< - Gunalchéesh/Haw'aa for your interest in Head Start!
Head Start We are now accepting applications for the 2026/2027 school year.

Overview: All families with age-eligible children are welcome to apply.

To begin the enrollment process, please complete the application form and submit all
required supporting documents. This documentation enables us to assess your eligibility
for enrollment. Our team will contact you to schedule an application interview. If you are
placed on the waitlist, you will receive a notification letter. Upon acceptance, an official
acceptance letter will be sent to you. If space is not immediately available, we will notify
you as soon as one becomes available.

INSTRUCTIONS

1. Age Requirements: Early Head Start 18 months - 3 years (Juneau)
Head Start 3 - 5 years (All Communities)

2. How to Apply — Two options 2026-2027-Head-Start-Fillable-Revised.pdf
e By Paper. Print/Save, fill out, & email or deliver to Head start office
e Online. Fill out the following pages, digitally sign, & submit

3. These are the required documents listed below, if applicable, to help speed up the
application process.

e Proof of Tribal Enrollment - Certificate of Indian Blood (CIB) or Tribal ID issued by the
child’s tribe. Other accepted documentation includes a letter or
documentation from the tribal enroliment office, household member proof,
parent or guardian lineage proof of enrollment

e Foster Care - Court order, another legal or government-issued document, or
proof of foster care payment

¢ Homeless - Written statement from the service provider, documentation from a
public or private agency, notes from an interview

e Power of Attorney - POA signed and notarized by the parent or guardian giving
educational and medical authority to a family or friend

¢ Proof of Public Assistance, such as TANF, SSI, SNAP

4. Shot Records/Religious exemption— with your application is the VacTRAK authorization
form, or you can email us the most current immunization version.

5. IEP/IFSP document(s), if applicable—IEP, IFSP, learning or developmental delay, speech
or language support, behavioral or emotional support, fine or gross motor support.

INSTRUCTIONS TO SUBMIT APPLICATION AND REQUIRED DOCUMENTS
In-Person. 3800 Mendenhall Loop Rd, Juneau, AK 99801, (Floyd Dryden building)
By Mail. PO Box 25500 Juneau, AK 99802. Fax. 1.877.389.7796
Email: headstartenrollment@tlingitandhaida.gov
Questions, please contact us at 1.800.344.1432 or 907.463.7127

This institution is an equal opportunity provider.


https://tlingitandhaida.gov/wp-content/uploads/2026-2027-Head-Start-Fillable-Revised.pdf
mailto:headstartenrollment@tlingitandhaida.gov
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Central Council Tlingit and Haida Indian Tribes of Alaska

TLINGIT & HAIDA HEAD START
Mailing Address: P.O. Box 25500 * Juneau, AK 99802
Physical Address: 3800 Mendenhall Loop Road ¢ Juneau AK 99801

Phone 907.463.7127 » Toll Free 800.344.1432 « Fax 1.877.389.7796 « www.tlingitandhaida.gov
Email: headstartenrollment(@tlingitandhaida.gov

2026-2027 Tlingit & Haida Head Start Application

SECTION A

CHILD INFORMATION

FULL FIRST NAME:

FULL MIDDLE NAME:

FULL LAST NAME:

SUFFIX:

(Documentation required)
[CJchild [JHousehold member

TRIBAL AFFILIATION

[0 American Indian

[ African American/Black
[CJcaucasian/White

[JAsian

[ Pacific Islander/Native Hawaiian

Translation ol

DNon-Hispanic

Services Needed

[] Yes [INo

NICKNAME: DOB: Identify as: APPLICATION TYPE: (Choose one)
MALE [] Early Head Start: 0-3 years old (Juneau Only)
[C]FEMALE |'j Head Start preschool: 3-5 years old
IS THE CHILD OR A MEMBER OF THE RACE: (Choose all that apply) ETHNICITY: (Choose one) CHILD PRIMARY LANGUAGE:
HOUSEHOLD A TRIBAL CITIZEN: DA|aska Native DHispaniC

r Interpretation CHILD SECONDARY LANGUAGE:

SECTION B

PRIMARY ADULT

FIRST NAME:

LAST NAME:

DOB:

ntify as:
MALE
FEMALE

PRIMARY LANGUAGE:

Translation or Interpretation Services Needed

[] Yes [No

RACE: (Choose all that apply)
Alaska Native

[ American Indian

[ African American/Black

ETHNICITY: (Choose one) [_]Hispanic [_Non-Hispanic

MILITARY STATUS: [ ]Active |:|Veteran

PRIMARY PHONE:

o Home o Cell o Work
Able to receive text messages? o Yes o No

DCaucasianNVhite ALTERNATE PHONE: o Home o Cell o Work
. Able to receive text messages? o Yes oNo
[JAsian EMAL:
O Pacific Islander/Native Hawaiian ’
RELATIONSHIP TO CHILD: (Check one) HIGHEST EDUCATION LEVEL: (Check one) PLOYMENT STATUS:
Q Parent m FT only [JFT and School
0O Legal Guardian Q HighestGrade: [ ]Aa [] PTonly [CJPT and School
Q Grandparent High School Graduate  [_| BA [] seasonal [JRetired or Disabled
O Legal Foster Parent (Attach letter) O GED |:|MA or Higher |:|Training/SchooI |:|Unemp|oyed
Other: O Certificate:
SECTIONC SECONDARY ADULT
FIRST NAME: LAST NAME: DOB: Identify as:
[ ImaLE
[JFEMALE
PRIMARY LANGUAGE: Translation or Interpretation Services Needed El Yes [O]No

RACE: (Choose all that apply)
O Alaska Native

[ American Indian

O African American/Black

ETHNICITY: (Choose one) |:|Hispanic|:| Non-Hispanic

MILITARY STATUS: ctive eteran

PRIMARY PHONE:

o Home @ Cell o Work
Able to receive text messages? o Yes a No

[ Caucasian/White ALTERNATE PHONE: oHome o Cell o Work
[JAsian Able to receive text messages? o Yes aNo
O Pacific Islander/Native Hawaiian E-MAIL:

RELATIONSHIP TO CHILD: (Check one) HIGHEST EDUCATION LEVEL: (Check one) EMPLOYMENT STATUS:

O Parent [] FTonly [JFT and School

Legal Guardian O Highest Grade: |:| AA |:| PT only [JPT and School

QO Grandparent (O High School Graduate [1BA [] Seasonal [CJRetired or Disabled
OLegal Foster Parent (Attach letter) O GED |:| MA or Higher | [] Training/School |:|Unemployed

O Other: () Certificate:

Secondary Adult Lives with Primary Parent: QYes ONO*

*If NO, is there a Custody Agreement? |:|Yes (Attach documentation)_]No

USDA and this institution are equal opportunity providers and employers. Parent/Guardians have the right to receive translation or interpretation services in their primary
language as well as reasonable accommodations to participate in the program.




SECTION D FAMILY INFORMATION

LIVING ADDRESS: MAILING ADDRESS: HOUSING: (Check one)
|:| Own

Address: Address: []Rent
|:| Neither

City: ,AK Zip City: ,AK Zip

PARENTAL STATUS: Do you live in a shelter, transitional SERVICES YOUR FAMILY RECEIVES: (Check all that apply)

(Check one) housing, motel, vehicle or move frequently LlYes[JNo Child Care Assistance CJTANF/ATAP

O One Parent between homes of relatives or friends? O

O Two Parent (Attach housing verification) [JSNAP/Food Stamps awic

T P t p Was your family referred for services by a CJYes[No [Jindian Health Services (IHS) |:|None
O Teen Parent (age 19 or | oy welfare agency? CJSupplemental Security Income

under at time of birth)

(Office of Children’s Services, Child in Transition, ICWA, efc.)
Number of individuals related by blood, marriage or adoption, living in the home, supported by the parent/guardian's income:

NUMBER OF ADULTS: NUMBER OF CHILDREN: TOTAL NUMBER:
Please list additional members of the household. If more than one child is applying for HS, an application is needed for each child.
First l\l/lr:?tfgle Last Ref;g%;%r ° Birthday | Gender Race I-/Ill_s;)t?nn(l)c
Yes
8 No
@® Yes
O No
O Yes
{® No
Yes
& No
Yes
Q No
Q Yes
Q No
© Yes
No
CHILD HEALTH INFORMATION
PRIMARY HEALTH DOCTOR / MEDICAL CLINIC NAME: PHONE:
COVERAGE/INSURANCE:
|:|Dena|i KidCare/Medicaid
[ Private DENTIST / DENTAL CLINIC NAME: PHONE:
O Other:
O None

Does your child have any diagnosed food OYes* ONo

or medical allergies? T YES, please explain:

**If your child has a food allergy, a completed “Medical Statement for Food Substitution"
or other documentation MUST be provided before food substitutions can be made.

