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Urban League
Head Start Program

:Enrollment Pack

“Train up acktld in tke ١va>) he should, go...
Pro^e٠ '١bs22:6

Dr. Mary Crockett-Smith
Execu t i ve D i rec to r

The Christian Academy Too
8 9 2 3 R i v e i ^ i e w D r i v e

St. Louis, MO 63137
(314) 455-4172

The Christian Academy
1162!West F lo r i ssan t Ave .

Florissant, MO 63033
(314) 838-DOER (3637)



0urban leagueof Metropolitan Saint Louis, Inc. fl l j
EMPOWERING COMMUNITIES. CHANGING LIVES.

U R B A N L E A G U E H E A D S T A R T
D O C U M E N T C H E C K L I S T

(Items needed for en٢0ttm,ent١

C h i l d ' s I n f o r m a t i o n
вC h i l d ' s B i r t h C e r t i fi c a t e

٠Child's Up to Date Immunization /Shot Records
٠Child's Physical Exam

Including HGB/HCT
๐ L e a d Te s t
๐ Т Б T e s t

o

٠availe, hut uot required to eurott \ة
๐ V i s i o n E x a m

๐Hearing Exam
C h i l d ' s D e n t a l E x a m๐

P a r e n t I n f o r m a t i o n
٠P a r e n t ' s P h o t o I D
٠P a r e n t ' s P r o o f o f I n c o m e

٠Previous year W-2 or 1040
٥T A N E L e t t e r

oChild Subsidy letter
oUnemployment Letter of SSI Award



MISSOURI DEPARTMENT OF HEALTH AND SENIOR SERVICES
BUREAU OF COMMUNITY FOOD &NUTRITION ASSISTANCE

MISSOURI DEPARTMENT OF ELEMENTARY
and secondary EDUCATION
OFFICE OF CHILDHOOD -CHILD CARE COMPLIANCE

СН1Ш САЯЕ INROUMINT form
DISCHARGE DATEADMISSION DATEFACIU^/PROVIDER NAME

URBAN LEAGUE HEAD START THE CHRISTIAN ACADEMY

B I R T H O A T EGENDERCHlUyS NAME

CHłU)'S ADDRESS (STRÏEÏ. City. StATË. ZPCODE)

IDENTIFYING INFORMATION
TELEPHONE N٧M8؛RPARENT/eOARDIANNAME

ADDRESS (STREET, Cl̂ , STATE, ZIP CODE) OR CHECK IF SAME AS CHIED'S ADDRESS

EMAIL ADDRESS

WORK/SCHOOL SCHEDOLEEMPLOYER OR SCHOOL

WORK TELEPHONE NUMSEREMPLOYER/SCHOOLADDRESS 'STREET- CITY. STATE. ZIPCOOEl

TELEPHONE NUMBERPARENT/GUARDIAN NAME

address (STREET, CITY, STATE, ZIP CODE) OR CHECK IF SAME AS CHILD'S ADDRESS Π

EMAIL ADDRESS

WORK/SCHOOL SCHEDULEEMPLOYER OR SCHOOL

WORK TELEPHONE NUMBEREMPLOYER/SCHOOL ADDRESS (STRECT, Cl̂ , STATE, ZIP CODE)

If YOU or amember of your immediate family ever served In the U.S. Armed Forces, click here for more information about military-
.oi^roH in MiRoiiri nr visit www.dese.mo.gov/veterans-se^ices, -

EMERGENCY CDNTACT AND PERSONS ÌĨpRĨZẾạrO TAKE CHIID.FROM FACILITY OTHER THAN PARENT
TELEPHONE NUMBER(S)RELATIONSHIPTO CHILDN A M E

ADDRESS (STREET, CITY, STATE, ZIP CODE)

TELEPHONE NUMBER(S)RELATIONSHIP TO CHILD
N A M E

ADDRESS (STRECT. CITY, ЭТАТЕ, ZIP CODE)

m.n'al -ً؛لأما™โ؟€٠ 'ไ ."¡و٠٢ج^اذ" ■٠ฦ؛mitwle on the basis of race, color, raition, sender, sender yentity, ใ«ะพท01.؛؛* noi ؛n doe،؛؛I Dspartment of Eidtary 3๗ Sstoodary Edot٠al
o:;:اใoةئ๗)vت:fج;;':ة؟لتتت:ل:ل':t٢لrไ:รı'вไئ:¡n:oq:ت::ใة:ةةة;'::ذتهاrr:٠:iةاđ:i:؛¡ะ;wهتلش'غلcP٠h؛:
.١bone nttinhor 573-SJSA7S7 or ΓΓΎ ЯОО'7Т5-2956; *ท١ท11 cíyllriRhK.dese.mo.aay.؛t0Z-ÍHS0; fi١lt0٦؟٠ÃTRİe vil.sth Florir. TOS -It.Rírrsrii. Slrrìrl, pD- Br?.x .LAP, lerTnicnn rily, MO fi؟Act/ÜIN.V٧

F A S E l
7 7 1 ^ ) ' 1 » - 5 3 J 7 ( R٥؛M 0



COMMENTS ON CHILD'S DEVELOPMENT
(PERSONAL DEVELOPMENT، BEHAVlTiTERNS، HABITS, &INDIVIDUAL NEEDS)

R E L A T E D C H I L D

CH!LD'S RELATION TO CHILDCARE PROVIDER

0 N o

ETHNIC AND RACE INFORMATION (YOU ARE jMOJ REQUIREU JO ANSIM THÍSÍÉCÍION)

Are you of Hispanic or Lat!no origin? □Yes 0No

□ Ξ □ □□
What is your race?

