Date17_af_date: 
	Text17: 
	Text25: 
	Text26: 
	Childs Name_2: 
	DOB: 
	Community_2: 
	Address 1: 
	Address 2: 
	Address 1_2: 
	Address 2_2: 
	AK zip: 
	City_2: 
	AK zip_2: 
	undefined_10: Off
	undefined_11: Off
	undefined_12: Off
	lack of fixed regular and adequate nighttime residence or live in a dwelling you do not pay for yourself: Off
	Yes No lack of fixed regular and adequate nighttime residence or live in a dwelling you do not pay for yourselfPrimary Language at Home: 
	Yes If yes what language No: 
	undefined_13: Off
	undefined_14: Off
	undefined_15: Off
	undefined_16: Off
	undefined_17: Off
	undefined_18: Off
	undefined_19: Off
	undefined_20: Off
	undefined_21: Off
	Name Last First: 
	Date of Birth1: 
	Relationship to Child1: 
	Employed FTPT1: 
	In School FTPT1: 
	Date of Birth2: 
	Relationship to Child2: 
	Employed FTPT2: 
	In School FTPT2: 
	Date of Birth3: 
	Relationship to Child3: 
	Employed FTPT3: 
	In School FTPT3: 
	Date of Birth4: 
	Relationship to Child4: 
	Employed FTPT4: 
	In School FTPT4: 
	Date of Birth5: 
	Relationship to Child5: 
	Employed FTPT5: 
	In School FTPT5: 
	Date of Birth6: 
	Relationship to Child6: 
	Employed FTPT6: 
	In School FTPT6: 
	Total Number of Adults: 
	Total Number of Children: 
	undefined_22: Off
	undefined_23: Off
	Yes No_3: 
	undefined_24: Off
	undefined_25: Off
	Yes No If yes please explain: 
	undefined_26: Off
	undefined_27: Off
	TANFATAP: Off
	SNAPFOOD STAMPS: Off
	WIC: Off
	SSI: Off
	UNEMPLOYMENT: Off
	OTHER: Off
	Denali Kid CareMedicaid: Off
	Private: Off
	IHS: Off
	Other_6: Off
	Port Graham Clinic Nanwalek Clinic Other: 
	undefined_28: Off
	undefined_29: Off
	undefined_30: Off
	Port Graham Clinic Nanwalek Clinic Other_2: 
	undefined_31: Off
	undefined_32: Off
	undefined_33: Off
	undefined_34: Off
	undefined_35: Off
	undefined_36: Off
	undefined_37: Off
	Yes No If yes please explain_2: 
	Yes No If yes please explain_3: 
	undefined_38: Off
	undefined_39: Off
	Yes No If yes please explain_4: 
	undefined_40: Off
	undefined_41: Off
	undefined_42: Off
	undefined_43: Off
	undefined_44: Off
	undefined_45: Off
	Text18: 
	Text19: 
	Text20: 
	Text21: 
	Text22: 
	How long at physical address?: 
	For Basic First Aid: 
	For Health Screenings: 
	For Developmental Screenings: 
	For Classroom Observations: 
	For Pictures  Video Recordings: 
	For Field Trips: 
	For Release of Contact Information: 
	For Records: 
	For Lead Screens: 
	undefined_46: Off
	undefined_47: Off
	Text23: 
	Text24: 
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box9: 
	0: Off

	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Date28_af_date: 
	Patient Name: 
	Date of Birth: 
	Patient Address: 
	City: 
	Zip Code: 
	undefined: Off
	I authorize: 
	At the request of the client or: Off
	To meet Chugachmiut Birth to Five Head Start Requirements: Off
	Other describe in detail: Off
	I authorize_2: Off
	FORM OF INFORMATION: 
	to disclose copies of my records as described in this form: 
	I authorize_3: Off
	and its staff to verbally discuss my records as described in: 
	DATE RANGE OF RECORDS: 
	TO: 
	Health and Dental History: Off
	Immunization Record: Off
	Other specify: Off
	Well Child Care Exam: Off
	Lead Screenings: Off
	Diagnostic Reports: Off
	Hemoglobin results: Off
	LENGTH OF AUTHORIZATION: 
	Unless revoked this authorization expires on: 
	Date: 
	Printed Name of ParentGuardian 1: 
	Printed Name of ParentGuardian 2: 
	Date_2: 
	Date Received: 
	Name Title of Staff Member Processing Request: 
	Text1: 
	Text2: 
	Text3: 