Does your child take any medications that OYes* O No
have to be administered during class time?

(while attending Head Start)

Do you have any health concerns about OYes* o No
your child?

Do you have any developmental concerns OYes* ONo
about your child?

*If YES, parent/guardian will be required to fill out a separate medication authorization
form prior to the first day of attendance.

*If YES, please explain:

*If YES, please explain:

SECTION F INDIVIDUALIZED EDUCATION PROGRAM (IEP) / INDIVIDUALIZED FAMILY SERVICE PLAN (IFSP)
Is your child currently being evaluated for an Yes No Suspected

IEP orIFSP? O O O

Does your child have a current or expired OYes* (O No [*If YES, please attach :|IEP OIFSP or

IEP or IFSP? copies of the: Signed Release of Information form

el S SIS I PLEASE READ, SIGN, AND DATE YOUR APPLICATION

| certify that this information is true and correct. | agree to promptly update my child and family’s information during my child’s enroliment with
Tlingit & Haida Head Start. | agree to review this information every year. All information is kept strictly confidential, and | may access it during
normal business hours.

PARENT/GUARDIAN SIGNATURE: DATE:

Applications will be complete when all events are received:

[JEHS /[JHS application  []Eligibility Documentation []VacTrAK release/ []Immunizations record []Interview scheduled:




Central Council Tlingit and Haida Indian Tribes of Alaska

TLINGIT & HAIDA HEAD START

Mailing Address: P.O. Box 25500 ¢ Juneau, AK 99802

Physical Address: 3800 Mendenhall Loop ¢ Juneau AK 99801

Phone 907.463.7127 » Toll Free 800.344.1432 « Fax 1.877.389.7796 « www.tlingitandhaida.gov
Email: headstartenrollment@tlingitandhaida.gov

ERSEA (Enroliment)
Request to Release & Exchange Information and Notice of Confidentiality

Hed Sart

Dear Parents/Guardians:

To provide your family with quality services, it may be necessary to release and exchange information
with others that serve your family and child. For example, to allow Head Start to send immunization
records to your child’s local school when he/she transitions to kindergarten, or request current
immunization, physical or dental exam records from your child’s health care providers. Your written
consent is required to legally release and exchange information. This Request to Release & Exchange
Information form allows us to share this information between programs/agencies.

All information gathered is kept confidential and released only when your permission is given. Parents and legal
guardians of Head Start children have the right to access their child(ren)’s files at the Head Start center as well as
at the Head Start Central Office located in Juneau, Alaska.

CHILD'S FIRST & LAST NAME: CHILD'S DATE OF BIRTH:

Alaska Temporary Assistance Program (ATAP) Benefits-Case worker:

Temporary Assistance for Needy Families (TANF) Case worker:

Last four digits of Social Security Number (SSN):

Supplemental Security Insurance (SSI) Benefits-Case#:

State Disabilities Assistance Benefits-Case#:

Foster Care-Health & Social Services:

Guardianship — Alaska Legal Services:

SEARHC requires a specific Release of Information form to release & exchange information to Head Start.
If you are a SEARHC client, please complete a Head Start & SEARHC form in addition to this ROI form.

| request the following information, for me or my child, be released and exchanged between Tlingit & Haida Head Start:
PROVIDE CLINIC NAMES (REQUIRED):
Dental Records / Name of Clinic:
Medical Records & WIC / Name of Clinic:
Immunization & TB Test Records/Name of Clinic:

Please fill out if you receive these services for your child:
NAME OF AGENCY (REQUIRED):
Infant Learning Program (ILP) / or Other Program:
Developmental Screening and Assessment Information at:
Individualized Education Program (IEP or IFSP) from Local Education Agency (LEA):
Behavioral or Social/Emotional Service Agency:
Individual Learning Plan (ILP) Records from another Pre-K Program:
Other (records created during Child Find, Tots Clinic, etc.):

This release & exchange of information is valid for 12 months from date signed.