(Select one or more.)
Black or Afr ican

A m e r i c a n
Nạ t i٧e Hawai ian o r

other Pacific Is lander

W h i t eAmer ican Ind ian o r
A laskan na t i ve

A s i a n

CHILD'S PROJECTED ATTENDANCE SCHEDLJLE AND Α.ΝΥ VARIATION'S EKPtCrEO
Wil l ch i ld a t tend :

□F u l l t i m e □P a r t t i m e Describe any
changes or variations
in usual attendance,

including shift changes.

When does your child
usually leave each day?

When does yourctiild
usually arrive each day?

Check what days
your child will attend.

□p . m . □ a . m . 0 p . m .Monday 0 0 a . m .

□a . m . Öp.m.0 0 a . m . □p . m .Tuesday

□a . m . □p . m .0 0 a . m . □p.m.Wednesday

0 p . m .H 0 a . m . □p . m . □ a . m .Thursday

□ a . m . 0 p . m .Friday 0 Ξ a . m . □p . m .

□ □ a . m . □p . m . □ a . m . □p . m .Saturday

□ □ a . m . □p . m . □ a . m . □p . m .Sunday

□örçakfaşt □Morning snack ٠Lunch ٠Afternoon snack □Supper □Evening şnaçk ΠNone
H O L I D A Y S Y O U R i H l I C A i l H S m S g ;

□N e w Ye a ^ s D a y
□Martin Luther King, Jr.'s BIrtfiday
□Lincoln's Birthday
□Washington's Bir t t iday

□E a s t e r
□Truman Day
□Memorial Day
□J u n e t e e n t h

□Independence Day

□ l a b o r D a y
□Columbus Day
□Veterans Day
□Thanksgiving Day
□Christmas Day

MO 5๓-5317 (Rev 0672)



A U T H O R I Z AT I O N F O R E M E R G E N C Y M E D I C A L C A R E

understand that !will be notified at once In the event of an emergency with my child, and Iwill make arrangements for medical care ofا
my child with the physician or hospital of my choice. If Icannot be reached to make the necessary arrangements, or in acritical
emergency requiring medical care, Iauthorize

UREAN LEAGUE HEAP START -THE CHRISTIAN ACADEMY
(CHIUXARE FACILE NAME)

to contact the following:

P H Y S I C I A N O R Í L I N I C

T E L E P H O N E N U M B E RN A M E

PREFERRED HOSPITAL

TELEPHONE NUMBERN A M E

ACKNOWLEDGMENTS
PARENT/GUARD!AN INITIALS1have received acopy of this facili٧s policies pertaining to the admission, care, and discharge of children.A

PARENT/GUARDIAN INITIALSIhave been informed that acopy of the licensing rules for child care home or the licensing rules for group
child care homes and centers is available at this facili^ for review.

PARENT/GUAROIAN INITIALSThe provider and Ihave agreed on aplan for continuing communication regarding my child's
development, behavior, and Individual needs.

PARENT/GUARDIAN INITIALSWhen my child is ill, Iunderstand and agree that s/he may not be accepted forcare or remain In care.

PARENT/GUARL5IAN INITIALSIunderstand that, before the first day of attendance by my child, Iwill provide proof of completed age-
appropriate immunizations or exemption from Immunizations.

E

PARENT/GUARDIAN INITIALSI□do □do not give permission for field trips/excursions. 1understand that Iwill be notified in advance
when they are planned.

PARENT/QUARDIAN INITIALSI٥do Ũdo not give permission for the facility to transport my child.G

PARENT/GUARDIAN INITIALSIhave been informed and have received acopy of the facilitas safe sleep policy when enrolling achild less
than one (!) year of age.

H

1have been notified that 1may request notice at initial enrollment or at any time thereafter whether there PARENT/GUAROIAN INITIALS
are children currently enrolled in or attending the facility for whom an immunization exemption has been
fi l e d .

1

PARENT/GUARDIAN SIGNATURE D A T E

PARENT/GUARDIAN SIGNATURE D A T EF I R S T A N N U A L U P D A T E

г

- تـــــــــــــــــــــةل٠ة
اج
ت٧

PAREWGUARD.AN S!GNATURE D A T ESECOND ANNUAL UPDATE

٠ PARENT/GUARD.AN S!GNATURE D A T E^ I R D A N N U A L U P D A T E

ئ

MO 505-3317 (R^ 06دةا)



U S D A N o n d i s c r i m i n a t i o n s t a t e m e n t

In accordance with federal civil rights law and U.S. Department of Agriculture (USDA) civil rights regulations and policies, this Institution
Is prohibited from discriminating on tfie basis of race, color, national origin, sex (including gender identity and sexual orientation),
disability, age, or reprisal or retaliation for prior civil rights activity.

Program information may be made available In languages other than English. Persons with disabilities who require alternative means of
communication to obtain program information (e.g., Braille, large print, audiotape, American sign language), should contart the
responsible state or local agency that administers the program or USDA's TARGET Center at (202) 7202600 (voice and ΤΤΎ) or contart
USDA through the Federal Relay Senrice at (800) 877-8339.

To file aprogram discrimination complaint, 3Complainant should complete aForm AD-3027, USDA Program Discrimination Complaint
Form which can be obtained online at: httDs7/www.usda.gov/sites/default/files/documents(USDA-OASCR%20P-Complaint-Fo
05080002-508-ll-28-17Fax2Mail.pdf. from any USDA office, by calling (866) 632-9992. or by writing aletter addressed to USDA. The
letter must contain the complainant's name, address, telephone number, and awritten description of the alleged discriminatory artion
in sufficient detail to Inform the Assistant Secretary for Civil Rights (ASCR) about the nature and date of an alleged civil rights violation.
The completed AD-3027 form or letter must be submitted to USDA by:

m a i l ;

U.S. Department of Agriculture
Office of the Assistant Secreta^ for civil Rights
1400 Independence Avenue, sw Washin.on,
D.C. 202509410; or
f a x :2.

