
Head Start is a pre-school program for children ages three through five.  This FREE program provides children with a developmentally appropriate learning environment and varied experiences which will help them to develop socially, intellectually, physically, and emotionally.  In addition to providing educational services to children and their parents, Head Start provides health, dental and nutritional services, social services, mental health services, services for children with disabilities, and opportunities for parental involvement.  Transportation (within designated service areas) and meals are provided.  


In Marathon County, the Head Start program is operated by the Marathon County Child Development Agency of Wausau, Wisconsin.  The agency receives federal and state funds through grants to offer comprehensive child development services to children and families.  Our Head Start program currently offers half-day sessions (3 ½ hours), four days a week (Monday through Thursday) for the school year located in the Wausau and D.C. Everest school districts; and full-day sessions (7 hours), five days a week (Monday through Friday) in the Mosinee, Wausau and D.C. Everest school districts. All of the classrooms within our program are state licensed group childcare centers.

WHO IS ELIGIBLE FOR THE HEAD START PROGRAM?

Children are eligible for enrollment if they were three years of age on or before September 1 of the current school year or the school year the application is being submitted for. Eligibility is also determined if the family’s total yearly income for the past or current year is less than the following amounts for the number of family members shown below (total yearly income includes wages, self-employment, social security, disability benefits, alimony, child support, student financial aid/scholarships, and unemployment compensation):


$12,140 for 1 (foster child)


$29,420 for 5 family members


$16,460 for 2 family members

$33,740 for 6 family members


$20,780 for 3 family members

$38,060 for 7 family members


$25,100 for 4 family members

$42,380 for 8 family members *

*For family units with more than 8 members, add $4,320 for each additional member.

**Children may also meet eligibility if they are a foster child; if family receives Temporary Assistance to Needy Families (TANF) or child receives Social Security Income (SSI); or if the child has a special need diagnosed by a specialist.

Anyone interested in applying for enrollment of a child is asked to complete, sign, and return the attached application form.
Yog koj xav kom muab daim ntawv nov pes ua lus hmoob rau koj no, thov hu xov tooj tuaj rau koj tus menyuam tus xib fwb hmoob – 715-845-2947.

05/12
MEDICAL AND DENTAL EXAMS ARE REQUIRED FOR EACH CHILD ATTENDING HEAD START CLASSES
The necessary forms will be provided after eligibility for the child is determined. These forms make up Part Two of your child’s application. Please make appointments for the exams and return these forms as soon as possible!
MEDICAID (MA), BADGERCARE, and HEALTHY START

If you need help paying for the health care you and your children need, the Medicaid (MA), Healthy Start or BadgerCare programs may be able to help. These programs provide health insurance to low-income families, children and pregnant women. For more information, or to apply, contact the Marathon County Department of Employment and Training at the Job Center: 364 Grand Avenue, Wausau, WI  54403 / 715-261-7700. 

IMMUNIZATIONS

Wisconsin Daycare/Preschool Regulations REQUIRE a record of immunizations on file within 30 days of your child’s first day of attendance for every child participating in the Head Start program.  If you do not have a copy of this record, please contact your doctor’s office or the health department where the immunizations were given and request a copy for your records.  PLEASE SEND A COPY OF THE RECORD OF IMMUNIZATIONS FOR YOUR CHILD WITH YOUR APPLICATION FORM.  Also, please take your child’s immunization record along with you when your child has the medical exam done so that the examiner can record the dates of immunizations.

*If you have questions regarding the required immunization records, medical exam, or dental exam, please contact the program Health Specialist at 715-845-2947.

**If you have any questions about the Head Start Program or need assistance in completing the application form, please call our enrollment specialists at 845-2947.
Return the following to Marathon County Child Development Agency – Head Start                    616 Grant Street,   Wausau, WI  54403 :


____  Application Form


____  Copies of Documentation of Income [copy of last year’s tax form]

____  Copy of Child’s Immunization Record

Thank you for your interest in the Head Start program!!!

WRITTEN DOCUMENTATION OF INCOME MUST BE SENT WITH THE APPLICATION -- Applications without written documentation of income verification cannot be considered.
APPLICATION FORM

Child’s Full Legal Name:________________________ Child’s Social Security #: __________       

Child’s Preferred Name: __________________ Child’s Birth date:______________________
Child’s Sex:  Male  FORMCHECKBOX 
   Female  FORMCHECKBOX 
                   Child’s Ethnicity is Hispanic?  Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 
   
Child’s Race: Black  FORMCHECKBOX 
  White  FORMCHECKBOX 
  Asian  FORMCHECKBOX 
  Native American  FORMCHECKBOX 
  Multi-racial  FORMCHECKBOX 
  Other(list)_____________
Address____________________________________________________________________   
Email Address_______________________________________________________________       
Telephone Number______________________  (circle one)  Home    Work    Message    Cell    Page/Beep                                

