CARD Head Start / Early Head Start

Pregnant Mom Application

AD 040 (4 pages)

DOB:

Mom’s Name::

Pregnant Mom Information

Name: Date of Birth: SS#:
Hispanic:
Preferred Name: O Yes
O No
Race (check all that apply) Speaks English? [ Very Good [ Good [ Not
O Asian O Native American OO White [ Black Good
O Pacific Islander [ Other: [ Not At All

Primary Language:

Nationality:

Home Address: Apartment Complex Name:
City: State: Zip: County:
Mailing Address: (If different than the address given above) Highast Grade Completed |[Employment Statu
(111 orLess O Part Time
X O High School Graduate [ Fult Time
Phone Number Type of Phone Is this your [1GED 1 Unemployed
_primary phone | 1 Two Year Degres (3 Student/Training |-
[ Yes CI No [1 Bachelors 01 Disability
O Home O Work [1 Celi 3 Other I Masters or Higher 0 Other
Emergency Contact
Place of
O Home 1 Work L1 Cell [0 Other Employmant/Scho:

[ Home 1 Work [ Celi [3 Other

Eligibility
Program Term : Agency: Site: Application Date:
Number in Family: Program Option after birth:
EHS
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CARD Head Start / Early Head Start Mom’s Name::

Pregnant Mom Application DoB:

Medical Home Information

Physician/Clinic:

Phone:
Dentist; Phone:
Specialist: Phone:

Type of Health Insurance: 00 SoonerCare [ Medicaid O Indian [ Private 00 None [ Other:

Insurance Provider's Name: Dental Coverage Included: OO Yes OO No
Insurance Policy Number or ID: Insurance Expiration Data:

Do you receive prenatal care through Indian health Services? O Yes [ No
Do you receive regular prenatal care: O Yes O No

First received Prenatal Care Last Prenatal Visit
Pregnancy History
Current Previous Current Previous Current  Previous
Anemia O O Headache O O Preterm Labor [0 O
Bleeding O O Hypertension [ O Fatigue O O
C. Section O O  Preg. Ind. Hyperten. O O Pain O O
Diabetes O O Neonatal Death [ O Sickle Cell O O
Gest. Diabetes O O Miscarriage O O Sweling O O

Other Medical Conditions

Expected Delivery Date High Risk Preganancy? O Yes O No
Last Dental Exam

# pf pregpancies_ including current pregnancy

' # _of !ive pi_rths to date

Cerl formation Provided In Applicati

[ cerlify that the information provided in this application is true and correct o the best of my knowledge. | understand that the information a'b{.)ut my fncome may be
reviewed by representalives of the State of Oklshoma, the Federal Government, independent auditors, or others as necessary for the admiaistration of this program.

Parent or Guardian's Signature: Date:

Print Parent or Guardian Name:

FSR Signature: Date:
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CARD Head Start / Early Head Start Mom’s Name::

Pregnant Mom Application DoB:

Adul :
Legal Name Date of Birth  [Relation to Child Race Hispanle Highest Grade Completed  |Employment Status
Appiying (check all thatapply) | Yes 111 orLess 0O Part Time
] Parent 3 Asian [ No O High School Graduate I Fult Time
[ Grandparent [T Native American {1GED I Unemployed
3 UnclefAunt O White E Two Year Degres 3 StudenbTraining
O Foster Parent [ Black [1 Bachelors 0 Disability
1 Other: O Pacific Islander O Masters or Higher O Other:
(1 Other:
Social Security Number Place of
Employment/School
Email Address Check all that Apply  |Custody Gender Primary Language  |Speaks English? Nationality/Place of Birth
L1 Lives with Family 0 Yes O Female O Very Good
[ Provides Financlal ~ J0 No 7 Male [ Good
Support 00 Shared O Nof Good
[ Teen Parent I3 Not at All
I Pregnant

iy

Date of Birth SS# Race Primary Language Hispanic 03 Yes 1IN
Hispanic O0Yes 1Mo
Hispanic O Yes [INo
Hispanic 0 Yes C1No
Hispanic 00 Yes CINo

Please mark if your family is recelving any ofthé following

TANF Supplemental Security  [OKDHS Childcare WIC Unemployment Child Support Supgort from
[ Yes O Ho OFormerly{lncome {S81) Subsidy Friends/Family
O Yes ONo [1Yes [ No OYes ONo H Yes O No OYes O No Yes N0

Which of the following best describes your type of family: OI One Parent-Female - O Two Parents

How many people in your immediate family live with you?
Count yourself, your spouse, children and other dependents who live with you.

How many people do you live with at your current address?
Count yourself and anyone living with you that you buy and share food with,

Do any of the following describe your family, please check all that apply: [ A parent is in the military and deployed
[ A parent is incarcerated [ Grandparent or Relative other than birth parent is supporting and caring for child(ren)

Type of Housing: [ House O Apartment O Mobile Home/Trailer {1 Homeless Shelter [I Other:

House Payment Type: £10wn O Rent [ Subsidized Housing I Living with family member/friend

Are you or your child homeless, living in a shelter, pay a weekly rate for your housing, awaiting foster care placement, or fiving in a car?

CYes ONo
Are you or your child living at a friend or relative’s house because you cannot afford or find affordable housing? O Yes [ No
What is the primary language spoken by your family at home: How many times have you moved in the past 12 months?

What is your family's primary means of transportation: 1 Own acar [ Bus/Public Transportation L1 Friend/Relative O Taxi
T Other:




CARD Head Start / Early Head Start
Pregnant Mom Application

APPLICATION CHECKLIST

Complete applications to CARD’s Head Start/Early Head Start will
include the following items. Make sure you’ve included all
necessary items before turning in your child’s application. After
the application is complete call and make an appointment with
your FSR for the application to be accepted. Incomplete
applications will not be accepted.

Pregnant Mom Application {3 pages)
Proof of Income
Agency Expectations for Early Chitdhood Programs

O ogono

Proof of Pregnancy

You must provide a proof of receipt for any public benefit programs you
receive assistance from.

Verify that all of your completed, signed application forms and copies of your supperting docunentation are all
together in one application folder. If so, you're ready to have your application reviewed.

Return your application to your local Head Start/Early Head Start site.

AD 040 (4 pages)

Mom’s Name::

DOB:
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