(833) 256-1665 or (202) 690-7442; or
e m a i l ;

D r o g r a m . i n t a k e @ u s d a . g o v

3 ,

This institution is an equal opportunity provider.

MO 13317 lRev06-27)



Applicant &Family Member Information
<بــــــــــــــــــب: ه4 | , -،ل، ; ؛ г ц л .t l

S S NB!rthday G e n d s ٢ i n ؛A lS u f fi x N ! c k n a m el a s tj F rا s t
ا Ỉ
ا

Other Language Proficiency I
□ L i t t l e

□M o d e r a t e
□ N o n e

□P r o fi c i e n t
Doctor/Medica! Home

O t h e r l a n g u a g eHispanic
□ Y e s

□ N o

English Proficiency
□ L i t t e

□M a c e r a t e
□ N o n e

□P r o fi c i e n t

Medicaid Eligibility
□Not Eligible
c O n M e d i c a i d

□Potent ia l ly

٠ R a c e

ị □A s i a n
S l a c k ؛□
□ W h i t e

□ O t h e r :

Primary Health Coverage

□A m e r i c a n I n d i a n / A l a s k a N a t i v e
□H a w a i i a n / P a c i fi c I s l a n d e r
□M u l t i - R a c i a l

I

ا

Medicaid #I n s u r a n c e #Other Coverage

I
I
ا

Dent is t /Denta l HomeDental Coverage #Dental Coverage I

l i i i lί τ .ρ :
G e n d e r S S N Alt IDS u f fi x N i c k n a m e Birthdayl a s tM i d d l eF i r s t

ottier Language Proficiency
□L i t t l e
□M o d e r a t e
□ N o n e

P r o fi c i e n t

Check all that apply:
□lives with Family
□Prov ides F inanc ia l Suppor t
□Te e n P a r e n t

English Proficiency
□ l i t t l e

M o d e r a t e
□ N o n e

□P r o fi c i e n t

Other languageHispanic
□ Y e s
□ N o

R a c e

□A s l a n
□S l a c k
□ W h i t e

□O t h e r :

Highest Grade Completed
□A s s o c i a t e ' s
□S a c h e i o r ' s
□Col Dsg^ ra ln
□Co l o r Adv Tra i n

□A m e r i c a n I n d i a n / A l a s k a N a t i v e
□H a w a i i a n / P a c i fi c i s l a n d e r
□M u l t i - R a c i a l

Custody
□ Y e s
□ N o

Child's Relationship
□Biological/Adoptsd/Step
□G r a n d c h i l d
c O t h e r R e l a t i v e
□ F o s t e r

□ O t h e r

Employment Status
□Full Time &Tra!n!ng
□Part Time &Training
□Training or School
□R e t i r e d o r D i s a b l e d

□F u l l T i m e
□P a r t i i m e
□ S e a s o n a l

□Unemployed

□G r a d e 1 0
□G r a d e 1 1
□G r a d e 1 2
G r a d e 9ي□
□H S G r a d u a t e
□M a s t e r ' s

if teen parent, subsidized?
□Y e s □N o

□ g :

E m a i l A d d r e s s ;

-
Middle

5 - 1--! -
S S N Alt IDG e n d e rS u f fi x N i c k n a m e Birthdayl a s tF i r s t

Other language Proficiency
□ L i t t l e

□M o d e r a t e

□ N o n e

□P r o fi c i e n t

Custody Check all that apply:
□ l i v e s w i t h F a m

□No □Provides F inancia l Suppor t
□ ^ e e n P a r e n t

English Proficiency
□ l i t t l e
□M o d e r a t e
□ N o n e

□P r o fi c i e n t

Other languageHispanic
□ Y e s
□ N o

R a c e

□ A s l a n

□ S l a c k

□ W h i t e

□O t h e r ;

c A m e r i c a n I n d i a n / A l a s k a N a t i v e
□H a w a i i a n / P a c i fi e I s l a n d e r
□M u l t i - R a c i a l

Child's RelationshipEmployment StatusHighest Grade Completed
□A s s o c i a t e ' s

□B a c h e l o r ' s

□Col Deg/Train
□Col o r Adv Tra in
□ G E O

□Full Time &Training □Siological/Adopted/Step □Yes
□Part Time &^ra in ing □Granachl id
□Training or School

□F u l l T i m e
□P a r t T i m e

□S e a s o n a l
Unemployed 3Retired or Disabled؛□

□G r a d e 1 0

□G r a d e 1 1

□G r a d e 1 2

c < G r a d e 9
□H S G r a d u a t e

□M a s t e r ' s

□o t n e r R e l a t i v e

□ F o s t e r

'□ o t h e r If teen parent, subsidized?
□Y e s □N o

E m a i l A d d r e s s :

ไ 1
S u f fi x

ب١دتـــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــة٦٠ : 7 ;٣ '
Gender

L· i
S S NBi r thdayN i c k n a m eL a s tM i d d l eF i r s t

Other Language Proficiency
□ l l t t ؛ s

□M I o d e r a t e
□ N o n e

□P r o fi c i e n t

Englisti Proficiency
n l i t t l e

□M o d e r a t e

□N o n e
□ P r o fi c i e n t

other LanguageHispanic
□ Y e s

□ N o

R a c e

□ A s i a n

□ B l a c k

□ W n l l e

□O t h e r :

□Amer i can I nd ian /A laska Na t i ve
□H a w a i i a n / P a c i fi c I s l a n d e r.
□M u l t i - R a c i a l

-
Middle

l i -
S S NG e n d e rN i c k n a m e BirthdayS u f fi xL a s tF i r s t

Other Language Proficiency
□ l i t t l e

□M o d e r a t e

□ N o n e

□P r o fi c i e n t

Englisti Proficiency
□ l i t t l e

□M o d e r a t e

□ N o n e
□ P r o fi c i e n t

Other languageHispanic
□ Y e s

□ N o

R a c e

□ A s i a n

□ B l a c k
□ W h i t e

□ O t h e r :

