SANTA CLARA COUNTY OFFICE OF EDUCATION
Early Learning Services Department - Head Start / Early Head Start Program
1290 Ridder Park Drive, MC 225 = San Jose, CA 95131-2304 = (408) 453-6900
http://www.myheadstart.org

<(CA

Thank you for your interest in the Head Start / Early Head Start Program. Our program offers part day and full day preschool
and family services in various locations throughout Santa Clara and San Benito Counties.

To qualify for our services your child must be age eligible AND your family must either be income or categorically eligible.

ELIGIBILITY REQUIREMENTS

Age Eligibility: For Head Start - Your child must turn 3 yrs old AND must not turn 5 yrs old by December 2"
For Early Head Start — Your child must be at least 18 months and not yet 3 yrs. old

Income Eligibility: Your family is income eligible if your income meets the 2012 Federal Income Guidelines listed below:

SIZE OF FAMILY UNIT GROSS ANNUAL INCOME SIZE OF FAMILY UNIT GROSS ANNUAL INCOME
1 $11,170 5 $27,010
2 $15,130 6 $30,970
3 $19,090 7 $34,930
4 $ 23,050 8 $ 38,890

For families/households with more than 8 members, add $3,960 for each additional person.

Categorical Eligibility: Your family is eligible if you are in any of the following categories
=  The child to be enrolled is in foster care
= The family is receiving benefits or services through the CalWORKs Program
= A family member living with and supported by you is receiving Supplemental Security Income benefits (SSl)
= The family is homeless

Children with disabilities: Income eligibility requirements for Head Start may be waived (until program has reached 10%
enrollment of children with special needs) if your child has a current Individualized Education Program (IEP), or for Early
Head Start if your child has a current Individualized Family Service Plan (IFSP).

REQUIRED DOCUMENTS
Your application must be complete and include copies of the following documents (documents will not be returned):
= Birth Certificate
= Immunization Records
= TB Assessment and/or TB Test Results
= Income Verification — Documentation must reflect your current economic status and must include all sources of
income received by the child’s parents or guardians such as:
v Current pay stubs showing two (2) months of income
v/ Completed “Employer Income Verification” form showing hours worked and
pay rate (only if unable to provide pay stubs)
v Latest Income Tax Return or W-2 (if seasonally employed, self-employed,
or if unable to provide pay stubs; must reflect current economic status)

Unemployment Income
Worker’s Compensation
Child Support

Disability Income

AN NI

= Proof of Legal Custody (if child is in foster care)

= Notice of Action (if receiving CalWORKs)

= Proof of Supplemental Security Income (if applicable)

= Homelessness Verification (if applicable and available)

= Current IEP (Head Start) or IFSP (Early Head Start) (if applicable)

= Full Time Employment or School/Training Verification (if you are requesting full day services)

SUBMITTING YOUR APPLICATION
Once you have completed the application, you may submit your materials in one of the following ways:

v' Call the office to ask for directions to the center nearest you
v" Deliver in person or Mail to: Head Start Program, 1290 Ridder Park Drive, MC 225, San Jose, CA 95131-2304

You will be contacted by mail once your application has been processed.

If you have any questions, require assistance or need clarification completing this application, please call (408) 453-6900 or
(800) 820-8182, Monday through Friday, 8:00 a.m. to 5:00 p.m.



SGCOE RIDDER PARK MAP

The Santa Clara County Office of Education is located at 1290 Ridder Park Drive, San Jose, CA 95131-
2304, just off Highway 880 at the corner of Brokaw Road and Ridder Park Drive.

There are several routes you may take to reach our office.

If you are coming from Sunnyvale: Take Highway 101 (south to San Jose) to the First Street/Brokaw
Road exit. Stay in the far left lane and turn left onto Brokaw. Continue east on Brokaw for 1.3 miles,
then turn left onto Ridder Park Drive. Take the first right into the County Office parking lot.

If you are coming from North San Jose: Take Highway 880 (south towards San Jose) to the Brokaw
Road exit; stay in the left lane and turn left onto Brokaw Road. Continue east on Brokaw (through
one more stoplight), move into the left turn lane and take a left onto Ridder Park Drive. Take the
first right into the County Office parking lot.

If you are coming from San Jose or South County: Take Highway 101 (north to San Francisco); exit
at Highway 880 North (towards Oakland) and in about one mile exit at the Brokaw Road. Turn right
(east) onto Brokaw Road; move into the left lane. Turn left onto Ridder Park Drive. Take the first
right into the County Office parking lot.