PARENT/GUARDIAN SIGNATURE PRINTED NAME DATE

ERSEA ROI Rev. 01/2/2025



AUTHORIZATION FOR RELEASE OF IMMUNIZATION / TB RECORDS
TO COMPLY WITH ALASKA’S “NO-SHOTS NO-SCHOOL” LAW

The purpose of releasing this information is to allow schools, childcare facilities and other centers that house school-age children
to comply with Alaska’s “No-Shots No-School” law. In many cases, the federal Health Insurance Portability and Accountability
Actof 1996 (HIPAA) requires written authorization before personal medical information can be released by a health care provider
or health care organization. This form authorizes only the release of immunization records and/or confirmation of tuberculosis
screening. I understand that this does not authorize release of any other personal medical information.

Name of child / student:

Date of birth:

Name of parent / guardian:

Health care provider / organization releasing information:

School / organization requesting information: T“nq't & Haida Head Start

Description of information to be released (check one or both):

Immunization records

Tuberculosis screening and results

I hereby authorize the disclosure of immunization records and / or tuberculosis screening information as described above. I
understand that this authorization is voluntary. I understand that a health care provider may not condition treatment on whether
I sign this authorization. I understand that if the person(s) or organization(s) authorized to receive this information is not a health
plan or health care provider, the released information may no longer be protected by federal privacy regulations. To the extent
that this information is required to remain confidential by federal or state law, the recipient of this information must continue to
keep this information confidential. I understand that I may revoke this authorization at any time by notifying the organization
releasing this information in writing. If T do revoke this authorization, I understand it won’t affect actions taken before my
revocation was received. [ understand that [ may request a copy of this authorization.

Please check ONLY one:

I additionally authorize the re-disclosure of immunization records and/or tuberculosis screening information
to other school or health care authorities should my child move to another school or school district AND I
understand that this authorization to re-disclose will expire when the student reaches the age of majority or
when this authorization is revoked.

I DO NOT authorize further re-disclosure of this information and request that this authorization expire:
D When student moves or graduates from the school or organization listed above or when this authorization is
revoked.

DOther (specify date):

Signature of parent or guardian:

Printed name of parent or guardian:

Today’s date:

06-5906 (07/21/04) A PHOTOCOPY OF THIS AUTHORIZATION IS AS VALID AS THE ORIGINAL Page 1 of 1
HIPAA Compliant Prepared by Alaska Department of Health and Social Services

NUR # 0307



Head Start

#a SEARHC

SOUTHEAST ALASKA REGIONAL HEALTH CONSORTIUM

HEALTH INFORMATION MANAGEMENT
AUTHORIZATION TO DISCLOSE PROTECTED
HEALTH INFORMATION

This form is for release of information requests to third parties. Please allow up to 30 days for SEARHC to process your
request. Incomplete forms will be returned. There may be a fee associated with processing the request. Staff will inform

you if the fee applies.

Printed Name of Child Patient:

Previous Names (if applicable):

Date of Birth (MM/DD/YYYY):

Daytime Telephone Number:

INFORMATION TO BE RELEASED FROM:

SEND INFORMATION TO:

Provider Name/QOrganization:

Name of Person/Facility/Organization:

SEARHC Central Council Tlingit & Haida Indian Tribes of
(If Primary Physician: Alaska - Head Start
Address: Address:
3100 Channel Drive Ste. 300 P.O. Box 25500
Juneau, AK 99801 Juneau, AK 99802

Contact Number:
907-463-6630

Contact Number:
1.800.344.1432/907.463.7127

Fax Number:
907-463-4012

Fax Number:
1.877.389.7796

Encrypted Email

Format in which you would like the recipient to receive your records: Mail Fax: Pick Up Verbal

REQUIRED INFORMATION

PURPOSE OF DISCLOSURE:
Transfer of Care Disability
Attorney

Law Enforcement Specialist Referral
Head Start School Insurance Other:

INFORMATION TO BE DISCLOSED:

_____ Medical records from the last two years _____Complete Designated Record Set
Date(s) of Service: / / through / /

____ Health Summary _____Specialist records
_____Discharge summary _____Physician progress notes
____ Laboratory/pathology reports _____Radiology reports

___ Medication list _____Immunization record ___Accounting of disclosures
_____Dental chart note _____Dental Pano X-ray _____Dental X-ray