□Amer i can I nd ian /A laska Na t i ve
□H a w a i i a n / P a c i fi c I s l a n d e r
□L l u l t i - R a c i a l

Jf afamily has more than one child applying for services, please complete aseparate copy of this form for each applicant.

klanagsmeiit Information 201؟© iChnologyUS.^ Inc 6٠'3.Ί5



Applicant &FamiJy Member information
m i i i ¡

Alt ID
-

S u f fi x

[ í i ắ ấ
G e n d e ri S S NBirthdayN i c k n a m el a s t Mا i d d l eF i r s t

ottier language Proficiency إ
□ l i t t l e
□M o d e r a t e

□ N o n e

□P r o fi c i e n t
Doctor /Medical Home

Other languageEnglisti Proficiency
l i t t l e ء

M o d e r a t e □؛
□ N o n e

□P r o fi c i e n t
Medicaid Eligibility
□Not Eligible
□O n M e d i c a i d
□Potent ia l ly

Hispanic
□ Y e s

□ N o

R a c e

A s l a n□؛
B l a c k ؛□
□ W h i t e

□ O t h e r :

Prima^ Health Coverage

□A m e r i c a n I n d i a n / A l a s k a N a t i v e
□H a w a i i a n / P a c i fi c I s l a n d e r
□M u l t i - R a c i a l I

Medicaid #Insurance #Other Coverage

Dent is t /Denta l HomeDental Coverage #Den ta l Cove rage
I

مــــــــــــــــــســـــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــى3
F i r s t

ه

M i d d l e A l t I DG e n d e r S S NN i c k n a m e BirthdayS u f fi xl a s t

Other language Proficiency
□ L i t t l e
□M o d e r a t e

□N o n e
□P r o fi c i e n t

Check all that apply:
□Lives with Family
□Prov ides F inanc ia l Suppor t
□Te e n P a r e n t

English Proficiency
□ l i t t l e

□M o d e r a t e
□ N o n e

□P r o fi c i e n t

Other languageHispanic
□ Y e s

□ N o

R a c e

□A s i a n
□ B l a c k

□ W h i t e

□O t h e r :

Highest Grade Completed
□A s s o c i a t e ' s
□B a c h e l o r ' s
□Col 0ед.^1га؛п
□Co l o r Adv F ra in
□ G E D

□A m e r i c a n I n d i a n / A l a s k a N a t i v e
□H a w a i i a n / P a c i fi c I s l a n d e r
□M u l t i - R a c i a l

Custody
□ Y e s

□ N o

ctilld's Relationship
□Biological/Adopted/Step
□G r a n d c h i l d
□o t n e r R e l a t : v e
□ F o s t e r

□ O t h e r

Employment Status
□Full fime &fraining
□P a r t fi m e & f r a m i n g
□training or School
□Ret i red o r D i sab led

□F u l l fi m e

□P a r t fi m e
□S e a s o n a l
□U n e m p l o y e d

□G r a d e 1 0
□G r a d e 11
□G r a d e 1 2
□< G r a d e 9
□H S G r a d u a t e

□M a s t e r ' s

teen parent, subsidized?
□ Y e s □ N o

E m a i l A d d r e s s :
1

- د
A l t I DSSNG e n d e rB i r thdayS u f fi x N i c k n a m eMiddle l a s tF i r s t

Other language Proficiency
□ l i t t l e

. M o d e r a t e

□ N o n e

□P r o fi c i e n t

Check all that apply:
□lives with Family
□Prov ides F inanc ia l Suapor t
□ f e e n P a r e n t

Other languageEnglish Proficiency
□ L ! t t l e

□M o d e r a t e
□ N o n e

□P r o fi c i e n t

H ispan ic
□ Y e s

□ N o

R a c e

□ A s l a n

□ B l a c k

□ W h i t e

□O t h e r ;

□A m e r i c a n l n d؛a n / A l a s k a N a t i v e
□H a w a i i a n / P a c i fi c I s l a n d e r
□M u l t i - R a c i a l

Custody
□ Y e s

□ N o

Child's Relationship
□Biological/Adoofed/Steo
□G r a n d c h i l d
□O t n e r R e l a t i v e

F o s t e r ء

□ O t h e r

Employment StatusHighest Grade Completed
□A s s o c i a t e ' s
□B a c h e l o r ' s
□COi Deg/frain
□C o l o r A d v f r a i n
□ G E D

□Full fime &fra؛n!ng
□Part t ime Sfraining
□training or School

□ F u i l fl m e
□ P a r t fi m e

□ S e a s o n a l

□Unemployed □Retired or Disabled

□G r a d e 1 0

□G r a d e 1 1

□G r a d e 1 2

□< G r a d e 9

□H S G r a d u a t e

□!Master's
If teen parent, subsidized?

□Y e s □N o

Erna i t Add ress ;

.ســــــــــــــــــثـــــــــــــــــــــــذ٠ذطــــــــــــــــــذغــــــــــــــــــتـــــــــــــــــــــــط
S S NG e n d e rB i r thdayN i c k n a m eS u f fi xl a s tMiddleF i r s t

Other Language Proficiency
□ l i t t l e

□M o d e r a t e

□ N o n e
□P r o fi c i e n t

Other languageEnglish Proficiency
□ l i t t l e
□fi l o d s r a t e
□ N o n e

□P r o fi c i e n t

Hispanic
□ Y e s
□ N o

R a c e
□A s l a n
□ B l a c k

□ W h i t e

□O t h e r :

□A m e r i c a n I n d i a n / A l a s k a N a t i v e
□H a w a i i a n / P a c i fi c I s l a n d e r
□M l u i t i - R a c l a l

nد r . - إ
SSNG e n d e rB i r thdayNl icknameSuffixl a s tMiddleF i r s t

Other Language Proficiency
□ l i t t l e

□M o d e r a t e

□ N o n e

□P r o fi c i e n t

O t h e r l a n g u a g eEnglish Proficiency
□ l i t t l e

□M o d e r a t e

□ N o n e

□ P r o fi c i e n t

Hispanic
□ Y e s

□ N o

R a c e
□ A s i a n

□ B l a c k

□L ' V h i t e
□O t h e r :

□A m e r i c a n I n d i a n / A l a s k a N a t i v e
□H a w a i i a n / P a c i fi c I s l a n d e r
□M u l t i - R a c i a l

٠If afamily has more than one child applying for services, please complete aseparate copy of this form for each applicant.