-Or-

Take Highway 880 North to the Brokaw Road exit. Turn right (east) onto Brokaw Road; move into
the left lane. Turn left onto Ridder Park Drive. Take the first right into the County Office parking lot.




HEAD START / EARLY HEAD START ENROLLMENT APPLICATION CPID #

| PLEASE PRINT LEGIBLY USING BLACK OR BLUE INK ONLY |

Survey

How did you hear about the Head Start Program?
[ Friend or Family [0 Community Agency [J Community Event [ Print Advertisement [JInternet [J Head Start Open House [ Other

Where did you get this application from?
[ Friend or Family [0 Community Agency [0 Community Event [ Head Start Website [ Head Start Open House [ Head Start Center

[J Head Start Main Office [[JInperson [ Via US Mail] [ Other
Child (Applicant)
First Name Last Name Middle Gender Birth Date
O Male [ Female / /
Race [ Asian [J Black/African American [ Hispanic/American Indian/Alaskan Ethnicity
I White O Pacific Islander/Hawaiian I Other: [ Hispanic [0 Non-Hispanic

Does the child have a current IEP or IFSP? O Yes O No If yes, please also complete the Disabilities questions on page 4

I would like to apply for: [ Full Day* [J AM Session [J PM Session [J No Preference
*Note: To be eligible for full day both parents/guardians must be working full time (30+ hrs/wk or in school full time (12+ units)

In what language would you like to receive written information? [ English ] Spanish O Vietnamese

Family Information

Head of Household’s Name Relationship to Child
Mother/Guardian’s Name Birth Date Father/Guardian’s Name Birth Date
/ / / /

Living Address City/ zi

ving ity/ Zip [ Familyis

currently

Mailing Address (if different) City/ Zip homeless
Home Phone [ Primary phone Cell Phone [ Primary Phone Work Phone [ Primary Phone
Mother/Guardian’s Email Address O primary Father/Guardian’s Email Address O Primary
Parents/Guardians in the Home Name of Person Having Legal Custody of the Child Is the child in foster care?
[J One Parent [ Two Parents O Yes O No
Is the child living with a relative or friend due to incarceration or abandonment? (excluding foster children) [ Yes J No

Primary Language Spoken at Home [J English [J Spanish J Vietnamese J Other

Do you or a family member living with and supported by you receive Supplemental Security Income benefits (SSI)? O Yes [ No

At least, one parent/guardian is an active member of the United States Military? J Yes J No

Does the child (applicant) have a sibling with a current IEP or IFSP? O Yes O No

List all other family members living in the household for whom you are responsible for the care and welfare of and are NOT listed above:

First Name Last Name Birth Date Is this F)e'rson related to | Is this pers'on s.upported by

the child’s parent(s)? the parent’(s) income?
/ / O Yes O No [ Yes [ No
/ / O Yes O No O Yes [ No
/ / O Yes O No O Yes O No
/ / O Yes O No [ Yes [ No
/ / O Yes O No [ Yes [ No
/ / O Yes O No O Yes [ No

Total number of people living in the household (including you) for whom you provide financial support

Other family members or friends we can contact in case we are unable to reach you

Name Phone Relationship

Name Phone Relationship

Laserfiche / Child’s Binder Enrollment Section
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HEAD START / EARLY HEAD START ENROLLMENT APPLICATION

Child’s Name Birth Date

Mother/Guardian Father/Guardian

First Name Last Name First Name Last Name

Birth Date Lives with Child Legal Custody Has Income Birth Date Lives with Child | Legal Custody Has Income
/ / Y N Y N Y N / / Y N Y N Y N

Marital Status
O Married [ Single [J Separated [J Divorced [J Widowed

Marital Status
J Married [ Single [ Separated [J Divorced [J Widowed

Do you receive Child Support?
O Yes 0 No If yes, amount per month $

Do you receive Child Support?
O Yes O No If yes, amount per month $

Highest Level of Education
[ Less than High School
O High School Grad or GED

[ Some College or AA/AS
[ Bachelor’s or Advanced Degree

Highest Level of Education
[ Less than High School
[ High School Grad or GED

[ Some College or AA/AS
[ Bachelor’s or Advanced Degree

Employment Status

J Employed [J Seasonally Employed

Employment Status

J Employed [J Seasonally Employed

J Unemployed [J Retired J Unemployed [J Retired

[ Seeking Employment [ Disabled [ Seeking Employment [ Disabled

[ Incapacitated Dates of Incapacity From To [J Incapacitated Dates of Incapacity From To
Employer Name Employer Phone Employer Name Employer Phone
Employer Name Employer Phone Employer Name Employer Phone
Work Schedule (Include all jobs) Work Schedule (Include all jobs)

