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CUMBERLAND COMMUNITY ACTION PROGRAM, INC. 
                                     HEAD START APPLICATION    
                                                                                                                                                                                                                        
                                                                                                                                                                                        

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
     
 
 
 
 
 
 
     
 
    
 

 
 

 
 

             
 
 
 
 

 
 
 
 
 

 
 
 
 
 
 
 
 
 
 

 
 
 
 

 
 
 
 

 
 

PARENT/GUARDIAN NAME:      DOB:    
 
SEX: Male/Female                     TEEN PARENT: Yes/No                   CURRENTLY IN SCHOOL: Yes/No 
 
ARE YOU OF  HISPANIC ORIGIN: Yes/No        RACE: (circle all that apply)              Black    Native American  White 

                         Asian    Pacific Islander  
ETHNICITY:    NATIONAL ORIGIN:                           Other    
 
EDUCATION LEVEL___   EMPLOYMENT STATUS___    PROVIDES FINANCIAL SUPPORT  Yes No 

 
LIVING ADDRESS:           MAILING (If different):     

                     
City                                                State                Zip Code                        City                                       State                   Zip Code 
 
Cumberland County:   Yes / No 

PHONE (      )   PHONE (      )   PHONE (      )   
        TYPE       H  C  W  M           TYPE     H  C  W  M                          TYPE     H  C  W  M 
 
H=HOME      C=CELLULAR      W=WORK      M=MESSAGE  (circle one) 

NUMBER IN FAMILY       CHILDREN____   HOUSEHOLD____           PARENTAL STATUS:   One/Two        
 
HAVE YOU APPLIED FOR THIS CHILD IN THE LAST 12  MONTHS OR FOR EARLY HEAD START?  Yes / No 
 
IS THE APPLYING CHILD A MILITARY DEPENDANT?   Yes  /  No 
 
CIRCLE IF YOU RECEIVE ANY OF THE FOLLOWING:   
TANF      SSI WIC WAGES/EMPLOYMENT CHILD SUPPORT        OTHER      

YOU MUST PROVIDE DOCUMENTATION FOR THE LAST 12 MONTHS (EXCLUDING WIC 
 

NAME:      
 
ADDRESS     
 
PHONE (     )          -    
 

Does the child have a disability or special need?  Yes     No    Suspected        (Describe condition, if diagnosed give date/source) 
               

Is the parent or guardian pregnant?  Yes  No    If yes, give due date    Is there any special family circumstance or crisis? If yes, 
please describe             
              
             

NAME:                 RELEASE TO? Yes / No     Relationship to Applying Child  
PHONE (      )   PHONE (      )   PHONE (      )   
        TYPE       H  C  W  M           TYPE     H  C  W  M                          TYPE     H  C  W  M 
 

                      
 
NAME:                 RELEASE TO? Yes / No     Relationship to Applying Child  
PHONE (      )   PHONE (      )   PHONE (      )   
        TYPE       H  C  W  M           TYPE     H  C  W  M                          TYPE     H  C  W  M 
 

                      
 
 

NAME:      
 
ADDRESS     
 
PHONE (     )          -    

 

Enrollee_____________________ 
DOB     
Center    
Child Plus ID   
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How did you hear about Head Start? (circle one) 
 
Head Start Parent  DSS/Health Dept. Community Event Advertisement  Other  
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USE CODES WITH FAMILY MEMBER INFORMATION 
    List only adults that reside in the home 

 
  

 
 
 
 

 
 

 
  
 
 
 

 
 

 
 

 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 

 
 

EDUCATION LEVEL 
HSG=High School Diploma                        G12=12th Grade   
COL=College/Advanced Training               CTG=College Degree/Training 
GED=General Education Diploma               A=Associates Degree    
G9=9th Grade or Below                                 B=Bachelors      
G10=10th Grade                                            M=Masters 
G11=11th Grade                                                   

 

EMPLOYMENT STATUS 
 

F=Full Time (35+hrs/wk) B=Full Time and Training 
P=Part Time  L=Part Time and Training 
R=Retired or Disabled S=Seasonally Employed 
T=Training or School  U=Unemployed 

NAME:           DOB:    
              First                                                     Last                                           Suffix 
SEX: Male /Female        RELATED TO: Primary/Secondary/Both 
 
IS CHILD OF HISPANIC ORIGIN? YES / NO        RACE:(circle all that apply)  Black  Native American  White 
ETHNICITY:    NATIONAL ORIGIN:                  Asian    Pacific Islander  
                       Other    
PRIMARY LANGUAGE :     ABILITY:   
SECONDARY LANGUAGE:     ABILITY:  
ABILITY: 0=NONE,   1=POOR,   2=MODERATE,   3=PROFICIENT 
 
MEDICAID /TRICARE / OTHER INSURANCE # (circle all that apply)     
IF PRIVATE INSURANCE, NAME OF COMPANY       

I certify that all information on this application is true and correct to the best of my knowledge.  If any part is false, my participation in this agency’s programs 
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. 
PARENT/GUARDIAN SIGNATURE__________________________________________DATE    

Does the child have any allergies or asthma problems?____________________________________________________________ 
Does the child have any unique behavior characteristics? (i.e. biting, hitting)___________________________________________ 
Does the child have any fears?_______________________________________________________________________________ 
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NAME:           DOB:_______ 
SEX:  Male/Female            RELATED TO: Primary/Secondary/Both           CUSTODY:  Yes  /  No 
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NAME:           DOB:_______ 
SEX:  Male/Female            RELATED TO: Primary/Secondary/Both           CUSTODY:  Yes  /  No 

NAME:           DOB:_______ 
SEX:  Male/Female            RELATED TO: Primary/Secondary/Both           CUSTODY:  Yes  /  No 

NAME:           DOB:_______ 
SEX:  Male/Female            RELATED TO: Primary/Secondary/Both           CUSTODY:  Yes  /  No 

NAME:           DOB:_______ 
SEX:  Male/Female            RELATED TO: Primary/Secondary/Both           CUSTODY:  Yes  /  No 

NAME:           DOB:_______ 
SEX:  Male/Female            RELATED TO: Primary/Secondary/Both           CUSTODY:  Yes  /  No 

NAME:       DOB:     SEX: Male/Female         TEEN PARENT: Yes/No                                       
 
CURRENTLY IN SCHOOL: Yes/No                         ARE YOU OF  HISPANIC ORIGIN: Yes/No 
                                                                                      RACE: (circle all that apply)          Black    Native American  White 

                         Asian    Pacific Islander  
ETHNICITY:    NATIONAL ORIGIN:                              Other    
 
EDUCATION LEVEL___   EMPLOYMENT STATUS___    PROVIDES FINANCIAL SUPPORT:  Yes/ No 

NAME:       DOB:     SEX: Male/Female         TEEN PARENT: Yes/No                                       
 
CURRENTLY IN SCHOOL: Yes/No                         ARE YOU OF  HISPANIC ORIGIN: Yes/No 
                                                                                      RACE: (circle all that apply)          Black    Native American  White 

                         Asian    Pacific Islander  
ETHNICITY:    NATIONAL ORIGIN:                              Other    
 
EDUCATION LEVEL___   EMPLOYMENT STATUS___    PROVIDES FINANCIAL SUPPORT:  Yes /No 
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