2019 جManagement Information Technolog',' USA, Inc. 615'.ل



η | |
Urban League Head StarťEarly Head start
Risk Assessment for Tubercuòsls

D O BParticipant Name

٢he following list of questions should be asked of the parent/legal guardian that is completing an
application for the.ir child

Has your child had anegative Tuberculin Skin Test within the past 6months?1

N o/Yes, date

Can you answer YES to any of the next 4questions:

٠Has your child been in contact with aperson with confirmed or suspected infectious
tuberculosis? This includes family members or friends ttiat have been in Jail or prison
during the last 5years.

٠Has your child immigrated from Asia, the Middle East, Africa, or Latin America?
٠Has your child had significant contact with aperson from Asia, the Middle East, Africa

or La t in Amer ica?

٠Is your child infected with HIV or living with an HIV-infected person?

2

N oY e s

Has your child been exposed to any of the following:
٠HlV.lnfected person
٠Resident of aNursing Home
٠An adolescent or adult who has been institutionalized (living in agroup setting/home)
٠An adolescent or adult who has been incarcerated
٠Amigrant farm worker

3

Homeless person
Aperson who uses illegal drugs

N oY e s

Has your child had aTuberculin Skin Test that was read and if so, when was It given?4 .

/ N oYes, date

D a t eParent s!gnatu٢e

DateStaff Signature

April 2022



1،^5τΙτ|؛؛Θн|01̂ ТАет U R B A N L E A G U E l ỉ l ỉ A D S TA R T P R O G R A M
Ciliid Health Elistory

□M a l e:B i r t h ؛Da ieo u F e m a l e C h i l d P l u s I D :Ch i ld ' s Name:

Staff Title: Prog٢am Coord!natorstaff Completing Form: Marian Brooks
Date Form Completed;P a r e n tPerson In terv iewed

د i- -

1. Do you have medicalinsurance?
□ c h i p

7

□O t h e r□Pri٧ate Insurance □No Insurance□Med ica id /CHIP□M e d i c a i d
2. Pr ima^ Doctor : -

C l i n i c N a m e :

A d d r e s s ;

3. Primair Dentist:.
Clinic/Group Name;
A d d r e s s :

P h o n e N u m b e r :

Date o f Last Vis i t ;
□No Doctor at this time

P h o n e N u m b e r :

Date of last Visit; □No Dentist at this time

؛ -
1. Does the CHILD have ahistory of any of the following &is the child currently being treated for:

Y E S N ON O Y E S N OY E S

E a r l u b e sE c z e m aA s t h m a

Hearing AideA n e m i aD iabe tes
Sickle Cell

D i s e a s e
Se izu re

Heart Disorder
D isorder /Ep i lepsy

Respiratoir
D i s o r d e r

Sickle Cell TraitG - Tu b e

2. □ Yes □No Are there any conditions that get in the way of the child's evenrday activities?
If yes, describe;

I-f

□Yes □No Is your child allergic to anything? (Medications, Animals, Insects, Dust, Food, etc.)
If yes, please specify:  .
For staff: ff food allstgy. pissss snsrirs information ts comptstsd undsr "spcoiat Oiot" on Nutrition Asssssmsnt
What Is ttie reaction? (rash, hives, etc.); -

1

2. □ Yes □No Is an EpiPen and/or antihistamine (Senadryf, Zyrfec, efc.) needed?
-
1. How much did this child weigh at birth?

---
pounds

2. □Yes □No Did mother have any health problems during this pregnancy and/or deliver? Explain;
o u n c e s

□Yes □No Was the child born more than 3weeks early or late?
□Yes □No ١A/ere there any problems with this child immediately after birth? Explain:

3,

4 .

5. □Yes □No Does any of the above affect the ctiild now?
- د

1. □ Yes □ No Does your child have adisabilify/mental wellness concern or do you suspect your child may tiave adisabilify or mental
wellness issue? If yes, please specify: -

2. □ Yes □ No Has aprofessional assessed/diagnosed your child? If yes, who? -
3, □ Yes □ No Has your child ever received Early Childhood Intê ention (ECt) Senrices?
4. □ Yes □ No Is your child cumently receiving sewices at home, if so what Agency? —
5. □Yes □No Does your child have an Individualized Family Senrice Plan (IFSP)?

Đ r s á M ĩ t ỹ & i t a l i í É « يــــــــــــــــــمـــــــــــــــــــــــــــــــــــــــــــــــــــــــــئـــــــــــــــــــــــــــــــــــــــــــــــــــــــــد

- lions ฬแ helpt tis better understand your chHd: ằ ỉ ẳ ài ^ e f o l t o w i n :

1. □Yes □No Does your child regularly bmsh their teeth and with fluoride toothpaste?