Monday Thursday Monday Thursday

Tuesday Friday Tuesday Friday

Wednesday Sat/Sun Wednesday Sat/Sun

Total Hours Per Week:

Total Hours Per Week:

Pay Days are
[J Weekly [ Every 2 Weeks [J Twice Per Month [ Monthly

Gross Income S Per

Pay Days are
[J Weekly [ Every2 Weeks [J Twice Per Month [ Monthly

Gross Income S Per

Do you receive CalWORKs (TANF)?
O Yes J No If yes, amount per month §$

Do you receive CalWORKs (TANF)?
[ Yes [J No If yes, amount per month $

Do you receive CalFresh (formerly known as Food Stamps or SNAP)?
U Yes I No

Do you receive CalFresh (formerly known as Food Stamps or SNAP)?
U Yes I No

Do you have any other sources of income?
O Yes [ No If yes, amount per month §$
Description:

Do you have any other sources of income?
[ Yes [J No If yes, amount per month $
Description:

Are you in School or Training? [ Yes J No

Are you in School or Training? J Yes J No

School Name School Phone

School Name School Phone

School or Training Schedule Units
Monday Thursday
Tuesday Friday
Wednesday Sat/Sun

Total Hours Per Week (class time only)

School or Training Schedule Units
Monday Thursday
Tuesday Friday
Wednesday Sat/Sun

Total Hours Per Week (class time only)

Are you an employee of SCCOE Head Start? Y N
Are you related to an SCCOE Head Start employee? Y N

Are you an employee of SCCOE Head Start? Y N
Are you related to an SCCOE Head Start employee? Y N

| certify that the information in this application is true and complete to the best of my knowledge. | understand that failure to report correct
information may be grounds for rejection of this application or termination of childcare services. | will notify the agency immediately if there is any
change in my income, family size, residence, employment, or reason for needing childcare services.

Parent/Guardian’s Signature

Date

Laserfiche Only
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HEAD START / EARLY HEAD START ENROLLMENT APPLICATION

Child’s Name Birth Date

HEALTH INFORMATION AND HISTORY

Doctor’'s Name  (Medical Home) Phone Address City Zip
()

Dentist’'s Name  (Dental Home) Phone Address City Zip
()

Health Coverage: [ Medi-Cal/Medicaid [ Healthy Families [ California Healthy Kids [ Private [ Other

Dental Coverage: [1 Medi-Cal/Medicaid [ Healthy Families [ California Healthy Kids [ Private [ Other

Are you receiving services from WIC? [ Yes J No

IMMUNIZATIONS

Before your child is placed on a class list, copy of your child’s current immunization records must be received by the program according to the State of
California Immunizations requirements. All immunizations must be recorded by showing a date given and signature or stamp verification by health
care provider. If your child does not have an immunization record or has not received all required immunizations, call your health care provider as
soon as possible to obtain a record or make an appointment for your child to receive these immunizations.

REQUIRED HEALTH ASSESSMENT (PHYSICAL EXAM)

A health assessment (physical examination) by a physician is required. This exam should include Hemoglobin/Hematocrit (blood work), Hearing and
Vision Screenings, Height & Weight, TB Assessment and/or test if at risk, Tobacco, and Lead Test. If you do not have a copy of a current physical exam
for your child, you will be asked to take your child to the doctor within 30 days of the first day of school to obtain one. It is best to do this before your
child is placed on a class list (see attached Child Health Assessment form).

Is a copy of a current Physical Exam included with application? [ Yes [ No Date of child’s last physical exam

REQUIRED DENTAL EXAM (FOR PRESCHOOL CHILDREN AGES 3-5 YEARS OLD ONLY)

A dental exam by a dentist is required. If you do not have a copy of a current dental exam for your child, you will be asked to take your child to the
dentist within 90 days of the first day of school to obtain one. It is best to do this before your child is placed on a class list (see attached Dental
Examination form).

Is a copy of a current Dental Exam included with application? [ Yes [ No Date of child’s last dental visit

MEDICATIONS

LIST ALL MEDICINES, PRESCRIPTIVE AND NON-PRESCRIPTIVE, THAT YOUR CHILD TAKES REGULARLY

Your child will not be given medication at school without a physician’s note and a Classroom Health Plan written with the parent and program staff.

ALLERGIES AND SPECIAL DIETS CIRCLE ONE

LIST ALL ALLERGIES (FOOD OR OTHER)

Has your child been prescribed medication for an allergic reaction? Yes No

List special diets to accommodate for cultural preference or for religious or medical reasons (indicate what specific foods are included)

A Classroom Nutrition Plan will be written with the parent and program staff to address all allergies and special diets.

