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Community Action Project (CAP) of Tulsa County is one of the largest anti-poverty agencies in 

Oklahoma. CAP is a nationally recognized provider of high-quality, research-based early childhood 

education programs for low-income families with children ages birth through four. By combining early childhood 

education with programs that help families learn new skills and achieve financial stability, CAP creates opportunities for 

families to achieve economic success. 

Client Intake Form 

Legal Name 

Last Name (Please print) 

First Name MI 

3 Date of Birth 

2 

Month Day Year 

What is today’s date? 

Month Day Year 

1 

Home Address 

Address 1 (Number and street name) 

Apartment Complex Name 

County 

If the exact address is not known, please give a description of the location 

such as the building name or the nearest street or intersection. 

4 

City Zip Code State 

Address 2 (Apartment/Unit Number, if applicable) 

Mailing Address (if different from the address given above) 5 

City State Zip Code 

Address 1 (Number and street name) 

Address 2 (Apartment/Unit Number, if applicable) 

Adult 1 

Please tell us about yourself. 

Note: Adult 1 must be the person who signs this application. If applying for 

CAP Early Childhood Programs, Adult 1 must also be a parent or guardian of the 

applying child(ren). 

Phone Type Home Work Cell Message 

Best Time to Call Morning Evening Afternoon 

If this number is for a person who is not in your household, please provide the 

person’s name and relationship: 

Primary Phone 7 

Area Code + Number 

- 

How would you like to receive notifications on this phone? 

Text message Phone call 

Note: If you choose to receive notifications by text message, the phone you 

list below must be capable of receiving text messages. 

Your Primary Phone is the phone that CAP will use to send important 

notifications, such as weather closings. 

If this number is for a person who is not in your household, please provide the 

person’s name and relationship: 

Phone 2 8 

Area Code + Number 

- 

Phone Type Home Work Cell Message 

Best Time to Call Morning Evening Afternoon 

If this number is for a person who is not in your household, please provide the 

person’s name and relationship: 

Phone 3 9 

Area Code + Number 

- 

Phone Type Home Work Cell Message 

Best Time to Call Morning Evening Afternoon 

Would you like to receive e-mails from CAP with news and other 

information? 

No 

Yes  What is your preferred e-mail address? 

6 

 
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12 Do you have health insurance? No Yes 

13 Are you Hispanic or Latino? No Yes 

14 What is your race? (Check all that apply.) 

17 What is the highest grade you have completed? 

8 or Less 9-12 — No Diploma 

10 What is your gender? Female Male 

15 What is your primary language? 

16 How well do you speak English? 

Very well 

Not well 

Well 

Not at all 

11 Are you disabled? No Yes 

Please tell us more about yourself. 

Masters or Higher 

High School Graduate GED 

Some College Occupational Certificate 

Associates Degree Bachelors 

 
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18 What is your current employment status? (Check all that apply.) 

Full Time 

Student/Training 

Workers Compensation 

Part Time 

Unemployed 

Disability 

Retired Other  

Name of 
Employer 

Month Day Year 

Name of 
School 

Month Day Year 

Employment 
Start Date 

School 
Start Date 

20 If you worked in the past 12 months, in the weeks worked, how 

many hours did you usually work each week? 

22 If you attended school or vocational training courses in the past 12 

months, in the weeks you attended, how many hours did you 

attend each week? 

19 During the past 12 months (52 weeks), how many weeks did you 

work, even for a few hours, including paid vacation, paid sick 

leave, and military service? 

50-52 weeks 48-49 weeks 

40-47 weeks 27-39 weeks 

14-26 weeks 13 weeks or less 

Did not work 

21 During the past 12 months (52 weeks), how many weeks did you 

attend school or vocational training courses? 

44-52 weeks 33-43 weeks 

17-32 weeks 9-16 weeks 

3-8 weeks 2 weeks or less 

Did not attend school or vocational training courses 

American Indian or Alaska Native Asian 

Black or African American Native Hawaiian or 

Other Pacific Islander 
White 

Other  

Adult 1 (continued)  



Family Information 

5 Housing Payment Type 

Rent + Subsidy Rent 

Rent to Own 

Free/No Rent 

Own Home (House is paid for) Mortgage 

6 Are you or your child homeless, living in a shelter, paying a weekly 

rate for your housing, awaiting foster care placement, or living in a 

car? No Yes 

7 Are you or your child living at a friend’s or relative’s house 

because you cannot afford or find affordable housing? 

No Yes 

11 What is the primary language spoken by your family at home? 

16 How did you hear about CAP? 

Mailer Flyer 

Walk-In Sign at CAP site 

15 Were you referred to CAP by a social welfare agency? 

Television: 

Radio: 

Newspaper: 

Social Service Agency: 

Friend/Family: 

Public School: 

CAPtain: 

Other: 

17 Would you be willing to share your experiences at CAP with others? 

No Yes Maybe 

14 Are you or is anyone living with you currently receiving any of the 

following? (Check all that apply.) 

g. FDPIR Food Assistance 

h. Financial Aid (college student) 

d. SNAP (Food Stamps) 

i.  First Time Homebuyers 

Assistance 

e. SoonerCare 

b. SSI 

c. TANF 

f. WIC 

a.  OKDHS Childcare Subsidy 

n.  Section 8/THA Housing Assistance 

j.  Indian Health Services 

k.  Insure Oklahoma 

l.  Lifeline Telephone Service 

p. Unemployment 

m. LIHEAP (Utilities Assistance) 

o. Social Security 

q. Other Public Benefit Program 

r. Private Assistance from family or 

friends 

 

 

 

 

 

 

 

 

Please tell us about your family. 