2. □Yes □No Have there been any big changes in your child's life in the last six months? .
3, □Yes □No Are you or your family having any problems ttiat may affect your child? 
4. □ Yes □No Is there anything else you would like for US to know about your child? —

Will the child need any medications or special accommodations for any of these health concerns at the Center?
□No Msdfcatfonr--□ Y e s

O a t sPaisriiGuardiaa s.g.-ia:„■·:

O a t sStaff signatura
. ،إذا - , , ل



©URBAN LEAGUEل٠ا ٠■؛٠٠، ام دأذ«آ؛؛إ. ٠هs t İ t | h؟ İ
U R B A N L E A G U E H E A D S T A R T

C H ! I D N U T R ! T !٥N R E C G R D

Date Comp!eted:C h i l d ’ s N a m e ؛

B i r t h D a t e :M a l e F e m a l e Age:,Sex: (please circle):

Family ShoppingW I G Community Food SourceF o o d S o u r c e s :
(Circle AU that Apply)

O t h e rB reas t M i l k F o r m u l a S o l i d F o o d sType of food: (circle all that apply)
Drink from cup F e e d s T h e m s e l٧e sMethods of consumption: (circle all that apply) Bo t t le Fed

What age did your child start the following:
Eat solid foods (months): Feed self (months):Drink from acup (months):

F o o d s c h i l d d i s l i k e sF a٧o r i t e f o o d sEating Frequency

22 1(Times per day): 1

How many glasses of fluid does your child drink in aday?

Circle those most frequently enjoyed: mi lk ju ice f ru i t dr inks soda/pop water other
Y e s N oD I E TA R Y H A B ! T S

Does your child take vitamins? If yes, what kind are they:
Were they prescribed?
Do they contain Iron?

a .

b.

Does your child have aspecific problem such as:
Overweight U n d e w e i g h tD i a b e t e sA n e m i a

Is your child allergic to any foods? If yes, please list:
Have Physician complete the Ntedlcal Substitution Form

Is there any food your child should not eat for religious or cultural reasons?

F o o d s t o A v o i d ;
2 . 3

Has your child's appetite changed in the last month?

Large Decrease(gfrcle Qne) Small Increase Large Increase Small Decrease
Does your child have trouble feeding him/herself?
If yes, describe:

Does your child have trouble chewing or swallowing?
If yes, describe

Does your cfiild eat or chew tilings other than food? (Ex. dirt, crayon, paper, etc.)
If yes, describe:

Does your child often tiave diarrhea or constipation?
If yes, please circle one: Diarrhea Constipation How Often?

Do you have any concerns about what your ctiild eats?
If yes, describe

/D a t e :Parent Signatureلم

/D a t e : /Staff Signature:

Revised Feb. 222ه



ΘυΡΠΛΝ.ΙΕΛΟυε٢؟؟عبقاش٠ا٠؛ل::::::.::::::น: Urban Leanne Hcatl Start/Ear!y Head Start
P I R A D D E N D U M

c١٠\\؛١iY·. Tììe Clìristìan Academy I ) I t e ؛
J٠!،r(íť!j؛١iit’s Name:

Tlil' PIR .Τιΐιΐΐίΐιΐιι,ΐ 'IS (Ιΐ'ί'ινι..CliililPliis 1١ا؛ by íliL FStVأأااابأأا,اآأاأ1، 1أأا) i,ťty)؛l؛'mmt؛ jliiiilly 111.٠٠ا 1أأ1،؛<١لاآ١إlis LíitiSL'íi.v/i'i'isís )،'أ،-وا'،أ,٠أ1؛آ 'ilil >»1ا، ull ,Iţ'i'ils -<٠،Re^ťn-ilsƒ
. f o r o n e c a l e i i í l í i r y e a r

١l٨TION FOR THE,١EOR,١ΌΚ IIRE TO RECEIVE I0٧Ι0'١١
?S :FOLEOWINC SER١íC I٠

I t t i t o

N O N E E D S / N O C l l٨N G E S
( i l i i l i ' )D E ' I '٨ I L S O F S E R V I C E S N E E D E DVe s

--P I R

Homeless Family
٨etiuireil bousing during the program yejir „
At least one parenFgiiartlian is 1؛ member ol'United Slates milita.'

Re te jed fo r se rv i ces by ae l i i l i l \ s ' e l l a r ^Rgng^^^_^^—
Iteceiving Supplemental Nutrition Assisitince I’rograni (SNAI))

F o s t e r c a r e d u r i n g n r o a r a i n y e a r
is child؛! ؛۶؛ ^؛Program receii'es acbild care subsi- ة 1 ا :

W I C

Fmergcney (immediate needs for food, clollting or sltelter)

Crisis Assistance (imntediate neeils for food, clotltiiig or slielter)

1^'ood
Housing (subsidies, utilities, repairs, etc.)
Clotlting
Transportation
Mental Heallli Sendees
Literacy or Education
F.nglish as aSecond Language (FSL) training
Adult !Education /GED classes/ college selection
f o b Tr a i n i n g
Substance Abuse Prevcnl ioi t
Substance Abuse 'Freatmcnl
Cbild Abuse and Neglect Services
! )omesl ic Vio lence Serv ices
Cbild Support Assistance
llcaltlt Fdpitjtlcludine Prenatal)
Assistance to Families 0،'Incarcerated
Parenting Education /Budget /Money Management
Marr iage Educat ion

ι , , - , ι ا , . . . , ؛ .٠ . . , ا



<ไ ٧Re.٥.N, .LĘAG.UC

head|ctart وج
Urban League Head 5tart/Ear!٧ Head start

Fami ly Par tnersh ip Agreement

Cente٢: The Christian AcademyParent/Guardlan's Name:C h i l d ' s N a m e ;

Please circle your answer to question below:

/Iam not currently in agoal setting process with another organization. Ifso, which organization?

lam /lam not willing to participate in family partnership agreement at this time.

I a n .