NUTRITION INFORMATION

Does your child experience any of the following symptoms after eating? [ Yes 0 No Ul Diarrhea U ltching
[J Vomiting [J Difficulty Swallowing
Does your child eat any of the following: [1Yes [ No Dirt Clay Paint Chips Ice Chips Refrigerator Frost
If yes, circle those that apply .
Cornstarch Laundry Starch ~ School Paste Pencils

Laserfiche / Child’s Binder Health Section
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Child’s Name Birth Date

SPECIAL HEALTH NEEDS / CHRONIC ILLNESS CIRCLE ONE
Asthma Yes No
Anemia Yes No
Diabetes Yes No
Seizures Yes No
Pediatric First Aid Needs Yes No
Other Special Health Needs — please explain Yes No
BIRTH HISTORY

Was your child premature? Yes No | While in the hospital, did your child Yes No
Was your child exposed to cigarette smoke? Yes No | experienced any health complications?

EARS AND EYES

Any trouble hearing? Yes No | Any trouble with his/her eyes? Yes No
Use a hearing device? Yes No | Has your child ever worn glasses? Yes No

If yes, to any of the above, please explain

FAMILY HISTORY

Mother’s Health Status [0 Good [ Fair [J Poor Father’s Health Status J Good [ Fair [ Poor
While pregnant did the mother drink alcoholic beverages Yes No While pregnant did the mother take any drugs Yes No
that affected the development of the child? that affected the development of the child?
If yes, to any of the above, please explain:
Has your child been exposed to second hand smoke? Yes No

SOCIAL-EMOTIONAL DEVELOPMENT
Does your child have Does your child have
Problems getting along with other children the Yes No Aggressive behavior? Yes No
same age?
Problems getting along with other family members? Yes No Extreme shyness? Yes No
Problems sleeping? Yes No Problems separating from parent/guardian? Yes No
Temper tantrums? Yes No Other concerns you may have about your child’s behavior
Severe fears? Yes No

If yes, agency name

Currently receiving mental health services? Yes No
DISABILITIES
Does your child have an Individualized Education Plan (IEP) with your local school district of residence or County Office Yes No
of Education program? If yes, please attach copy of the most recent IEP.
Does your child have an Individual Family Service Plan (IFSP) with an early intervention program, regional center, County Office Yes No

of Education, or school district? If yes, please attach copy of the most recent IFSP.

Additional information about your child’s disability or other developmental concerns. Please explain if yes circled above

PARENT CONSENT FOR PROGRAM SERVICES

| understand that Head Start is a comprehensive program that will provide many services to support my child and family. Classroom observations and
screenings are part of the program, which enable staff to plan for my child’s individual development. | understand that the program staff will keep me
informed as each service is completed and provide, to me, the results of all procedures and services my child receives. | give permission for Head Start
staff to complete the following with my child: [ Yes J No

= Dental Screening =  Vision & Hearing Screenings =  Blood Pressure = Height & Weight = Nutrition Assessment

Parent/Guardian’s Signature Date

Laserfiche / Child’s Binder Health Section
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Santa Clara County é Office of Education

UPDATE ANNUALLY
Early Learning Services Department — Head Start Program

408.453.6900

Authorization to Release Records
COMPLETE AND RETURN THIS FORM

Child’s Name Birth Date

Parent/Guardian’s Name

| hereby authorize the release of the following records to Santa Clara County Office of Education, Early
Learning Services Department Head Start Program:

Physical examination, immunizations records (including a Tuberculosis Skin Test), dental examination
and treatment plan, all assessment or diagnostic reports related to my child’s health and development,
and Individualized Educational Program (IEP) and/or Individualized Family Service Plan (IFSP) from
school districts or other agencies.

All release of information about my child will follow the procedural safeguards outlined in the provisions of
Federal and State Administrative Codes: Health Insurance Portability and Private Act, (HIPAA), 2003; Family
Educational Rights and Privacy Act, (FERPA), 2009; Individuals with Disabilities Education Improvement Act,
(IDEA), 2004; and Head Start Performance Standards (1301, 1304, 1305, and 1308).

| understand this information is strictly confidential and will be used to provide necessary services and to
permit statistical reporting on the results of screenings. This authorization shall be valid for one year from date
it is signed.