2 How many people in your immediate family live with you? 

Count yourself, your spouse, your children, 

and other dependents who live with you. 

3 How many people do you live with at your current address? 

Count yourself and anyone living with you 

that you buy and share food with. 

9 How many times have you moved in the last 12 months? 

13 Do any of the following describe your family? 

a. A parent is incarcerated. 

b. A parent/guardian is in the U.S. military. 

c. A grandparent or relative other than birth 

parent is supporting and caring for children. 

Sibling currently enrolled at CAP 

CAP Tax Program 

KICK Packet—Health Department 

Sibling previously enrolled at CAP 

No 

No Yes 

No Yes 

No Yes 

12 Is anyone in your household pregnant? 

No 

Due Date 

Month Day Year 

Yes  Who? 
 

Yes  Which? 
 
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1 Which of the following best describes your type of family? 

One Parent—Female 

Two Parents 

Two Adults/No Children 

One Parent—Male 

Single Person 

Other 
 

4 Type of Housing 

Apartment House 

Homeless Shelter Motel/Hotel 

Mobile home/trailer 

Other 
 

10 What is your family’s primary means of transportation? 

Friend/Relative Own a car 

Taxi 

Bus/Public Transportation 

Walk Other 
 

8 Does your current housing provide you and your family a nightly 

place to sleep comfortably? 

No Yes 



Adult 2 

1 What is Adult 2’s legal name? 

Last Name First Name MI 

6 Does Adult 2 have health insurance? No Yes 

7 Is Adult 2 Hispanic or Latino? No Yes 

4 What is Adult 2’s gender? Female Male 

9 What is Adult 2’s primary language? 

5 Is Adult 2 disabled? No Yes 

10 How well does Adult 2 speak English? 

Very well 

Not well 

Well 

Not at all 

(Other Adult in Household) 

2 What is Adult 2’s date of birth? 

Month Day Year 

3 How is Adult 2 related to Adult 1? 

Husband or wife Son-in-law or daughter-in-law 

Biological son or daughter Other relative 

Adopted son or daughter Roomer or boarder 

Stepson or stepdaughter Housemate or roommate 

Brother or sister Unmarried partner 

Father or mother Foster child 

Grandchild Other nonrelative 

Parent-in-law 

Apartment Complex Name 

County 

If the exact address is not known, give a description of the location such as 

the building name or the nearest street or intersection. 

17 Home Address (if different from address listed on first page) 

City State Zip Code 

Address 1 (Number and street name) 

Address 2 (Apartment/Unit Number, if applicable) 

12 What is Adult 2’s current employment status? (Check all that apply.) 

Full Time 

Student/Training 

Workers Compensation 

Part Time 

Unemployed 

Disability 

Retired Other  

Name of 
Employer 

Month Day Year 

Name of 
School 

Month Day Year 

Employment 
Start Date 

School 
Start Date 

11 What is the highest grade Adult 2 has completed? 

8 or Less 9-12 — No Diploma 

Masters or Higher 

High School Graduate GED 

Some College Occupational Certificate 

Associates Degree Bachelors 

If there is no other adult in your household, please continue to Person 3 on the next page. 

14 If Adult 2 worked in the past 12 months, in the weeks worked, how 

many hours did Adult 2 usually work each week? 

16 If Adult 2 attended school or vocational training courses in the past 

12 months, in the weeks Adult 2 attended, how many hours did 

Adult 2 attend each week? 

13 During the past 12 months (52 weeks), how many weeks did Adult 2 

work, even for a few hours, including paid vacation, paid sick leave, 

and military service? 

50-52 weeks 48-49 weeks 

40-47 weeks 27-39 weeks 

14-26 weeks 13 weeks or less 

Did not work 

15 During the past 12 months (52 weeks), how many weeks did Adult 2 

attend school or vocational training courses? 

44-52 weeks 33-43 weeks 

17-32 weeks 9-16 weeks 

3-8 weeks 2 weeks or less 

Did not attend school or vocational training courses 
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8 What is Adult 2’s race? (Check all that apply.) 

American Indian or Alaska Native Asian 

Black or African American Native Hawaiian or 

Other Pacific Islander 
White 

Other  



1 What is Person 3’s legal name? 

Last Name First Name MI 

6 Does Person 3 have health insurance? No Yes 

7 Is Person 3 Hispanic or Latino? No Yes 

4 What is Person 3’s gender? Female Male 

5 Is Person 3 disabled? No Yes 

8 What is Person 3’s race? (Check all that apply.) 

2 What is Person 3’s date of birth? 

Month Day Year 

3 How is Person 3 related to Adult 1? 

Husband or wife Son-in-law or daughter-in-law 

Biological son or daughter Other relative 

Adopted son or daughter Roomer or boarder 

Stepson or stepdaughter Housemate or roommate 

Brother or sister Unmarried partner 

Father or mother Foster child 

Grandchild Other nonrelative 

Parent-in-law 

9 What is the highest grade Person 3 has completed? 

8 or Less 9-12 — No Diploma 

Masters or Higher 

High School Graduate GED 

Some College Occupational Certificate 

Associates Degree Bachelors 

Person 4 Person 3 
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Please tell us about all of the children and other adults who live in your home. 

