
All Items Marked with (*) on this application MUST be completed 

615-82-14-0028 (rev08/2017) 

Section 4:  Child Information **Complete this section for each child in your home 

Last Name*: First Name*:                                          Middle Initial: 

Social Security Number (Optional):  

 _____-____-___________ 

Date of Birth (MM/DD/YYYY)*:   

____/____/_______ 

Gender*: 
� Male 
� Female 

Relationship to the Primary Adult Caretaker*: 

 

Citizenship Status*: 
Citize n  Non-citizen 
 Qua lifie d Alie n   

Race (optional, 
mark all that 
apply): 

 Ame rica n India n or Ala s ka n 
Native 

 Na tive  Ha wa iia n or P a cific 
Islander 

Ethnicity (optional): 
  His pa nic 
 Non-Hispanic  As ia n    Bla ck                  White      Othe r   

 

 

Is this a child who is part of a Joint Custody agreement or another case?*      □ Yes      □  No Are you requesting 
care for this child?* 

□ Yes       
□  No Is this child part of a foster custody arrangement? □ Yes      □  No 

 

Immunization status:      Yes, Immunized      No, In Process      No, Religious Exemption      No, Medical Exemption                               
Is this child enrolled in a Head Start/Early Head Start Program?    □ Yes      □  No 
 
If yes, what is their enrollment start date and end date?   
Start:___/____/_______  End: ___/____/_______ 

Does this child have 
a disability or have 
additional care 
needs?*  

□ Yes       
□  No 

 
 

If your child is receiving Medicaid, are you interested in a referral to a developmental screening for this child 
through Early and Periodic Screening Diagnosis and Treatment?   

□Yes □ No   

If your child is not receiving Medicaid, are you interested in a referral to a developmental screening for this child 
through Part B or C of the Individuals with Disabilities Education Act?  

□Yes □ No   

 

Section 4 Cont’d **Complete this section for each child in your home 
Last Name*: First Name*:                                          Middle Initial: 

Social Security Number (Optional):  

 _____-____-___________ 

Date of Birth (MM/DD/YYYY)*:   

____/____/_______ 

Gender*: 
� Male 
� Female 

Relationship to the Primary Adult Caretaker*: 

 

Citizenship Status*: 
Citize n  Non-citizen 
 Qua lifie d Alie n   

Race (optional, 
mark all that 
apply): 

 Ame rica n India n or Ala s ka n 
Native 

 Na tive  Ha wa iia n or P a cific 
Islander 

Ethnicity (optional): 
  His pa nic 
 Non-Hispanic  As ia n    Bla ck                  White      Othe r   

 

 

Is this a child who is part of a Joint Custody agreement or another case?*      □ Yes      □  No Are you requesting 
care for this child?* 

□ Yes       
□  No Is this child part of a foster custody arrangement? □ Yes      □  No 

 

Immunization status:      Yes, Immunized      No, In Process      No, Religious Exemption      No, Medical Exemption                               
Is this child enrolled in a Head Start/Early Head Start Program?    □ Yes      □  No 
 
If yes, what is their enrollment start date and end date?   
Start:___/____/_______  End: ___/____/_______ 

Does this child have 
a disability or have 
additional care 
needs?*  

□ Yes       
□  No 

 
 

If your child is receiving Medicaid, are you interested in a referral to a developmental screening for this child 
through Early and Periodic Screening Diagnosis and Treatment?   

□Yes □ No   

If your child is not receiving Medicaid, are you interested in a referral to a developmental screening for this child 
through Part B or C of the Individuals with Disabilities Education Act?  

□Yes □ No   
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