Parent/Guardian’s Signature Date

Laserfiche / Child’s Binder Enrollment Section



Santa Clara County é Office of Education

Early Learning Services Department — Head Start Program

408.453.6900

Authorization to Share Records
COMPLETE AND RETURN THIS FORM

Child’s Name Birth Date

Parent/Guardian’s Name

The Santa Clara County Office of Education Head Start / Early Head Start Program has established partnerships
with other child care agencies to be able to provide quality child care and family services to a larger number of
children and families. If you allow us to share your enrollment application and pertinent information with our
child care partners it could help us to find an opening for your child sooner. Children and families served by our
child care partners receive all of the same benefits of a high quality Head Start or Early Head Start experience as
is available in our directly operated classrooms.

If you consent to this release you may be contacted by one of our child care partner agencies about enrollment
opportunities in their program.

Child Care Partners of the SCCOE Head Start / Early Head Start Program:
= East Side Union High School District Child Development Program (Early Head Start)
=  Community Child Care Council of Santa Clara County, Inc. (4C’s; Early Head Start)
= Kidango, Inc.
=  Mountain View Whisman School District
=  State Preschool Programs
= SJB Child Development Center

All release of information will follow the procedural safeguards outlined in the provisions of Federal and State
Administrative Codes: Health Insurance Portability and Privacy Act, (HIPAA), 2003; Family Educational Rights and
Privacy Act, (FERPA), 2009; Individuals with Disabilities Education Improvement Act, (IDEA), 2004; and Head Start
Performance Standards (1301, 1304, 1305, and 1308).

L1 Yes, | authorize the release of my child’s enrollment application and pertinent information to be sent
to child care partner agencies to facilitate the enrollment of my child into a preschool program.

L1 No, | do not authorize the release of my child’s enroliment application and pertinent information to
be sent to child care partner agencies.

Parent/Guardian’s Signature Date

Laserfiche / Child’s Binder Enrollment Section



Santa Clara County & Office of Education

Y

Early Learning Services Department — Head Start Program
(408) 453-6900

Dental Examination

Child’s Name Birth Date

Center Name Enrollment Date

AUTHORIZATION FOR RELEASE OF INFORMATION / AUTORIZACION PARA REVELAR INFORMACION / LOI CHO PHEP QU;\NG BA CHI TIET
| authorize release of dental information contained in this report to the Head Start Program

Yo autorizo a que la informacion dental que aparece en este reporte sea revelada al Programa Head Start

Tbi cho phép quing bd céc chi ti€t y khoa & trén bdn bdo cdo nay dé€n Chuong Trinh Head Start.

Parent/Guardian’s Signature / Firma Del Padre-Tutor / Phu Huynh Hoiic Giam Ho Ky Tén Date / Fecha / Ngay

Dear Dental Provider:

Please fill out this form completely, sign, and return to the child’s parent/guardian listed above. If the child requires more than
a routine check-up, we will require information when the initial examination is done and when treatment has been completed*.

Please note: when routine care is provided by a hygienist, Head Start guidelines require a dentist signature to ensure that care has been
provided.

Date of most recent dental examination

[ Child received prophylaxis, OHI and fluoride application

1 Child had x-rays taken

1 Was child prescribed fluoride 1 Yes [ No

[] Decay ] Yes [J No
™ Results L1 Is treatment required at this time other than preventive care? ] Yes [J No

[ Class | Prevention (sealant/fluoride/prophylaxis)

[ Class Il Moderate dental problems (cavities into dentin — less than 3 teeth)

[ Class Il Severe dental problems (more than 3teeth have cavities, cavities involving the pulp)

[ Class IV Emergency dental treatment required (abscess/pain/rampant decay)

1 Next appointment date for routine care

Dentist’s office stamp/name, phone number, and address (required)

Dentist’s Signature Date

*COMPLETE THIS SECTION ONLY IF TREATMENT OTHER THAN PREVENTATIVE CARE IS REQUIRED.

M Summary of Treatment

] Treatment completed ] Yes [ No Date
[] Pulpal treatment

[ Extraction of non-restorable teeth [] Space maintainers
[] Restoration of decayed teeth (fillings /crowns)

[] Referred to specialist (Dentist name & specialty)

[J Next appointment date for treatment
[ other

Dentist’s Signature (**treatment required )

Laserfiche / Child’s Binder Dental Section




CHDP DENTAL PROVIDERS

Cyrus M. Akhbari
Pediatric Dentistry

1201 Park Avenue, Suite 2
San Jose, CA 95126

(408) 971-9990
Spanish/Farsi/Vietnamese

Children’s Dental Center
1153 South King Road
San Jose, CA 95122
(408) 240-0250
Spanish/Vietnamese