10 Is Person 3 a child applying for CAP Early Childhood Programs? 

Yes No 

American Indian or Alaska Native Asian 

Black or African American Native Hawaiian or 

Other Pacific Islander 
White 

Other  

1 What is Person 4’s legal name? 

Last Name First Name MI 

6 Does Person 4 have health insurance? No Yes 

7 Is Person 4 Hispanic or Latino? No Yes 

4 What is Person 4’s gender? Female Male 

5 Is Person 4 disabled? No Yes 

8 What is Person 4’s race? (Check all that apply.) 

2 What is Person 4’s date of birth? 

Month Day Year 

3 How is Person 4 related to Adult 1? 

Husband or wife Son-in-law or daughter-in-law 

Biological son or daughter Other relative 

Adopted son or daughter Roomer or boarder 

Stepson or stepdaughter Housemate or roommate 

Brother or sister Unmarried partner 

Father or mother Foster child 

Grandchild Other nonrelative 

Parent-in-law 

9 What is the highest grade Person 4 has completed? 

8 or Less 9-12 — No Diploma 

Masters or Higher 

High School Graduate GED 

Some College Occupational Certificate 

Associates Degree Bachelors 

10 Is Person 4 a child applying for CAP Early Childhood Programs? 

Yes No 

American Indian or Alaska Native Asian 

Black or African American Native Hawaiian or 

Other Pacific Islander 
White 

Other  



1 What is Person 5’s legal name? 

Last Name First Name MI 

6 Does Person 5 have health insurance? No Yes 

7 Is Person 5 Hispanic or Latino? No Yes 

4 What is Person 5’s gender? Female Male 

5 Is Person 5 disabled? No Yes 

8 What is Person 5’s race? (Check all that apply.) 

2 What is Person 5’s date of birth? 

Month Day Year 

3 How is Person 5 related to Adult 1? 

Husband or wife Son-in-law or daughter-in-law 

Biological son or daughter Other relative 

Adopted son or daughter Roomer or boarder 

Stepson or stepdaughter Housemate or roommate 

Brother or sister Unmarried partner 

Father or mother Foster child 

Grandchild Other nonrelative 

Parent-in-law 

9 What is the highest grade Person 5 has completed? 

8 or Less 9-12 — No Diploma 

Masters or Higher 

High School Graduate GED 

Some College Occupational Certificate 

Associates Degree Bachelors 

Person 6 Person 5 
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10 Is Person 5 a child applying for CAP Early Childhood Programs? 

Yes No 

American Indian or Alaska Native Asian 

Black or African American Native Hawaiian or 

Other Pacific Islander 
White 

Other  

1 What is Person 6’s legal name? 

Last Name First Name MI 

6 Does Person 6 have health insurance? No Yes 

7 Is Person 6 Hispanic or Latino? No Yes 

4 What is Person 6’s gender? Female Male 

5 Is Person 6 disabled? No Yes 

8 What is Person 6’s race? (Check all that apply.) 

2 What is Person 6’s date of birth? 

Month Day Year 

3 How is Person 6 related to Adult 1? 

Husband or wife Son-in-law or daughter-in-law 

Biological son or daughter Other relative 

Adopted son or daughter Roomer or boarder 

Stepson or stepdaughter Housemate or roommate 

Brother or sister Unmarried partner 

Father or mother Foster child 

Grandchild Other nonrelative 

Parent-in-law 

9 What is the highest grade Person 6 has completed? 

8 or Less 9-12 — No Diploma 

Masters or Higher 

High School Graduate GED 

Some College Occupational Certificate 

Associates Degree Bachelors 

10 Is Person 6 a child applying for CAP Early Childhood Programs? 

Yes No 

American Indian or Alaska Native Asian 

Black or African American Native Hawaiian or 

Other Pacific Islander 
White 

Other  



1 What is Person 7’s legal name? 

Last Name First Name MI 

6 Does Person 7 have health insurance? No Yes 

7 Is Person 7 Hispanic or Latino? No Yes 

4 What is Person 7’s gender? Female Male 

5 Is Person 7 disabled? No Yes 

8 What is Person 7’s race? (Check all that apply.) 

2 What is Person 7’s date of birth? 

Month Day Year 

3 How is Person 7 related to Adult 1? 

Husband or wife Son-in-law or daughter-in-law 

Biological son or daughter Other relative 

Adopted son or daughter Roomer or boarder 

Stepson or stepdaughter Housemate or roommate 

Brother or sister Unmarried partner 

Father or mother Foster child 

Grandchild Other nonrelative 

Parent-in-law 

9 What is the highest grade Person 7 has completed? 

8 or Less 9-12 — No Diploma 

Masters or Higher 

High School Graduate GED 

Some College Occupational Certificate 

Associates Degree Bachelors 

Person 8 Person 7 
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10 Is Person 7 a child applying for CAP Early Childhood Programs? 