What skills/strengths do you have that may help you meet your goals? (circle all that apply)

flexibi l i ty Commitment Communication Sigi l ls Open-mindedness

Reliability Motivation Awareness Supportive family/friends other: —

Hones tyC r e a t i v i t yC o n fi d e n c e D e t e r m i n a t i o n

Organization fi m e - m a n a g e m e n t

Assistance Needed By FSW To Meet GoalsSteps To Be Taken By Parent To Meet GoalsFamily Goals

Goal Follow Up Notes/ReferralsContact TypeFol low-Up Date

D a t e :P a r o n t / G u a r d l a n :

D a t e :Family Service Worker/Home Visitor;

The Effective Dote of the Family Partnership Agreement Is the Child's Enrollment Date.
4/2022



U R B A N l E A G U E
٠ -٠٠ρ M E T f t O P O U T A N s r . L o m s . t N C .

К г л т ш т
- ь E A R L Y H E A D S T A R T

Ulban League Early Head Start/Head Start
P a r e n t / G u a r d i a n P r o g r a m A g r e e m e n t

A t t e n d a n c e

Urban League Head Start/Early Head Start must maintain or exceed an 85./. a٧erage daily
attendance rate and the cooperation and suppoit of parents is necessary to obtain tills goal. As a
Head Start parent/guardian, Iunderstand and agree to tlie Urban League Head Start/Early Head
Start Program Agreernent as follows (Please check all)·.

□My cliild will niaintai!! or exceed an 85% attendance rate.

□If my cliild is absent for five (5) consecutive days of uncxcLised absences, sfiie may be
terminated a!id placed on awaitlist and tlieir slot may lie provided to anotlier clilld.

□If my cliild is ill 01' otherwise unable attend Head Start/Early Head Start for any reason, Iwill
notify the center by 8:30 am on that day.

□If my cliild is not in attendance and anotice of that absence is not received at tine center, the
staff will teleplioiie or make aliomc visit to determine tine reason for tlie absence.

□If niy clilld is absent for an excessive period of time his.lier enrollment status may cliaiige to
temi ina ted /bva i t l i s ted .

□Imust contact tlie centei- immediately with any clmangc in my address, pilone 0ل- emergency-
contact numbei 's.

□Iam aware tlmat nmy clmild can only be picked up by aperson listed on limy jmick Lip list tliat is
18 years old and older.

F u l l - D a v S e r v i c e s

If my clmild is receiving Full-Day sendees, ILiimderstaiid that:

□Imust provide verifiicatioii of full-time employment, sclmool 01' training at tmvo separate
times during time Head Start/Early Head Start program year, time first time being at enrollment and
time second being later ill time progi'am year.

□1am aware tlmat limy cliild must be signed In/out electronically as well as on time classroom
sign irnOut slieet.

□If Iam not eligible to receive time Missouri Clmlld Care Subsidy, Iwill be responsible for a
co-paynieimt for time extended services provided by Urban League Head Start program.

As pareiiưguardiciii, Iuiulerstimnd tlie Program Agreement as explalneil to me on tills date.

C h i l d ’ s N a m e :

D a t e :~ G u a r d i a n S i g n a t u r e :

4 / 2 0 2 2



U R B A N L E A G U E
O P M E T R O P O L Î T A N ٥٣ . L٠y ،s . . N C

-
S E A R I Y H E A D S T A R T

U R B A N l E A G U E H E A D S TA R T / E A R LY H E A D S TA R T

Consent fo٢ Soc la ! /Emot lona ! Obsen/a t؛on/Consu! ta tJon

T. support prog٢am-wlde socla! and emo؛Iona! we!!-be!ng of chl!d٢6n In our program, the
Urban league Head start and Eady Head start Menta! Heath Coordinator will provide
classroom obse^ation, individual children obsen/ations. and consultation with teachers and

parents/guardians (upon request).

D O B :C h i l d ' s N a m e :

I

(Print Name)

Give consent for the following services to be provided:
٠C l a s s r o o m o b s e r v a t i o n s

٠ I n d i v i d u a l o b s e r v a t i o n s

٠Consultation with the Head Start/Early Head start staff
٠S o c i a l / E m o t i o n a l a c t i v i t i e s

٠R e f e r r a l s f o r s e ñ o l e e s

ParenffGuardian Signature D a t e

Valid for the entire school year. Consent is volunta^ and may be revoked at any time by the parenVguardian.

Updated 4.15.22



© y | |Ş I !pDİsdP L Y K S A D S٢A٩ r

U R B A N L E A G U E H E A D S T A R T / E A R L Y H E A D S T A R T P R O G R A M
D I S A B I L I T Y / S P E C I A L N E E D S I N T A K E

Date of Birth:C h i l d s N a m e :

Please review the following list and check all the areas that your child lias asuspected 01'
diagnosed Special Need or Concerns. List the name of the person or place tliat made tlie
diagnosis and can provide Head Start with additional information to help US provide
services to your child &family.

Do you have concerns about your child's growtli or development? Yes No

N o t

Applicable Suspected Diagnosed Diagnose by
( L E . D٢. / F i r s t
Steps/IIospital)

C o n c e r n s

(Please check all tliat apply )
□□ □Speech/Language Difhculties

Hearing Problems
Vi s u a l P r o b l e m s

Bel iav io r D lsorde! -

M e d i c a l P r o b l e m s

Problems Running or Walking
Head Injury
O t l i e r s

□ □□

□□ □

□ □ □

□□ □

□□ □

□□ □

□□ □

Is your clrild receiving services for this disability such as therapy 01' early cliildliood special education or
No (Please circle one)Y e shospital?

Does your clrild have aCase Manager from St. Louis Office of Developmental Disability Resources
No (Please circle 0!ie)(formally hlRDD)?

If yes. Case Manager’s Name
Y e s

No (Please circle one)
Yes No (Please circle one)

Does your child have acurrent Individual Education Program (IEP)? Yes
If yes. Can you provide US with acopy of your child’s IFSP or IEP'?