Indian Health Center Dental Department
1333 Meridian Avenue

San Jose, CA 95125

(408) 445-3400 ext. 230 or 280

Spanish

Saturdays by appointment only

Comprecare Dental

3030 Alum Rock Avenue

San Jose, CA 95127

(408) 254-5185
Spanish/Vietnamese

Open Monday through Saturday

Dental Image

Adrienne N. Lan Van

2114 Senter Road, Suite 14
San Jose, CA 95112

(408) 298-8187
Spanish/Vietnamese

Daisy G. Ison

2340 McKee Road, Suite 22
San Jose, CA 95116

(408) 272-8855
Spanish/Tagalog

Evergreen Dental Group
3162 Newberry Avenue
San Jose, CA 95118
(408) 274-9600

Spanish

Tully Dental Center
500 Tully Road

San Jose, CA 95111
(408) 808-6102
Spanish

Duong Chi Nguyen

88 Tully Road, Suite 109
San Jose, CA 95111
(408) 298-1221
Vietnamese

Jackson Family Dental
2324 Montpelier, Suite 3
San Jose, CA 95116
(408) 937-5950
Spanish/Farsi

Devinder S. Shoker

1295 South Park Victoria Drive
Milpitas, CA 95035

(408) 945-0411
Spanish/Vietnamese/Hindi/Tagalog

Lucky Dental

2003 Story Road, Suite 800
San Jose, CA 95122

(408) 928-6000
Spanish/Chinese

San Jose Dental Surgery Center
Children’s Dental Clinic

1998 Alum Rock Avenue

San Jose, CA 95116

(408) 240-9000
Spanish/Vietnamese

Maria Villar

Willow Dental Health Center
283 Willow Street

San Jose, CA 95110

(408) 298-6411

Spanish

Son A. Tran

260 Aborn Road, Suite 150
San Jose, CA 95121

(408) 239-0816
Vietnamese

Asadi H

3535 Ross Avenue, Suite 105
San Jose, CA 95124

(408) 267-5600
Spanish/Farsi

Western Dental Center
Accepts all types of Medical and
children as young as 1 year old
Call to make an appointment at
1(800) 466-5555 ext 3304
Spanish

City Dental Center

7671 Monterey Road, Suite C
Gilroy, CA 95020

(408) 842-5000
Spanish/Farsi

South Valley Dental Clinic
7475 Camino Arroyo Circle
Gilroy, CA 95020

(888) 334-1000

Spanish

South County Dental Center
Gardner Health

7526 Monterey Street

Gilroy, CA 95020

(408) 846-6473

Spanish

Open Monday through Saturday

San Benito Health Foundation
Dental Department

351 Felibe Drive

Hollister, CA 95023

(831) 637-1897

Virginia Cavero, DSS
345 5t Street, Suite 2
Hollister, CA 95023
(831) 636-6510

Santa Ana Dental

4 East Street

Hollister, CA 95023-4004
(831) 634-0411

Terry Slaughter, DDS
901 Sunset Drive, Suite 5
Hollister, CA 95023
(831) 636-8484

Your child could be eligible for free dental exam.

Call the numbers below for information on free or low cost children’s health insurance programs:

Children’s Health Initiative
Child Health & Disability Prevention Program
Medi-Cal Eligibility

Santa Clara Family Health Foundation

1(888) 244-5222
(408) 494-7410
(408) 271-5600

1 (877) 680-4555



Santa Clara County

$

Office of Education

Early Learning Services Department — Head Start Program

CHILD HEALTH ASSESSMENT REPORT — CONFIDENTIAL
Medi-Cal / CHDP / Medical Providers: Please complete screening and return to parent/guardian in the Head Start / Early Head Start Program.

Child's Last Name:

First name

Initial
M

Sex

Birth Date

E Month

Day Year

SECTION TO BE COMPLETED BY PARENT OR GUARDIAN

AUTHORIZATION FOR RELEASE OF INFORMATION / AUTORIZACION PARA REVELAR INFORMACION / LOI CHO PHEP QU;&NG BA CHITIET
| authorize release of medical information contained in this report to the Head Start Program / Yo autorizo que la informaciéon médica que aparece en este informe
sea revelada al Programa Head Start / Téi cho phép quing bd cdc chi ti€t y khoa & trén bdn bdo cdo ndy dé€n Chuong Trinh Head Start.

SIGNATURE OF PARENT OR GUARDIAN / FIRMA DEL PADRE O TUTOR / PHU HUYNH HOAC GIAM HO KY TEN

DATE / FECHA / NGAY

HEALTH CARE PROVIDER MUST COMPLETE ALL ITEMS BELOW
The Santa Clara County Office of Education administers a Head Start Program which is federally funded. Federal regulations require that a health professional
make a determination as to whether a child is up to date on a schedule of age appropriate health assessments and screenings.