Yes No 

American Indian or Alaska Native Asian 

Black or African American Native Hawaiian or 

Other Pacific Islander 
White 

Other  

1 What is Person 8’s legal name? 

Last Name First Name MI 

6 Does Person 8 have health insurance? No Yes 

7 Is Person 8 Hispanic or Latino? No Yes 

4 What is Person 8’s gender? Female Male 

5 Is Person 8 disabled? No Yes 

8 What is Person 8’s race? (Check all that apply.) 

2 What is Person 8’s date of birth? 

Month Day Year 

3 How is Person 8 related to Adult 1? 

Husband or wife Son-in-law or daughter-in-law 

Biological son or daughter Other relative 

Adopted son or daughter Roomer or boarder 

Stepson or stepdaughter Housemate or roommate 

Brother or sister Unmarried partner 

Father or mother Foster child 

Grandchild Other nonrelative 

Parent-in-law 

9 What is the highest grade Person 8 has completed? 

8 or Less 9-12 — No Diploma 

Masters or Higher 

High School Graduate GED 

Some College Occupational Certificate 

Associates Degree Bachelors 

10 Is Person 8 a child applying for CAP Early Childhood Programs? 

Yes No 

American Indian or Alaska Native Asian 

Black or African American Native Hawaiian or 

Other Pacific Islander 
White 

Other  



 Adult 1 Legal Name 

Last Name (Please print) First Name MI 

Certification 

I certify that the information provided in this application is true and correct to 

the best of my knowledge. I understand that the information provided may be 

reviewed by representatives of the State of Oklahoma, the Federal Government, 

independent auditors, or others as necessary for the administration of CAP 

programs and services. I understand that deliberately providing false, inaccu-

rate or incomplete information can result in being removed from consideration 

for service or termination of any or all services being provided through CAP. 

 Adult 1 Signature 

Month Day Year 
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Disability Status 

3 Because of a physical, mental, or emotional condition, does anyone 

have serious difficulty concentrating, remembering, or making 

decisions? 

No Yes 

2 Is anyone blind, or does anyone have serious difficulty seeing, even 

when wearing glasses? 

No Yes 

4 Does anyone have serious difficulty walking or climbing stairs? 

No Yes 

5 Does anyone have difficulty dressing or bathing? 

No Yes 

6 Because of a physical, mental, or emotional condition, does anyone 

15 years old or older have difficulty doing errands alone such as 

visiting a doctor’s office or shopping? 

No Yes 

1 Is anyone in your household deaf, or does anyone have serious 

difficulty hearing? 

No Yes 



Adult 1 

Adult 2 

Person 3 

Person 4 

Person 5 

Person 6 

Person 7 

Person 8 

Income Documentation Worksheet 
for CAP Early Childhood Programs 

Please tell us which types of income were received by each person in your home in the last year. (Check all that apply for each person.) 

 continued on back 

Wages, salary, commissions, bonuses, or tips 

from all jobs 

Self-employment income from own nonfarm 

businesses or farm businesses, including 

proprietorships and partnerships 

Interest, dividends, net rental income, royalty 

income, or income from estates and trusts 

Social Security or Railroad Retirement 

Supplemental Security Income (SSI) 

Any public assistance or welfare payments 

from the state or local welfare office 

Retirement, survivor, or disability pensions. 

Do NOT include Social Security. 

Child support or alimony 

Private assistance from family or friends 

Any other sources of income received 

regularly such as Veterans’ (VA) payments or 

unemployment compensation. Do NOT include 

lump sum payments such as money from an 

inheritance or the sale of a home. 

No income 

3/9/2012 2:06 PM Page 1 of 2 



Certification 

 Applicant Legal Name 

Last Name (Please print) First Name MI 

I certify that the income information provided in this application is true and 

correct to the best of my knowledge. I understand that the information about 

my income may be reviewed by representatives of the State of Oklahoma, 

the Federal Government, independent auditors, or others as necessary for 

the administration of CAP programs and services. I understand that 

deliberately providing false, inaccurate or incomplete information can result 

in being removed from consideration for service or termination of any or all 

services being provided through CAP. 

 Applicant Signature 

Month Day Year 

Certification of No Income 

I certify that my family receives no income from any sources.  My family 

expenses are covered by savings, receipt of public benefits, or a combination 

of both. 

 Applicant Legal Name 

Last Name (Please print) First Name MI 

 Applicant Signature 

Month Day Year 

 Reviewer Name 

 Reviewer Signature 

Notes 

Month Day Year 

Last Name (Please print) First Name 

 

Verified Income Documentation  

For Agency Use Only 

Please complete this section only if requested. 
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I receive child support 

in the amount of: 

The child support is provided: Weekly Biweekly Monthly 

$ .00 

Please indicate type: Court Ordered Voluntary 

Child Support 

Please complete this section only if requested. 

Name of person providing child support 

Last Name (Please print) First Name MI 

Phone number of person providing child support 

Area Code + Number 

- 

Please provide a copy of your current photo ID. 

Name of person providing assistance 

Last Name (Please print) First Name MI 

Phone number of person providing assistance 

Area Code + Number 

- 

The assistance is provided: 

The assistance has a cash value of: $ .00 

Private Assistance 

Please complete this section only if requested. 

How do friends, family, or others help to support you and your 

family? (Check all that apply.) 

Paying bills Buying food Getting personal care items 

Other  

  

Weekly Biweekly Monthly 



Short Answer Questions 

Adult 2 Adult 1 

Family Information Form 

Family Information 

for CAP Early Childhood Programs 

1 Do you have a child currently enrolled at any of the following 

elementary schools? (Check all that apply.) 