Please list any other Community Agency or School District where your cliild has received services,
and comp le te aRe lease o f Confiden t ia l I n fo rma t ion

Form for' eacli named ageircy or person.

D a t eParcntZLcgal Guardian

D a t eStaffis Signature

ecwWr The CItrlstiaia Acadetnv

Revised April 2022



© ! ةؤ нااالأ. Ц Ц
Urban League HSÆHS

G e n e r a l C o n s e n t

1I inderstuni l t lxat :

Iwill receive acopy of the ULHS/EHS Parent Program Agreement.
I١ν111 receive acopy of the ULHS/EHS Pareirt Handbook tliat contains program guidelines pertaining to
admission, care and discharge of children, parent participation opportunities, health and community resource
information and acalendar for days of attendance at the beginning of the school year.
Iliave agreed to at least two home visits per year made by the ULHS/EHS classroom teacher and FSW to discuss
my child's development and behavior and any progress made towards achieving tlie goals Iestablished for my
family.
Ihave agreed to participate in at least two ULHS/EHS parent/teacher conferences per year to discuss and ask
questions of my childs teachers about my child’s progress in the classroom.
Mv child will not be able to attend tlie ULHS/EHS program if any of tlie following illnesses exist: diarrhea or
vomiting, fever of 100 rlegrees or more, severe coughing, tlifficull or rapid breathing, pink eye, unusual spots 0!'
raslres, sore throat or trouble swallo'ving, infected skiir patches and.'or Ireadactic and stiff neck. lam плуагс that
ftiip ،0 COVlD-19 if any oftbc.se illness should occur. 1rtvill need to imnrcdiatclv pick inv child tip and my
rbi ld ١vi l l not be able to return nnt i l hc/sbc is symptom f ree.

1understand my clilld will participate in the Head Start/Early Plead Start required Developmental Screening witlrin
forty-five (45) days of enrollment. Tire developmental screening covers tire areas ofspeeclr, !rearing, vision,
language development, cognition motor skills,and social /emotional screenings:
Iunderstand tliat my cliild will Irave the Head Start Required Healtlr Screenings. Tirese screeniirgs cover tire areas
of: belravioral Irealth, tleirtal, blood pressure, hearing, vision, growth &development, well-child physical, lead &
hemoglobin.
Iuirrlerstand my clrild ١νί11 participate iir ULHS/EHS classrooirr activities wlrile program approved visitors observe
classrooms in the ceirter.

1understand tlrat Iwill be irotified of any sclreduled field trips that my clrild's class will participate in aird tlrat I
must give ١vritten permlssioir for nry clrild to attend. -
1, understand tlrat tro Urban League staff rrrember nray accept agift froirr any parent of astudent. Donatioirs may
be made to ULHS/EHS in tire fomr ofan age-appropriate book, puzzle airdOr educational toy not to exceed atotal
value of S25.00.
Iunderstand Head Start staff nrembers are mairdated reporters of Clrild Neglect/Abuse atrd tlrat parents are invited
to attend all trainings on tire subiect. - —
1have been infonrred tlrat acopy of tire Plead Start Perfonnance Standards and ULHS/EHS Policy and Procedure
manual are available in tire ULHSEPIS center for review. 
Iunderstand tlrat the Mental Healtlr Specialist will make routine observations in ULHS/EHS classrooms.
In tire event of anatural deliberate disaster or emergency ,students nray need to be transported to anotlrer
location for safety.  _■

C l r i l d ' s N a m e ;

! Dا a t eParent or Legal Guardian Signature:

D a t eHead Start Staff Signature:

July 2022



Urban league ٠۴
Metropo!I tan st. louis, Inc.

Empowering Comn١un؛١'ies.
Changing Lives.

Story and Photo Re!ease Form

agree toBy submlss!on 0۴ ths form, I

allow the Urban League of Metropolitan St. Louis permission to publish my

story and/or picture or video of my child classroom activities for use in

promotional, educational, display or other media publications including
newspapers, video, magazines, television, brochures, pamphlets, instructional
material, books, internet, web pages and/or other educational material.

C h i l d ' s N a m e :

D a t e d :Signed:

A d d r e s s :

c t yا

S t a t e / Z i p :

)P h o n e : (

W i t n e s s :

١١١١v í . É n t e s q u e - s t i | aSt. Louis, MO 63108 (314)615-36๓3701 GrandU^uareบ^ก League of fle^^!¡tan St. Louis, Inc.



urban lEAGUE HEAD START/EARLY HEAD START PRDGRAM

C O N S E N T F O R R E L E A S E o r I N F O R M AT I O N
This foi mapproves the exchange of information among all agencies checlcetl

Requested from:

St. Louis Special School District
Jennings School District

□The Urban League Head Start Program
aSt. Louis Public School
□Otlier -

D a t e o f B i r t h ;F i r s tChild’s Namc(Last).

SchooITIead Start Center: The Christian Academy

Information Requested:
Cumulative permanent scliool record

□Psychological Reports
□MedicalZHcaltlr Records

Screeniirg /Background Information
□Other

Special Education including lEP and tirost
recent Diagnostic Summary (Evaluation
report)

□□

□

Rcason(s) for Request:
Transfer of Student to another sclrool district or program

□New enrollment/re-cnrollment
□Hospitalization
□Other

□Contractual Placement
□Student Records
□Referral for Assessment

□

Sent to:

□Urban League Head Start
□St. Louis Public Schools
□O t l r c r

St. Louis Special Scliool District
□Jennings School District
□

A d d r e s s :A t t n :

F a x ;O f c :

Tlds information ١١'ί11 be nsetl and dis.؟emîn١؛ted ااأ accordance with The Family Educational Rights and Privacy Act of 1974.

D a t eSignature of ParenoLegal Guardian

Telephone fiCity. State, ZipA d d r e s s

Revised 2022


