Quality Child Care
Early Iearning Center |

"AFU Pl-ce 0 Learn &
X

Division of Child Care and

Early Childhood Education

Arkansas Better Chance Program
P.O. Box 1437, Slot $-160

Little Rock, Arkansas 72203

- Child Apphcatlon

Age_ngy "Quahty Child Care . I B Appllcant VFfo_rT_ B lt_ Current Year  Next Year
Address

Center QCC FS 2015 S. Savannah St. :7“9"226 -

- - ~|Ft. Smith, AR 72901 T e
— - - § E—— — —
[‘First Name ‘M Initial ‘ Last Name ‘

Application Date Male *Birth Date
/ / Gender / /
mm-dd-yyyy Female mm-~dd-yyyy
Demographic Information
'*Primary Language Other Language
B r =
Speak English at home? YeS  lenglish skills My Well Well Mat:Well
| No 3 - ~ Not At All B ]
*Race
% o
Ethnlcity American Indian or Alaska N Indianr Black or African
Hispanic Native American
I - Chi ™ Fiipi i
Yes, Cuban inese Filipino Guamanian or Chamorro
I ) Ll
Yes, Mexican, Mexican Immigrant Japanese Korean
ican, Chi - = :
American, Chicana Migrant Multi-Racial I Native Hawaiian
Hispg’rﬁ? Eft‘iigs"a”“‘h' ™ other P ot asinn Other, Pacific Islander
!
J 1
] Vs, Pustto Rieati Samoan - Unknown I Vietnamese
I —— rﬂ White S apon S — —————————— . e —— M— — — —— — — P
SE‘_’_N - Of:her IR - B US Citizen Yes = ~ No
r ~_ Eligibility Information
*Parental Status
- )
Two Parent Single Parent
I Teen Parent Disabled Parent Foster Parent Active Male
™~
| Homeless Guardian Group Home Dual Custody
-

| Student Parent

_Migrant Parent

ABC Form # 004

_ Grand Parent




Previously in Foster Care
Relation to Primary Caregiver
Relation to Secondary Caregiver
Additional Eligibility Information
o ~ |pisability Status . N
I~ I I .

Special Need - No Suspected Certified IEP
S S | Certified IFSP_ S
I~ . . . I~ . .

___ Child Protective Services _ _Non-English Speaking/LEP =
_ Incarcerated Parent | - I
Non-parental custody/not living with -
Mother/Father | Adivebuy o
__Arrested/Convicted of Drug Offense __ CompletedWs ===
ri No HS Diploma === ____r:_FgTPEﬂ H4 = — .
r-_ Waiver _ ,r,,Cpmnlete,d HS PR
[ . . I~ .
___Low Birth Weight B __ | Enrolled in HIPPY Year1
2 Parent < 18 yrs. of age at birth - r,,,'i"[@,"idi!‘, HIPPY Year2 =~ ===
jj(_ Substance Abuse/Addiction - 5 Enrolled in HIPPY Year 3 ]
ItjﬂHistory of Abuse/Neglect/Victim - rhr ) ) R —
r‘ Parents cannot read S - T'_ ]
" oriter T S
" e N =
r“__Devslogmgnza'_eray, . i;_ L
[Additional Points (Agency use only)

_ Program Information

. - o - - . - HDUI’S Pe‘ri )
*Program Model (Agency use only) *Program Options (Agency use only) Day
-~ otherIinformation
" Ruivearweeded *Ful-Day Needed
i _* Child is receiving a childcare subsidy ( Voucher or Contracted sloty o

ABC Form # 004



*Father/father figure participates in regularly scheduled activities designed for involvernent in HS or EHS.

i‘ _ Child has a medical card

-
-

Child Care Center or Classroom

None r Family Child Care Home

—
*Secondary Source of Child Care Home or Another Home with a Relative or
Unrelated Adult

Public School pre-Kindergarten Program

41_ Other

Current School District {(where child resides)

S TG recaive sarices Befors dasses Began i the s =
School Year? Yes No

‘ ) USDA Information
USDA Enroliment Date USDA Expiration Date !USDA/CACFP Income

I, _____Additional Needs & Ser
Chiid Needs

-

F@FU”T‘mﬁcare .....part Time Care ]H Evening " Overnight r Weekend

Enrolled but Waiting (for transition):

HeadStartmra CDD Center or FCCHEN r State Preschool r AP Program " CDE After-school r Other

Signature: Signature:

Date: ‘ 7 Date:

Fields marked with (*) are required for PIR report

ABC Form # 004




A

;Enrolling
‘Agency

Quality Child Care

:First Name

Gender

SSN

*Ethnicity
il—‘ Hispanic

-

f Yes, Mexican, Mexican
American, Chicano

Yes, Cuban

- Yes, Other Spanish, Hispanic,
Latino

3}_ Yes, Puerto Rican

Education Level

ABC Form # 003

Quality Child Care

A Fu Pl ce o[earh

Arkansas Better Chance Program

P.O. Box

Division of Child Care and
Early Childhood Education

1437, Slot S-160

Little Rock, Arkansas 72203

Enrolling Site

Family Eligibility Application

QCCFS
2015 S. Savannah

Primary Caregiver General Information

College degree or training

school certificate

-

ESL
s GED
r Grade 10
I Grade 11
-

Grade 12

Bachelor or Advanced Degree

M. Initial
r Male ~ *Application | mm-dd-yyyy
Female Date /o
TANF # Receiving WIC
*Other
Language
*Race -
American Indian or [~ : ;
Alaska Native fgian Indian
Chinese - Filipino
[0 ;
Immigrant Japanese
& Migrant B Multi-Racial
I Other I Other Asian
1] Samoan ™ Unknown
T white S
-

Employment
Status

Ft. Smith, AR 72601

Last Name

*Birth Date

=
- -
Na DCFSl

Previously

Yes

*Foiodigtarﬁp /'
SNAP

Black or African American

Guamanian or Chamorro
Korean
Native Hawaiian

Other, Pacific Islander

d O30 3

Vietnamese

Farmer

Full-time & training
Employed full-time
Homemaker

Job training/school(part-time)

= [ (e e s -

Migrant Farm worker

Part-time & training

m

Employed part-time

(Eff. Date 07/01/15)




a Grade 9 or less a Retired or disabled
. I~ .. .
High School Graduate Job training or in school
I~ No High Schoal r Employed seasonal
P Some Coliege/ " Seasonal Farm worker
Vocational/A jates D
I:)ca ional/Associates Degree - Self Employed
Some High School
- & r Unemployed
Unknown §
: " Unknown
Employer/ School name
Ph (h ) Phone
one{home
(mobile)
ﬁﬁone(work) Ext. [
Home Address
C:ty ]Township County [
ST §le P Work Zip I
e Address Type
Other Address r~ o
Previous Mailing Other
e Tt -
In Family Marital Status m Married
NAME . RELATIONSHIP _
List name and Single
relationship to -~
the child of ali . Divorced
family members r Widowed
in the household. —
‘ Separated
P Other
r Aetna Global
Benefits
" AHA Care
F Ambetter
r ARKids 1st
; Medical r
Disabled I Yes r No Insurance i_' Ves No [Specify: } ARKids A
(for Child) I ARKids B
r blue
advantage
r Biue Cross
Blue Shield
P CareFirst

ABC Form # 003

(Eff. Date 07/01/15)




Cigna

r Health

Network for
Louisiana

-
-

Medicaid

Medicare

Private Health

f“

Yes, Puerto Rican

ABC Form # 003

Samoan

Unknown

(Eff. Date 07/01/15)

Coverage
" QualChoice
a TriCare
=
UnitedHealthCare
" Homeless r Homeless
N . Own Current mm-dd-yyyy [*Previous Own
F*Current Housing ) H ing Date / / Housin -
: ousin i
r Rent & g " Rent
r Other I Other
Has this family moved in the last 24 months?
Primary Caregiver Comment
No Secondary Caregwer(sklpapphcatlon for secondary caregiver)
: Secondary Ca regi;é; General Information
%First Name - iIVI Initial %Last Name i
‘Gender Male Birth Date mm-dd-yyyy / /
Female
SSN ] :
) ) Other
anguage
uae Language
*Ethnicity *Race
Hispanic r American Indian or Alaska Native ~ Asian Indian ~ Black or African American
Yes, Cuban - Chinese r Filipino A Guamanian or Chamorro
r" . i o I _—
Yes, Mexican, Mexican ||~ Immigrant r Japanese a Korean
American, Chicano -
- r Migrant P Multi-Racial r Native Hawaiian
Yes, Other Spanish, . r r~
Hispanic, Latino Other Other Asian Other, Pacific Islander
P r r Vietnamese