Disney Hamilton 

McClure Eugene Field 

Sand Springs Skelly 

2 Which of the following programs are you currently involved with? 
(Check all that apply.) 

CareerAdvance® 

Sooner Start 

CAP Adult Learning Initiative 

Other 

None of the above 

 

1 What is Adult 1’s legal name? 

Last Name (Please print) First Name MI 

2 What is Adult 1’s date of birth? 

Children First 

LINK Project 

Women in Recovery 

1 What is Adult 2’s legal name? 

Last Name First Name MI 

2 What is Adult 2’s date of birth? 

1 Why do you want to enroll your child in CAP’s Early Childhood 

Program? 

2 What do you want for your child’s future, and how are you 

preparing your child for kindergarten? 

3 How interested are you in participating in programs that will help 

you get a better job, improve your education, health or parenting 

skills? What programs might you be interested in? 

Complete one Family Information Form for your family. You will complete a separate Child Information Form for each child applying. 

Month Day Year Month Day Year 

3 Does Adult 1 live with the child applying? 

No Yes 

4 Does Adult 1 provide financial support for the child applying? 

No Yes 

5 Is Adult 1 a CAP employee? 

No Yes 

3 Does Adult 2 live with the child applying? 

No Yes 

4 Does Adult 2 provide financial support for the child applying? 

No Yes 

5 Is Adult 2 a CAP employee? 

No Yes 

None of the above 

3 Are you or is anyone in your immediate family or any person who 

may potentially be dropping off or picking up your child at a CAP 

location a registered sex offender? 

No 

Yes  Please explain: 
 
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Emergency Contacts 

Contact #2 2 Contact #3 3 Contact #1 1 

Last Name 

First Name MI 

Address 

If the exact address is not known, give a description of 

the location such as the building name or the nearest 

street or intersection. 

Phone 1 

Home Work Cell 

Notes: 

Phone 2 

Home Work Cell 

Notes: 

Phone 3 

Home Work Cell 

Notes: 

Last Name 

First Name MI 

Address 

If the exact address is not known, give a description of 

the location such as the building name or the nearest 

street or intersection. 

Phone 1 

Home Work Cell 

Notes: 

Phone 2 

Home Work Cell 

Notes: 

Phone 3 

Home Work Cell 

Notes: 

Last Name 

First Name MI 

Address 

If the exact address is not known, give a description of 

the location such as the building name or the nearest 

street or intersection. 

Phone 1 

Home Work Cell 

Notes: 

Phone 2 

Home Work Cell 

Notes: 

Phone 3 

Home Work Cell 

Notes: 

CAP may contact this person in case of 

emergency 
No Yes 

Your child(ren) can be released to this person 

No Yes 

CAP may contact this person in case of 

emergency 
No Yes 

Your child(ren) can be released to this person 

No Yes 

CAP may contact this person in case of 

emergency 
No Yes 

Your child(ren) can be released to this person 

No Yes 

Area Code + Number 

- 

Area Code + Number 

- 

Area Code + Number 

- 

Area Code + Number 

- 

Area Code + Number 

- 

Area Code + Number 

- 

Area Code + Number 

- 

Area Code + Number 

- 

Area Code + Number 

- 

Do not include Adult 1 or Adult 2 from the previous page. 
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Exceptions/Notes: Exceptions/Notes: Exceptions/Notes: 

Relationship to child(ren) applying Relationship to child(ren) applying Relationship to child(ren) applying 



Child’s Development 

Child Care Information 

Program & Site Preference 

Child Information Form 

Child Information 

for CAP Early Childhood Programs 

1 Legal Name 

Last Name First Name MI 

A separate copy of this form must be completed for each child applying to CAP Early Childhood Programs. 

2 Preferred Name 

5 How is this child related to Adult 2? (Check one.) 

Biological son or daughter 

Adopted son or daughter 

Stepson or stepdaughter 

Brother or sister 

Grandchild 

Other relative 

Roomer or boarder 

Housemate or roommate 

Foster child 

Other nonrelative 

I am interested in my child being enrolled in an early childhood 

education program at a CAP center. 

Preferred center: (See staff for site map if needed.) 

I am interested in my child receiving early childhood education 

services at my home. (Child must be younger than 30 months.) 

I am interested in an early childhood education program that 

combines services at my home and at a CAP center. (Child must be 

younger than 24 months.) 

1 Is this child currently in a full-time childcare or education program? 

No 

Yes  

Friend’s/Relative’s Home 

Own Home 

Childcare Center 

Family Childcare Home 

Pre-School 

2 Are you looking for a childcare or education program so that you 

can attend school or work? 
No Yes 

3 Are you looking for childcare before 8:30am and/or after 2:30pm? 

No Yes 

Please note: All CAP early childhood centers provide services from 8:30am to 2:30pm. Some 

centers offer extended care from 7:00am to 6:00pm. Extended care is available as a private 

pay arrangement. Eligible families can use OKDHS childcare assistance to help pay the cost of 

extended care. 
Country 

4 Place of birth 

City State 

Adult 1 Name 

Last Name (Please print) 

First Name MI 

2 Adult 1 Date of Birth 

1 

Month Day Year 

3 Date of birth 

Month Day Year 

7 What is this child’s primary language? 

8 How well does this child speak English? 

Very well 

Not Well 

Well 

Not at all 

Primary Care Physician 

Medical Provider 

CAP Early Childhood Staff 

Sooner Start 

Family Member 

1 Do you have concerns about your child’s overall health and 

development? 

