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Applicant Information
Complete for individuals who are applying to a program.
	Child’s Information

	Last
	First
	Middle
	Preferred

	Birthday:


	SSN
	Gender:     Male    Female

	Place of Birth:




	Adult Name
	Child’s Relationship
	Custody?
	Parental Status:

One       Two
	Primary Language At Home

_______________________

	
	
	Yes   No
	Number in Family 
Number in Household 
	Number of Children _______

By age:  0-3    

By age:  4-5  

	
	
	Yes   No


	
	

	
	
	TANF Status:          YES      NO      
SSI:                          YES      NO   
WIC:                         YES      NO

	Address/Phone 

	Living Address
	Mailing Address

	Living Address Line 2
	Mailing Address Line 2

	City
	State
	Zip
	County
	City
	State
	Zip

	Phone
Type
	( if
Primary
	Phone Number
	Phone Number
	Phone Note

	
	
	(         )
	(         )
	

	
	
	(         )
	(         )
	

	Health Coverage

	Medicaid Eligibility Status:   On Medicaid    Not Eligible      Potentially Eligible
	Medicaid Number

	Primary Health Coverage
	Insurance Number

	Child’s Doctor:
	Child’s Dentist:

	Demographics

	Race (check ALL that apply): 

(  Asian

(  Black

(  Hispanic

(  White

(  Native American

(  Pacific Islander

(  Other: 


	Language
	( if
Primary
	Proficiency
	Nationality

	
	English
	
	
	

	
	
	
	
	Ethnicity

	
	
	
	
	


Certification:  I certify that this information is true.  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 and is accessible to me during normal business hours.
Parent/Guardian Signature

Date


Verifying Staff Member

Date
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