=

White
I~ ” Farmer
Bachelor or Advanced Degree -
i . Full-time & training
College degree or training school -
certificate Employed full-time
r ESL r Homemaker
a GED P Job training/school{part-time)
r Grade 10 P Migrant Farm worker
r Grade 11 r Part-time & training
. Employment |-
Education Level r Grade 12 Status r Employed part-time
r Grade 9 or less a2 Retired or disabled
| I - .
High School Graduate Job training or in school
r No High School " Employed seasonal
P Some Coilege/Vocational/Associates " Seasonal Farm worker
Degree '
egre I~ Self Employed
Some High School
- g r Unemployed
Unknown N
: r Unknown
Employer/ School name
Phone(home) ' [Phone(mobile)
Phone({work) - EExt.
Home Address a Same as Primary Caregiver's
§City Township County
jEState Zip Code Work Zip

ABC Form # 003

(Eff. Date 07/01/15)




Disabled

ESeccmr:lary Caregiver

Yes

No

Medical Insurance

No

Yes

T

e

~
Specify "

=
I~
-
-

-

-

Aetna Global

Benefits

AHA Care
Ambetter
ARKids 1st
ARKids A
ARKids B

biue advantage

Blue Cross Blue

Shield

CareFirst
Cigha

Health Network

for Louisiana

Medicaid
Medicare

Private Health

Coverage

QualChoice
TriCare

UnitedHealthCare

Comment
| |
Signature: Signature:
%Date: Date:

Fields marked with {(*) are required for PIR reportﬂr

ABC Form # 003

(Eff. Date 07/01/15)




Arkansas Department of Human Services
Division of Child Care and Early Childhood Education

ARKANSAS BETTER CHANCE PROGRAM

WELL CHILD SCREENING (EPSDT) FORM

To Parent or Guardian:

In order to provide the best learning experience for your child, teacher must understand your child’s health needs.
State regulations require any child enrolled in the Arkansas Better Chance Pre-K program to have a well child
check-up. In addition, the child must be current on all required immunizations. Please complete this page of the
form, sign it and give it to your child's physician or licensed nurse practitioner. Once form is completed and
signed on both sides, return the form to your Pre-K program.

Child’s Date of Birth Sex Parent/Guardian Name

Child’s Name (Last, First, Middle)

Address, City and Zip Code

_Name of Pre-K Program Where Enrolled Pre-K Program Phone Number

Type of Health Insurance

D AR Kids A D Private Insurance
D AR Kids B D Other:

Check answers to the following questions. Explain any “yes” answers in the space provided.

Yes No
1, D D Do you have any concerns about your child's general health?
2. D D Has your child been diagnosed with any chronic disease (such as asthma or diabetes)?
3. D D Does your child have any allergies (like to food, medicine, dust)?
4, D D Does your child take any medications (daily or occasionally)?
5. D D Does your child have any problems with vision, hearing or speech?
6. D D Has your child had any hospitalization, operation, major iliness or injury?
7 D D In the past 12 months, has your child experienced any difficulty with wheezing or night coughing?
8. D D In the past 12 months, has your child experienced excessive weight loss or weight gain?
9, D D Has your child had a dental examination in the last 12 months?
10. D D Would you like to discuss anything about your child’s health with the health care provider?

If you answered “yes” to any question, please explain below. For illnesses or injuries, include your child's age at the time.

Question # | Explanation

Parent/Guardian Permission and Release:
| give my permission for the information on this form to be used in meeting my child’s health and educational needs while
enrolled in the Arkansas Better Chance program.

Signature of Parent/Guardian Date

ABC Form # 010 (Eff. Date 07/01/15)



| Parent/Guardian Name

Child’s Name (Last, First, Middle) Child’s Date of Birth Sex

To Health Care Professional:

This child is enrolled in the Arkansas Better Chance Pre-K program. State regulations require a comprehensive well child
screening for all enrolled children. The Division of Child Care and Early Childhood Education recommends an Early Periodic
Screening and Diagnostic Treatment (EPSDT) which is age-appropriate. For children enrolled in AR Kids, the cost of the

EPSDT may be billed to AR Kids A or B using the procedure codes below;

Patient Type L SR e IR
New 99382 EP U1 | 99383 EP Uf 99382 99383
Established | 99382 EP U2 | 99383 EP U2 99382 99383