No 

Yes  

Who has expressed concerns? 

Other  

2 Does your child have a certified IEP/IFSP? (If yes, provide a copy.) 

No 

Yes  Date of IEP/IFSP: 

Month Day Year 

6 Who has custody of this child? (Check one.) 

Adult 1 Both Adult 1 and Adult 2 

Other Person 

Shared Custody Agreement  With whom? 
 

Please describe your concerns: 
 

Please check all that apply. 

What type? 
 

An IEP/IFSP is an individualized plan written by the public school or SoonerStart that assists 

your child to achieve goals and objectives listed on the IEP/IFSP. 
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Medical Information 
3 Does your child have a documented disability or need assistive 

services? (If yes, you must provide a copy of the medical record with the 

diagnosis along with the formal evaluation(s) completed by your child’s primary 

care physician or medical provider.) 
No Yes 

Nutritional Information 

4 Health Insurance 

a. Type: SoonerCare/Medicaid Other Private None 

b. Insurance Provider’s Name: 

c. Policy Number or ID: 

e. Dental Coverage Included: Yes No 

d. Expiration Date: Month Day Year 

1 Physician 

Last Name First Name MI 

Name of clinic, if applicable 

Area Code + Number 

- 

2 Dentist 

Last Name First Name MI 

Area Code + Number 

- 

3 Specialist (if applicable) 

Last Name First Name MI 

Area Code + Number 

- 

5 Does your child receive care through Indian Health Services? 

Yes No 

7 When was your child’s last well-child exam? 

6 Does your child receive regular medical care? 

Yes No 

9 When was your child’s last dental screening? 

8 Does your child receive regular dental care? 

Yes No 

4 Do you have concerns about your child’s mood or behavior? (For 

example: excessive crying, aggressive behavior, tantrums, or inappropriate 

sexual behavior.) 

No 

Yes  Please describe your concerns: 
 

1 Does your child have a food allergy? (If yes, you will need to provide 

documentation from primary care physician if we are able to enroll your child.) 

No 

Yes  What is the allergy to? 

Please describe any reaction: 
 

 

2 Is your child on a special diet prescribed by a doctor? (If yes, you will 

need to provide documentation from primary care physician if we are able to 

enroll your child.) 

No 

Yes  

 

 

Please explain: 
 

3 Please list foods your child cannot or should not eat: 

Please indicate reason for not eating these foods: 

Medical Personal Religious 

 

4 Do you have concerns about your child’s eating behaviors? 

No 

Yes  Please describe your concerns: 
 

Breast Milk 

Milk 

Other  

Breast Fed Bottle Fed 

5 What does your child eat? 

6 Feeding method 

Please complete these questions only if 

your child is 0-12 months old. 

Formula  Specify brand: 
 
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Birth History 

1 Has your child ever been hospitalized or had surgery? 

No 

Yes  

2 Has your child ever had a serious accident? 

No 

Yes  

3 Identify any past or present health conditions your child has had: 

d. Diabetes 

a. Anemia 

m. Traumatic brain injury 

e. Seizures 

b. Cancer 

o. Trouble chewing/swallowing 

p. Asthma f. Allergies 

g. Overweight 

h. High lead level 

i. Sickle cell disease 

j. Vision problems 

c. Eczema 

k. Wears hearing aid 

s. Frequent constipation 

q. Glasses are prescribed 

r. Heart murmur/condition 

l. Frequent diarrhea 

4 Does your child take medications at home? 

5 Will your child need to take medications at school? (If yes, provide a 

copy of the medication prescriptions.) 

No 

Yes  What are the names of the medications? 

Why does your child take these medications? 

1 Length Birth weight 2 

Pounds Ounces Inches 

3 Gestational age 

Term 

Premature by weeks 

4 Type of delivery Vaginal Cesarean Unknown 

5 Length of infant’s hospital stay 

Non-routine 

Routine 

 Length of stay: 

6 Delivery location Hospital/Clinic 

Birthing Center 

Home 

Unknown 

Medical History 

7 Were there any complications associated with this delivery? 

No 

Yes  

(Compression of the placenta/cord, breech or abnormal position of fetus, 

premature rupture of membranes, uterine bleeding, etc.) 

Unknown 

8 Did the baby have any problems at birth? 

No 

Yes  

(Pre-term, respiratory distress, low birth weight, birth defect, etc.) 

9 Did the mother have any health problems during pregnancy or 

delivery? (High blood pressure, diabetes of any kind, eclampsia, abruptio 

placenta or placenta previa, etc.) 

