









	Plea e tell us how you heard about our program: 
	Todays Date: 
	Tribal Affiliation: 
	provide verification CDIB DY es O No: 
	Has this child been previously enrolled in another EHSHS program: 
	OYes DNo: 
	APPLICANT INSURANCE INFORMATION Does the applicant ChildSelf have medical coverage D Yes D No: 
	D Medicaid D SoonerCare D Indian Health Services IRS  Clinic: 
	Does the applicant have Dental Coverage D Yes: 
	D BIOLOGICAUCUSTODIAL PARENT: 
	Marital Status D Married D Single DDivorced DSeparated D Widowed DBOTH Biological Parents in Home: 
	Physical Home Address: 
	Mailing Address  IF DIFFERENT: 
	undefined: 
	2: 
	3: 
	4: 
	undefined_2: 
	6: 
	7: 
	1 My child may be transported for Head Start services HEAD ST ART ONLY D Yes D o: 
	2 My child may be observed in a group setting by a Mental Health Professional D Yes D o: 
	3 My child may be photographed for use in EH HS Public Relations program D Ye D o: 
	Information System OSIIS D Ye D o: 
	AppliCMtPnrentLegol Guardian ignantre: 
	Dale: 
	Name ofChildren First Middle LastRow1: 
	MaleFemaleRow1: 
	Date ofBirthRow1: 
	Name ofChildren First Middle LastRow2: 
	MaleFemaleRow2: 
	Date ofBirthRow2: 
	Name ofChildren First Middle LastRow3: 
	MaleFemaleRow3: 
	Date ofBirthRow3: 
	PrintName of ParentGuardian or Name Adult Care for Child: 
	Date: 
	Date_2: 
	Phone Number: 
	Address: 
	City: 
	State: 
	Zip: 
	undefined_3: 
	Printed Name: 
	Signature: 
	Title: 
	Date_3: 
	undefined_4: 
	DTE: 
	1sr YEAR OF ER VI E: 
	2 YEAR OF ERVICE: 
	3RD YER F ER VICE: 
	Address Verification: 
	Signature1_es_:signer:signature: 
	Text12: 
	Text13: 
	Text14: 
	Text15: 
	Text20: 
	Text23: 
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off
	Text47: 
	Check Box48: Off
	Check Box49: Off
	Check Box50: Off
	Check Box51: Off
	Text52: 
	Check Box53: Off
	Check Box54: Off
	Check Box55: Off
	Check Box56: Off
	Check Box57: Off
	Check Box58: Off
	Check Box59: Off
	Check Box60: Off
	Check Box61: Off
	Check Box62: Off
	Check Box63: Off
	Check Box64: Off
	Check Box65: Off
	Check Box66: Off
	Check Box67: Off
	Check Box68: Off
	Check Box69: Off
	Check Box70: Off
	Check Box71: Off
	Check Box72: Off
	Check Box73: Off
	Check Box74: Off
	Check Box75: Off
	Check Box76: Off
	Check Box77: Off
	Check Box78: Off
	Check Box79: Off
	Check Box80: Off
	Check Box81: Off
	Check Box82: Off
	Check Box83: Off
	Check Box84: Off
	Check Box85: Off
	Check Box86: Off
	Check Box87: Off
	Check Box88: Off
	Check Box89: Off
	Check Box91: Off
	Check Box92: Off
	Check Box93: Off