Date of Service

Month

Day Year

Child's Age Years

Months

Allergies

Height / Length Required

Weight Required

BMI Percentile

Blood Pressure

Vision Chart Exam

Head Circumference

(2, 3, 4, 5 yrs. old only) (3,4,5yrs.oldonly) | op
Inches Pounds
( ) ( ) *Over weight? O Yes [ No / 0s
If yes, method of treatment ou (Inches)
BP Elevated _____ Corrected / Uncorrected
Please indicate outcome for each screening procedure No Problem Problem * If a prob_lem is diagnosed at this vis_it, pleas_e enter _
f o hedul ‘f Suspected Suspected diagnosis, treatment plan, and special care instructions
(Refer to Periodicity Schedule on reverse of form) v v or restrictions in this area.
History and Physical Exam
Dental Assessment / Referral
Develop / Behavioral Surveillance
Anticipatory Guidance
Psychosocial Assessment
Tobacco Assessment
Hgb Values Hct Values * Anemia Diagnosis [Yes [ No | Nutrition Assessment
Hemoglobin or Hematocrit If yes, method of treatment Has child been diagnosed with food
Starting at 9-12 months, then allergies? O Yes [ No
annually at 2, 3, 4, and 5yrs. old | Date Date If yes, please explain
Blood Lead Level (BLL) BLL Value Date * Need status of BLL Value If tests were not done, please explain
required at 12 and 24 months; why?
Test at 24-72 months, if not
tested previously [0 Blood Lead Risk Assessment (Please check box)
[0 0-35months old — Sensory Screening Hearing Clinical Assessment
0 0-35 months old — Sensory Screening Vision Clinical Observation
[0 3-5yrs. old — Hearing Screening O Pass [0 Unable/Uncooperative [J Re-Screen
0 3-5yrs. old — Vision Screening O Pass [0 Unable/Uncooperative [0 Re-Screen
T“beFC“““ Verbal Risk Assessment O Verbal Risk Assessment Completed (Please check box)
Required 0-60 months
* Complete this section only if TB Test is required
% . R .
Is TB Test required at this time? Date Given Date Read Results in millimeters Date X-Rays Taken
U Yes 0 No O Negative [ Positive X-Rays Results
Child’s needs Immunizations? O Yes O No
Immunizations given today Polio (OPV or IPV) DTP MMR HIB
Date Hepatitis B Varicella PCV Other

Provider of Service (Please include name, address, and telephone number)

Referred to

Telephone Number

Provider’s Signature

Date
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HEAD START / EARLY HEAD START PERIODICITY SCREENING GUIDELINES

Note: These guidelines follow the recommendations of the Centers for Disease Control and Prevention (CDC) and

the Child Health and Disabilities Prevention (CHDP) Programs

PERIODICITY SCHEDULE FOR
HEALTH ASSESSMENT REQUIREMENTS BY AGE GROUPS

Screening Requirements

Age of Person Being Screened

Under 1-2 4 6 9 12 15 18 2yrs. | 3yrs. | 45 yrs.
1mo. | Mos. Mos. Mos. Mos. Mos. Mos. Mos.
Interval Until Next Exam I1mo. | 2mos. | 2mos. | 2 mos. | 3mos. | 3 mos. | 3mos. | 6 mos. | 1yr. 1yr 2 yrs.

History & Physical Examination . . . . o o . o . . o

Dental Assessment o . o . o o o . . o o

Nutritional Assessment o . . . . . . . . . .

Developmental / Behavioral . . . . . . . . . . .

Psychosocial Assessment . . . o o o . . . . .

Tobacco Assessment o . . . . . . . . . .
Measurements

Head Circumference o . . o . . . o

Height / Length and Weight . . . . . . . . . . .

BMI Percentile o o o

Blood Pressure o o
Sensory Screening

Visual Acuity Test (Snellen)2 . .

Clinical Observation o . . . . o . o . . .

Audiometric® . .

Non-Audiometric o . . . o o . . . o o
Procedures / Tests

Tuberculin Test if at Risk

TB Exposure Risk Assessment . . . . . . . . . .

Hematocrit or Hemoglobin * — > * * . o o

Blood Lead Risk Assessment . . . . o o . .

Blood Lead Test . o ——>

Anticipatory Guidance . . . . . . . . . . .