Weight Height Blood Pressure
Ib. Y%ile in. %ile % /
History Update
D Yes D No Anychanges in patient health since last visit? Explain:
D Yes D No  Anyfamily history of heart disease for anyone under 55 years of age?
D Yes DNo  Anyfamily history ofabnormal cholesterol?
PHYSICAL EXAM
Health
D Good appetite D Picky or variable eater Nerm Abnormal
D Drinks lowfat milk D Brushes teeth, sees dentist General D D
D Encourage diet of fruit and vegetables Head D D
D Limits fast food Neck D D
Eyes D D
Social and Behavioral Ears D D
D Parents discipline appropriately D Praised for good behavior ‘rl\'lr?rsoeat B 8
D Dresses self, helps athome D Has friends and playmates Mouth D D
D TV and video games are limited Teeth D D
- Lungs D D
Screening and Laboratory Results Heat D D
T F |
| Date Comments if abnormal Pi?;g;a D D
Vision L Genitals D D
Test type: R Extremities
Hearing s g B
“ al
FES* type: Spine D D
Skin D D
Risk: Yes/No Neuro D D
Hemoglobin
Risk: Yes/No
Cholesterol
Risk: Yes / No gL
Immunizations
DYes D No Allimmunizationsare current.
D Yes D No Child has had all immunizations possible at this time.
Child needs: D DTaP DIPV DHepB DHIiB DMMR D Varivax D PCV-7 at years/ maonths
Referrals
D Follow up visit needed in weeks / months
D Return check at years months CLINIC INFORMATION (or stamp)
D Needs to see dentist. Referral to be made by physician or nurse practitioner. Nari
Impressions gﬁgress
BWeII child, normal growth and development Zip Code Phone
,MD /DO /NP
Date

ABC Form #010
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I, , do hereby declare that | am:

not employed, have zero earned income, and not receiving
unemployment benefits at this time.

disabled and have zero earned income.

Business Name:

Hire Date: Phone Number:

1, , currently employ ,
Owner Employee’s First & Last Name

Gross Earned Income:

bi-weekly monthly annually

Printed Name:

Signature: Date:

o Signature - document must be signed in front of the Notary and notarized.
e Photo Identification is required to be presented to notary.

State of

County of

Signed and sworn before me, a Notary Public, this day of ,

Notary Public Signature

My commission expires

ABC Form # 008
(Revised 06/01/2016)



CHILD NAME:

INCOME ELIGIBLITY WORKSHEET

DATE OF APPLICATION:

ELIGIBLE: __YES __NO

Note: Paycheck stubs must be in consecutive order within the last four pay periods from the date of

enrollment. Make copies of income verification to be placed in the child’s file.

Paid Weekly Paid Bi-Weekly Paid Twice Monthly Paid Monthly
Income #1 Income #1 Income #1 Income #1
Date of Gross Date of Gross Date of Gross Date of Gross
Check Amount Check Amount Check Amount Check Amount
- S . S S S
. S_ s 5
- g
S Total S /2 Total S /2 Total S /1
Total S /4
Bi-Weekly S Twice S
Weekly S Average (2.167) Weekly (2.0)
Average (4.334) Average
Monthly S Monthly S Monthly S Monthly S
Total Total Total Total
X 12 X 12 X 12 X 12
Annual Annual Annual Annual
Income S Income S Income S Income S
Income #2 Income #2 Income #2 Income #2
Date of Gross Date of Gross Date of Gross Date of Gross
Check Amount Check Amount Check Amount Check Amount
S S S S
- % $ -
. Fe
S Total s 2 Total s /2 Total S /1
Total S /4
Bi-Weekly S Twice .S
Weekly S Average (2.167) Weekly (2.0)
Average (4.334) Average
Monthly S Monthly 8 Monthly S Maonthly S
Total Total Total Total
X 12 X 12 X 12 X 12
Annual Annual Annual Annual
Income S Income S Income S Income S

Federal Income Tax
Forms / Gross Income:

s

Food Stamp Eligibility
Documentation within 30
days

S

DHS Caseworker
document verifying less
than 200% FPL

s

Total in Family:
Total Family Income:

$

___Active Military Overseas

___Incarcerated Parent
Custody of or living with other relative

___No earned Income
___ Foster Care

ABC Form # 009
(Eff. Date 07/01/15)




ENROLLMENT APPLICATION CHECKLIST

No application is complete until all requirements are check on the list below:

[ ] ABC child Application
[ ] ABC Well Child Screening Form E?
[ ] Birth Certificate or Hospital Record
[] iImmunization Record {with catch up schedule if necessary)
[ ] USDA Food Program Eligibility Form
[ ] proof of income: Total Family Income
[:I 30 days current pay stubs
|:| Income Tax Form
[] w2
[ ] other

[ ] If unemployed:

[ ] current school schedule
[ ] Notarized statement signed by the parent stating that there is no earned income.

With the signature(s) below, 1 agree that the above requirements are completed and that all
information is accurate. [ understand that the submission of false documentation to receive
ABC services may result in exclusion from participation in any DHS program {including
Medicaid) and referral for criminal prosecution.

Child’s Name:

Parent Signature: Daie:
Program Staff: Date:
ABC Form # 005

(Eff. Date 07/01/15)