No 

Yes  

Overdue by more than 2 weeks 

Other 

Please explain: 
 

Please explain: 
 

t. Other 
 

 

 

Please describe: 
 

Please describe: 
 

Please describe any observable birth defects: 

Please describe: 
 

n. Hearing difficulties 
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CAP Early Childhood Programs 
Authorizations and Releases Form 

This entire form must be completed and signed for each child applying to CAP Early Childhood Programs. 
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Shall Be Referred to as Child and Parent Below: 

(Child) Child’s Name: Date of Birth: 

(Parent) Parent/Guardian Name: Date of Birth: 

Consent for Health Services 

As partial fulfillment of my partnership with Community Action Project of Tulsa County (CAPTC) Early Childhood Education Programs, I hereby 
agree that Child:  
1.) Shall receive all of the health services required by the Head Start Performance Standards, within the mandated timeframe from the first day of attendance. These 
services may be provided by Early Childhood Education Programs staff or by collaborative and/or contracted providers.  Providers might include area public school 
systems, university medical centers, and/or affiliated agencies. I understand that these services may include, but are not limited to:  

 Developmental Screening/Observation 

 Social/Emotional/Behavioral/Mental Health Observations 

 Vision/Hearing Screening 

 Height & Weight Assessment   

 Dental Screening/Exam 

 Well-Child Exam 

 Lead Screening 
2.)  Shall brush his/her teeth daily in the center he/she attends, with an ADA approved fluoride toothpaste and toothbrush provided by CAPTC Early Childhood 
Education Programs.   
 
As partial fulfillment of my partnership with Community Action Project of Tulsa County (CAPTC) Early Childhood Education Programs, I (PARENT) hereby agree and/or 
understand that:  
1.)  I will receive information regarding Child’s health status, screenings, observations, and evaluations; information will be shared with collaborative and/or 
contracted providers which may include area public school systems, university medical centers, and/or affiliated agencies. 
2.)  I will take Child for all recommended medical and dental examinations and follow-up services if a concern is found; and I will provide program staff with copies of 
results from these appointments. 
3.)  I will request assistance from CAPTC program staff to meet requirements. 
4.)  I may be asked to sign specific release of information forms to assist the Early Childhood Education Programs staff in obtaining Child’s updated health 
information.     

5.)  In the event I am unable to attend, a CAPTC Early Childhood Program staff member may accompany Child to a well-child exam provided by collaborative and/or 
contracted providers.  I understand that in order to complete the exam, my child may be required to remove part or all of his/her clothing. 
 

This consent shall remain in effect for the duration of enrollment unless revoked in writing, by Parent, to CAPTC Early Childhood Education 
Programs. 
 

Parent Signature:                                                                                                                Date: 

Authorization for Emergency Treatment and Transport 

I, the undersigned parent or legal guardian of Child do hereby authorize any emergency x-ray, examination, anesthetic, dental, medical or surgical 
diagnosis or treatment by any physician or dentist licensed by the State of Oklahoma and hospital service that may be rendered to said minor 
under the general, specific or special consent of CAPTC Early Childhood Education Programs, the temporary custodian of the minor.  It is 
understood that this emergency consent is given in advance of any specific diagnosis or treatment being required.  This consent shall remain in 
effect for the duration of enrollment unless revoked, by Parent, in writing to CAPTC Early Childhood Education Programs. 

I understand that, if Child has a medical emergency while at CAPTC Early Childhood Education Programs, 911 will be called to transport Child 
immediately to the nearest hospital. To the extent possible, transport will be provided to the specified preferred hospital.  This consent shall 
remain in effect for the duration of enrollment unless revoked in writing, by Parent, to CAPTC Early Childhood Education Programs. 
Preferred Hospital: ________________________________________________________________________________________________________ 
 

Parent Signature:                                                                                                                 Date: 

Permission to Video, Photograph, or Record with other Medium 

I authorize CAPTC to video, photograph, or record with other medium Child for research, training, promotional, or marketing purposes for Early 
Childhood Education Programs.   This consent shall remain in effect for the duration of enrollment unless revoked in writing, by Parent, to CAPTC 
Early Childhood Education Programs. 
 

Parent Signature:                                                                                                                 Date: 

Notice of Privacy Policy Receipt 

This is to acknowledge that I have received a copy of CAPTC’s Privacy Policy.  The Privacy Policy provides me with information about how CAPTC 
may use and disclose Child’s educational, health, and financial information.  
 

Parent Signature:                                                                                                                 Date: 
 

\ 



 



 

 
CAP Early Childhood Programs 

Agency Expectations for Participation in our Programs 

Each family is required to turn in one signed copy of this agreement prior to the start of the program year.   

This agreement applies to all applicants and their parent(s) regardless of the number of children applying.  
Please list all children applying to CAP Early Childhood Programs from your family below. 

Child’s Name Child’s Date of Birth 

  

  

  

  

Community Action Project is committed to providing high quality programming to our families.  In order to deliver this level of 

quality we utilize a combination of federal, state and private dollars.  The cost to serve one child in our program is as follows: 

$23,000 dollars a year for Infant Toddler services and $14,000 dollars a year for our Pre-K children.  In order to guarantee that we 

are good stewards of the monies entrusted to us, we must ensure that those participating in our programs are receiving all of its 

benefits.  In order to do this, we have come up with a set of expectations that will help you and your child to achieve this goal, as 

well as a tool (FIT) to assist you in tracking your personal investment in your child’s success.  Our expectations are that you: 

 See that your child attends regularly.  Failure to attend regularly could result in your child losing their slot and being dropped from 

the program.  Also, a child must be here in order to receive the benefits of the program.  We have a waiting list of several hundred children; if 

you do not believe you can take full advantage of our program then allow the next child on the list the opportunity by telling us now.  