Other Laboratory Tests

Urine Dipstick or Urinalysis

To be done when health history and/or physical examination warrants

VDRL, RPR, or ART

To be done when health history and/or physical examination warrants

Gonorrhea Test

To be done when health history and/or physical examination warrants

Chlamydia Test

To be done when health history and/or physical examination warrants

Papanicolaou (Pap) Smear

To be done when health history and/or physical examination warrants

Sickle Cell

To be done when health history and/or physical examination warrants

Ova and Parasites

To be done when health history and/or physical examination warrants

Immunizations

Administer as necessary to make status current

Note: Children coming under care who have not received all the recommended procedures for an earlier age should be brought

up-to-date as appropriate.

1. Snellen testing and Audiometric testing should start at age 3 if possible. Clinical observation and non-audiometric testing may

be substituted if child is uncooperative.

APPL REV 2/16/2012




Valley Health Center Bascom
750 South Bascom Avenue
San Jose, CA 95128

1 (888) 334-1000

Valley Health Center Tully
500 Tully Road

San Jose, CA 95111
1(888) 334-1000

Valley Health Center East Valley
1993 McKee Road

San Jose, CA 95116

1(888) 334-1000

Valley Health Center Silver Creek
1620 East Capitol Expressway
San Jose, CA 95121

1(888) 334-1000

Valley Health Center Fair Oaks
660 South Fair Oaks Avenue
Sunnyvale, CA 94086

1(888) 334-1000

Valley Health Center Gilroy
7475 Camino Arroyo Circle
Gilroy, CA 95020

(888) 334-1000

1(888) 334-1000

Community Clinics / Health Centers:

Franklin-McKinley Neighborhood Clinic

645 Wool Creek Drive
San Jose, CA 95112
(408) 283-6051

Gilroy Neighborhood Health Clinic
7861 Murray Avenue

Gilroy, CA 95020

(408) 842-1017

San Jose High Neighborhood Clinic
1149 East Julian Street, Building H
San Jose, CA 95116

(408) 535-6001

Santa Clara County é Office of Education

Early Learning Services Department — Head Start Program

Pediatric Primary Care Providers

Indian Health Center
1333 Meridian Avenue
San Jose, CA 95125
(408) 445-3400

San Jose Foothill Family Community Clinic

2880 Story Road
San Jose, CA 95127
(408) 729-4282

Washington Neighborhood
Health Clinic

100 Oak Street

San Jose, CA 95110

(408) 295-0980

Gardner Family Health Network:

CompreCare Health Center
3030 Alum Rock Avenue
San Jose, CA 95127

(408) 259-8400

Gardner Health Center
195 East Virginia Street
San Jose, CA 95112
(408) 918-5500

St. James Health Center
55 East Julian Street
San Jose, CA 95112
(408) 918-2600

Gardner South County Health Center
7526 Monterey Street

Gilroy, CA 95020

(408) 848-9400

Mayview Community Health Centers:

Columbia Neighborhood Center
785 Morse Avenue

Sunnyvale, CA 94085

(408) 523-8150

Mayview Community Health Center
at Mountain View

100 North Moffett Blvd., Suite 101
Mt. View, CA 94043

(650) 965-3323

Planned Parenthood:

Planned Parenthood, Blossom Hill
5440 Thornwood Drive, Suite G
San Jose, CA 95123

(408) 281-9777

Planned Parenthood, San Jose
1691 The Alameda

San Jose, CA 95126

(408) 287-7526

Mar Monte Community Clinic
2470 Alvin Avenue, Suite 80
San Jose, CA 95121

(408) 274-7100

Planned Parenthood, Sunnyvale
604 East Evelyn Avenue
Sunnyvale, CA 94086

(408) 739-5151

Planned Parenthood, Mt View
225 San Antonio Road

Mt. View, CA 94040

(650) 948-0807

San Benito County

Hazel Hawkins Community Health Clinic

930 Sunset Drive, Building 3
Hollister, CA 95023

(831) 636-2664

Office hours

Mon - Fri —8:00 am — 8:00 pm
Saturday - 8:15 am —5:00 pm
Sunday — 8:15 am — 12:00 noon

San Benito Health Foundation
351 Felice Drive

Hollister, CA 95023

(831) 637-5306

YOUR CHILD COULD BE ELIGIBLE FOR A FREE HEALTH EXAM

Call the numbers below for information on free or low cost children’s health insurance programs:

Children’s Health Initiative 1 (888) 244-5222
Child Health & Disability Prevention Program  (408) 494-7410
Medi-Cal Eligibility (408) 271-5600
Santa Clara Family Health Foundation 1 (877) 680-4555