Telephone Number______________________  (circle one)  Home    Work    Message    Cell    Page/Beep
Emergency Contact (other than parent)   Name ___________________________________  
Phone ______________Relationship to child: _____________________________________
Program Requested:     Wausau Area___   Full Day Program__ Half Day Program___
 D.C. Everest Area___  Full Day Program __   Half Day Program ___  Mosinee Area__ Full day Program
Child lives with ( Please circle all that apply):  *Mother  *Father  *Step-Mother  *Step-Father  *Foster-Mother
*Foster-Father  *Guardian  *  Adult Sibling     * Other (list) _______________________________________ 

Please list information for All Persons residing with the child at the address shown above:
	NAME
	BIRTHDATE
	RELATIONSHIP TO CHILD
	SOCIAL SECURITY #

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


TRANSPORTATION INFORMATION

NOTE: Unfortunately, we do not have transportation services available for our Mosinee center.
Transportation services are available in limited areas for our Wausau and D.C. Everest centers. To help us to be able to determine your child’s eligibility for Head Start transportation services, please provide the following information:

Address for Head Start Transportation Pick-up:___________________________________
Address for Head Start Transportation Drop-off:___________________________________
If applicable: Daycare Provider’s Name: _______________________ Phone #___________
If your child is not eligible for transportation services because the address given is outside of designated transportation areas, are you willing to provide transportation? Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

ELIGIBILITY INFORMATION

Income

FEDERAL LAW REQUIRES MCCDA Head Start TO VERIFY ALL HOUSEHOLD INCOME.   Please include documentation of your income with this application. We will need this documentation to complete your application.

To verify, please send a copy of the first page of your most current Federal Income Tax Form

OR
Documentation of all Income for past 12 months:

List by Family Member; List ALL sources of income (such as): WAGES, SELF-EMPLOYMENT, SOCIAL SECURITY, DISABILITY BENEFITS, ALIMONY, CHILD SUPPORT, STUDENT FINANACIAL AID/SCHOLARSHIPS, UNEMPLOYMENT COMPENSATION, TEMPORARY ASSISTANCE TO NEEDY FAMILIES (TANF) – Please send copies of documents verifying each income source listed.  If you have questions about Head Start verifying your income, please call 715-845-2947.

Disability/ Special Needs

Check all that apply:


 FORMCHECKBOX 
  Visual impairment (includes blindness)
 FORMCHECKBOX 
  Health Impairment


 FORMCHECKBOX 
  Learning Disability

 FORMCHECKBOX 
  Hearing impairment (includes deafness)
 FORMCHECKBOX 
  Speech and Language Impairment  
 
 FORMCHECKBOX 
  Traumatic Brain Injury


 FORMCHECKBOX 
  Emotional/Behavioral Disorder

 FORMCHECKBOX 
  Autism



 FORMCHECKBOX 
  Orthopedic Impairment

 FORMCHECKBOX 
  Non-English Speaking


 FORMCHECKBOX 
  ADHD/ ADD 



 FORMCHECKBOX 
  Other _________________
Have the above needs been diagnosed by a specialist?  Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
  Suspected  FORMCHECKBOX 

If yes, give diagnosis, date and source:______________________________________________________________________
Was your child referred to our program?   Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
  If yes, by whom? _________________________________________
Home Language Survey

Relationship of Person completing this survey to child/applicant:   FORMCHECKBOX 
 Mother    FORMCHECKBOX 
 Father    FORMCHECKBOX 
 Guardian    FORMCHECKBOX 
 Other(list)_________
Check the correct response for each of the following questions and indicate other languages if applicable.








    ENGLISH   OTHER   PLEASE SPECIFY LANGUAGE(S)
1. What language did the child speak when (s)he first began to talk?
            FORMCHECKBOX 

              FORMCHECKBOX 
       ________________________________

2. What language does the family speak most of the time at home?              FORMCHECKBOX 
               FORMCHECKBOX 
       ________________________________
3. What language does the parent(s) speak to the child most of the time?    FORMCHECKBOX 
               FORMCHECKBOX 
       ________________________________
4. What language does the child speak most often?                                        FORMCHECKBOX 
               FORMCHECKBOX 
       ________________________________
5. What language does the child speak most often to parents?                     FORMCHECKBOX 
               FORMCHECKBOX 
      _______________________________
6. What language does the child speak most often to brothers/sisters?        FORMCHECKBOX 
               FORMCHECKBOX 
      _______________________________
7. What language does the child speak most often to friends?                       FORMCHECKBOX 
               FORMCHECKBOX 
      _______________________________







      

YES        NO

8. Does an adult family member living with the child speak/read/write English?
 FORMCHECKBOX 

 FORMCHECKBOX 

9. In what language do parents/guardians request oral or written communication      ENGLISH  OTHER

from the school?







 FORMCHECKBOX 

 FORMCHECKBOX 
   _______________________
Certification:  I certify that all of the information on this application is true.  If any part is false, my participation in this agency’s program may be terminated and I may be subject to legal action. I also understand that the information in this application will be held in strict confidence within the agency and is accessible to me during normal business hours.

Parent/Guardian/Foster Parent’s Signature _________________________________________  Date: ___________

Please return this application, written documentation of income verification, and copy of child’s immunization record to:



Marathon County Child Development Agency -- Head Start



616 Grant Street



Wausau, Wisconsin  54403