_____Other: Head Start Physical Exam Form (including: Growth measurement, Blood Pressure, Vision, Hearing, TB,
Hemoglobin/Hematocrit, Physical/Developmental Assessment, allergies and chronic illness), & Head Start Dental Exam
Form (Including: Procedures Performed, Caries Risk Status, Current Oral Health Status, Recommendations, & Treatment Plan)

Emergency room records
Nursing notes
Radiology images

Page 1 of 2 rev. 2025-10-6 CF/2024-4-16 TD



Printed Name of Patient:

Disclosures Requiring Special Consent:
If your records contain any of the information listed below, please initial next to that information to indicate that we are
allowed to release these type of records:

HIV/AIDS Virus Mental Health/Psychiatric Disorders Sexually Transmitted Diseases
Substance Use/Treatment

This form may be revoked at any time by submitting a written request to the address below, provided the information
has not already been disclosed. This authorization expires 180-days from date of signing unless an alternate expiration
date or event is indicated (not to exceed one-year.)

Alternate expiration date/event: _1 Year from date of signature

We will not condition or deny treatment on completion of this authorization. Please be aware that once we disclose this
information, the information is subject to re-disclosure and may no longer be protected by HIPAA.

| have read and understand this form and authorize the information to be released as indicated.

Signature of parent, guardian or Relationship to patient Date
personal representative

ID #

*Legal documentation may be required to confirm the authority or the personal representative.

SEARHC HIM DEPARTMENT

3100 Channel Dr., Suite 300
Juneau, AK 99801

P: 907-463-6630 F: 907-463-4012

For Facility Use:

Date Received: Date Released: MRN #: Acct #: ROI #: Released by:

Page 2 of 2 rev. 2026-02-5 CF,KT/2024-4-16 TD



	2-REVISED-HEAD-START-26-27-Application
	HS Application 2026 2027 Cover Letter_ 1
	2026-2027-Head-Start-Fillable-Revised-1
	Fillable Head Start 2026 2027
	SEARHC-HS_Updated ROI 2026-2027


