
BBEEAAVVEERR  CCOOUUNNTTYY  HHEEAADD  SSTTAARRTT  EELLIIGGIIBBIILLIITTYY  AAPPPPLLIICCAATTIIOONN  
 
PPLLEEAASSEE  CCHHOOOOSSEE  PPRROOGGRRAAMM  OOPPTTIIOONN  YYOOUU  AARREE  AAPPPPLLYYIINNGG  FFOORR: (Please check just one) 
  HHeeaadd  SSttaarrtt  --  772244--337755--22330000  ●●  772244--777755--99550055                                                            EEaarrllyy  HHeeaadd  SSttaarrtt  --  772244--777755--88881122  
    Head Start Pre-School Program       Birth to 3 Home Based Program 
    Head Start Pre-School Program with Extended Hours   Pregnant Mother Program    

    Extended hours are for parents who are working or in school.                        Due Date: _____/_____/_______ 
 

   How did you find out about Head Start?  
          Friend/Relative     Flyer/brochure     Newspaper      Current Parent     Other _______________________       

                                           
CCHHIILLDD  IINNFFOORRMMAATTIIOONN:
     Child’s Birth Certificate Name: _______________________________________________________________ 

Last    First 
 

Date of Birth: ______/_______/_______     School District Where You Reside:  ________________________________________________      
 
FFAAMMIILLYY  IINNFFOORRMMAATTIIOONN::

Parent/Guardian Name: ____________________________________________________________________ 
Last    First 

 
Address: _________________________________________________________________________________ 

            Street     City   Zip Code 
 

Telephone: Home #: (       ) ____________     Work #: (       ) ___________     Other #: (       ) ______________ 
                                                                                                                                           Specify: ___________________ 
             Parental Status:    Parent       Foster          Legal Guardian                           

 
Marital Status:      Single       Married       Separated      Divorced      Other_______________________ 
  
IIss  tthheerree  aannootthheerr  aaddddrreessss  ffrroomm  wwhhiicchh  yyoouurr  cchhiilldd  wwiillll  bbee  ttrraannssppoorrtteedd??        YYeess          NNoo 
 

DDOO  YYOOUU  RREECCEEIIVVEE  AANNYY  OOFF  TTHHEESSEE  BBEENNEEFFIITTSS??    ((PPlleeaassee  cchheecckk  aallll  tthhaatt  aappppllyy))::  
 
       CCIS Child Care Subsidy          DPW Child Care Subsidy         DPW Cash Assistance    
       DPW Transportation or Work Related Expenses       Supplemental Security Income (SSI) 

 
             IINNCCOOMMEE  IINNFFOORRMMAATTIIOONN::  

 
AA..  SSoouurrccee  ooff  iinnccoommee  ((PPlleeaassee  cchheecckk  aallll  tthhaatt  aappppllyy))::  
          Wages        Cash Assistance        Child Support        Foster Care Subsidy 

            Social Security    Supplemental Security Income         Other (Please List) ____________________ 
 
BB..  IIff  wwoorrkkiinngg,,  lleennggtthh  ooff  ttiimmee  wwiitthh  ccuurrrreenntt  eemmppllooyyeerr _______________________ 
 
CC..  IInnccoommee  iiss  eeaarrnneedd  bbyy  ((PPlleeaassee  cchheecckk  aallll  tthhaatt  aappppllyy))::    

                  Mother       Father      Child (Foster Care, SSI)      Other ______________________ 
 
      DD..  NNuummbbeerr  ooff  HHoouusseehhoolldd  MMeemmbbeerrss  DDeeppeennddeenntt  oonn  TToottaall  IInnccoommee::    
                        ____________AAdduullttss                      ____________AAggeess  00--33                ______________AAggeess  44--55                            ______________AAggeess  66++  
              
            EE..  HHooww  oofftteenn  iiss  iinnccoommee  rreecceeiivveedd??              WWeeeekkllyy              BBii--wweeeekkllyy              BBii--mmoonntthhllyy              MMoonntthhllyy    
                
            FF..  AAmmoouunntt  ooff  iinnccoommee  rreecceeiivveedd  __________________________________________________  

 

I certify that the information I have given is true and correct and that all income is reported. 
 

____________________________________________________________ 
Parent or Guardian Signature                      Date 

 
HEAD START USE ONLY: 

 
Date Received: __________ Staff Initials: ________           Data Entry Date: ___________ Staff initials: ________ 



 

 

 

 

 

 

 

 

 

 

 

 

 
 
 
 
 

 

 

 

 

Please attach a copy of your child’s birth certificate and income verification and mail to the appropriate 
office below.  If your child is accepted, you will be required to submit: 
 

♦ Copy of your child’s immunization record 

♦ Medical insurance card 

♦ Physical signed by your child’s physician  

♦ Dental signed by your child’s dentist 

 

 

 

Head Start Region I Office   Head Start Region II Office          
Serving New Brighton,   Serving Rochester, Ambridge,       
Beaver Falls, & Riverside  Southside, & Freedom                  
1011 6th Street     351 Rhode Island Avenue      
New Brighton, PA 15066  Rochester, PA 15074       
Phone (724) 847-3411   Phone (724) 728-7694                   
Fax (724) 847-4565   Fax (724) 728-2833                   
 
 
Head Start Region III Office  Head Start Region IV Office       Early Head Start 
Serving Monaca, Midland,  Serving Aliquippa        Serving all of Beaver County
& Darlington     1200 Main Street        351 Rhode Island Avenue 
1135 Walnut Street   Aliquippa, Pa 15001        Rochester, Pa 15074  
Monaca, PA 15061   Phone (724) 375-7570        (724) 775-8812 
Phone (724) 774-0951   Fax (724) 375-8838        (724) 775-8138 
Fax (724) 774-0962      

 

www.beavercountyheadstart.org 


	Head Start - 724-375-2300 ● 724-775-9505                    
	Head Start Pre-School Program       Birth to 3 Home Based Pr
	Head Start Pre-School Program with Extended Hours   Pregnant
	B. If working, length of time with current employer ________