	SEARHC-HS_Updated ROI 2026-2027

	CHILD PRIMARY LANGUAGE: 
	TRIBAL AFFILIATION: 
	CHILD SECONDARY LANGUAGE: 
	Home: Off
	Cell: Off
	Work: Off
	Able to receive text messages: Off
	Home_2: Off
	Cell_2: Off
	Work_2: Off
	Able to receive text messages_2: Off
	Email Address: 
	HIGHEST EDUCATION LEVEL Check one: 
	fill_6: 
	fill_5: 
	Home_3: Off
	Cell_3: Off
	Work_3: Off
	Able to receive text messages_3: Off
	Home_4: Off
	Cell_4: Off
	Work_4: Off
	Able to receive text messages_4: Off
	Secondary Adult Email Address: 
	fill_7: 
	fill_9: 
	fill_8: 
	Child Full Middle Name: 
	Child Full Last Name: 
	Suffix: 
	Primary Adult First Name: 
	Primary Adult Last Name: 
	Date of Birth: 
	Primary Language: 
	Primary Phone: 
	Alternate Phone: 
	Secondary Adult First Name: 
	Secondary Adult  Last Name: 
	Secondary Adult Date of Birth: 
	Text13: 
	Secondary Adult Primary Phone: 
	Secondary Adult Alternate Phone: 
	Child Full First Name: 
	Check Male: Off
	Check Female: Off
	Identify Male: Off
	Identify Female: Off
	Check Early Head Start: Off
	Check Head Start: Off
	Check Translation yes: Off
	Check Translation No: Off
	Check Hispanic: Off
	Check Non Hispanic: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	Check Box48: Off
	Check Box49: Off
	Check Box50: Off
	Check Box51: Off
	Check Box52: Off
	Check Box53: Off
	Check Box54: Off
	Check Box55: Yes
	Check Box56: Yes
	Check Box57: Off
	Check Box58: Off
	Check Box59: Off
	Check Box60: Off
	Check Box61: Off
	Check Box62: Off
	Check Box63: Off
	Check Box64: Off
	Check Box65: Off
	Check Box66: Off
	Check Box67: Off
	Check Box68: Off
	Check Box69: Off
	Check Box70: Off
	Check Box71: Off
	Check Box72: Off
	Check Box73: Off
	Check Box74: Off
	Group24: Choice49
	Check Box99: Off
	Check Box100: Off
	Check Box101: Off
	Check Box102: Off
	Check Box103: Off
	Check Box104: Off
	Group22: Choice49
	Check Box105: Off
	Check Box106: Off
	Check Box107: Off
	Check Box108: Off
	Check Box109: Off
	Check Box110: Off
	Check Box111: Off
	Check Box112: Off
	Nickname 2: 
	Text114: 
	Check Box115: Off
	Check Box116: Off
	Check Box117: Off
	Check Box118: Off
	Check Box119: Off
	Check Box120: Off
	Check Box121: Off
	Group25: Choice49
	Group23: Choice49
	Group26: Choice49
	Address: 
	Address_2: 
	City: 
	AK Zip: 
	City_2: 
	AK Zip_2: 
	under at time of birth: 
	NUMBER OF ADULTS: 
	NUMBER OF CHILDREN: 
	TOTAL NUMBER: 
	fill_10: 
	DENTIST  DENTAL CLINIC NAME: 
	or medical allergies: 
	form prior to the first day of attendance: 
	fill_18: 
	INDIVIDUALIZED EDUCATION PROGRAM IEP  INDIVIDUALIZED FAMILY SERVICE PLAN IFSP: 
	fill_11: 
	Doctor/Medical Clinic Name: 
	Doctor Phone Number: 
	Dentist Phone Number: 
	Check Box75: Off
	Check Box76: Off
	Check Box77: Off
	Check Box78: Off
	Check Box79: Off
	Check Box80: Off
	Check Box81: Off
	Check Box82: Off
	Check Box83: Off
	Check Box84: Off
	Check Box85: Off
	Check Box86: Off
	Check Box87: Off
	Check Box88: Off
	Group8: Choice49
	Group9: Choice49
	Group10: Choice49
	Group11: Choice49
	Group12: Choice49
	Group13: Choice49
	Check Box90: Off
	Check Box91: Off
	Check Box92: Off
	Text94: 
	Check Box95: Off
	Check Box96: Off
	Check Box97: Off
	Check Box98: Off
	Group21: Choice49
	Group1: Choice37
	Group2: Choice39
	Group3: Choice43
	Group4: Choice44
	Group5: Choice7
	Group6: Choice7
	Group7: Choice49
	Text122: 
	Text123: 
	Text124: 
	Text125: 
	Text126: 
	Text127: 
	Text128: 
	Text129: 
	Text130: 
	Text131: 
	Text132: 
	Text133: 
	Text134: 
	Text135: 
	Text136: 
	Text137: 
	Text138: 
	Text139: 
	Text140: 
	Text141: 
	Text142: 
	Text150: 
	Text151: 
	Text152: 
	Text153: 
	Text154: 
	Text155: 
	Text156: 
	Text157: 
	Text158: 
	Text159: 
	Text160: 
	Text161: 
	Text162: 
	Text163: 
	Text164: 
	Text165: 
	Text166: 
	Text167: 
	Text168: 
	Text169: 
	Text170: 
	Text171: 
	Text172: 
	Text173: 
	Text174: 
	Text175: 
	Text176: 
	Text177: 
	Text193: 
	Alaska Temporary Assistance Program ATAP BenefitsCase worker: 
	Temporary Assistance for Needy Families TANF Case worker: 
	Last four digits of Social Security Number SSN: 
	Supplemental Security Insurance SSI BenefitsCase: 
	State Disabilities Assistance BenefitsCase: 
	Foster CareHealth  Social Services: 
	Guardianship  Alaska Legal Services: 
	Dental Records  Name of Clinic: 
	Medical Records  WIC  Name of Clinic: 
	Immunization  TB Test RecordsName of Clinic: 
	Infant Learning Program ILP  or Other Program: 
	Developmental Screening and Assessment Information at: 
	Behavioral or SocialEmotional Service Agency: 
	Individual Learning Plan ILP Records from another PreK Program: 
	Other records created during Child Find Tots Clinic etc: 
	PRINTED NAME: 
	DATE: 
	Child's First & Last Name: 
	Child's Date of Birth: 
	IEP or IFSP: 
	Name of child  student: 
	Date of birth: 
	Name of parent  guardian: 
	Health care provider  organization releasing information: 
	Other specify date: 
	Printed name of parent or guardian: 
	Todays date: 
	Check Box1: Off
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off