 Be on time.  Being on time and staying for the full day not only impacts the child’s learning but their nutrition as well. We serve a nutritious 

breakfast, lunch and snack during the day.  Coming in late or picking up early could result in your child missing breakfast, lunch or afternoon 

snack.  (No outside food is allowed.)  

 Keep your child’s immunizations and Well Child Checkups current and up to date, handle any medical needs that 

arise and provide documentation to classroom staff.  Doing so not only protects the health of your child, but the other children in 

the room.  Establish a Medical Home. It is a Head Start requirement that families have an ongoing source of family health care.  If you 

do not already have a primary care doctor, you agree to work with staff to establish a medical home.  Children who are healthy get more out 

of their school experience. 

 Ensure that we always have current contact information so you can be reached in case of emergency. 

 Be an active participant in home visits and parent conferences provided by teachers and staff.  All parents are 

expected to participate in two home visits and two parent conferences during the course of the school year. 

 Participate with your child in at-home activities, such as Learning Games, which are designed to promote literacy 

and learning and to bridge the gap from home to school. 

 Attend a minimum of three monthly Parent Connections during the school year. Parent Connections are an opportunity to 

learn about what is going on at your child’s school, as well as connect with other parents. 

 Review information sent home in Tuesday Folders. 

 Establish and maintain an on-going communication with school staff.  This consists of both face to face and written 

communications. This will include the completion of a Family Partnership Agreement. 

 Become familiar with the “Family Investment Tracker” (FIT). This means taking the time to review where you are in meeting the 

above expectations.  To do this we have created the “Family Investment Tracker”, which you will be asked to review with your child’s  teacher 
at Home Visits and Parent Teacher Conferences. The FIT was created to assist you in tracking your personal investment in your child’s success. 

 Complete a benefit eligibility screening that will determine other programs for which you may qualify. 

 Read and comply with the Parent Handbook.  You will receive a parent handbook at program orientation or on your child’s first day 

of school.  If you have questions regarding anything in the handbook, ask program staff for clarification. 
 Participate fully in CAP Early Childhood Programs.  Full participation including regular attendance and completion of programs 

that support and strengthen the parent-child relationship ensures continuing enrollment in the programs. 
 

I agree to work with the Site and Classroom staff in meeting these expectations. 

____________________________________________________   _______________________________ 
Parent/Guardian Signature Date 
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Parent Health Partnership Agreement 
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Health Partnership Agreement 

 
CAP Early Childhood Programs objective is to ensure that all necessary and recommended health services are received 
by every child so that each individual is capable of functioning at their full potential.  Each aspect of the child’s well-
being will be considered when meeting this objective. Physical, emotional, cognitive, and social-emotional health are all 
part of your child’s well-being.  
 
Objective Goals: 
All children enrolled in the program are up to date on the state’s recommended schedule of Early and Periodic 
Screening, Diagnosis and Treatment (EPSDT). 

 The current EPSDT guidelines require a check up at the following ages:  2 months, 4 months, 6 months, 9 
months, 12 months, 18 months, 2 years, 3 years, 4 years, and 5 years. 

 
Program staff agrees to: 

 Assist parent/guardian in the application process for SoonerCare (Medicaid) 
 Assist parent/guardian in finding a continuous source of medical care 
 Provide information and educational resources regarding the EPSDT schedule 
 Provide a safe and healthy environment in which each child can learn 
 Provide parent/guardian with feedback on each child’s progress 

 
Parents/Guardians agree to: 

 Take their child for all recommended medical and dental examinations and follow-up services when a concern is 
found 

 Provide program staff with copies of results from these appointments and current immunization records 
 Keep their child’s immunizations up to date as required by state law 
 Ask questions to understand the EPSDT schedule 
 Provide a doctors statement that explains all necessary procedures, treatments, or medications to be performed 

at school 
a) All medications must have a physician’s statement before being administered at school. This includes prescribed 

and over-the-counter medications and products (e.g., diaper rash ointment, sunscreen, lotions, lip protector). 
b) All food allergies must have a current statement from a physician regarding the allergy on file with Nutrition 

Services before dietary exceptions can be made.  

 Request assistance from program staff to meet these requirements 
 
What this all means: 
Taking your child in for check-ups when they are well allows the doctor or other practitioner to focus on making sure 
your child is healthy and growing as expected.  Developmental milestones are assessed and if a concern is found 
intervention services can be started.  When problems are found early, often consequences can be prevented.  When  
treatment is started early, children have a better chance at success with living and learning. 
 
If your child has any medical condition that requires staff to provide on-site care for these needs, written instructions 
must be provided.   
 

Oklahoma State law requires Early Childhood Programs staff to report any suspected cases of child abuse. 
 

I enter into this “Health Partnership Agreement” with CAP Early Childhood Programs understanding the importance of 
my involvement in my child’s healthcare. 
 
 
Parent/Guardian Signature: __________________________________________  Date: ___________________________ 
 
 



 



CHILD AND ADULT CARE FOOD PROGRAM (CACFP) 

ENROLLMENT FORM 

 

 

1. Child’s Name: _______________________________ Date of Birth: ___________ 

   

2. Normal Days In Attendance:  X X X X X  

 SUN MON TUES WED THUR FRI SAT 

3. Head Start Facilities Only:  Indicate Session and sign and date form. 

          A.M.   P.M.   All Day 

4. Special dietary needs *                        Yes                 No   
 

5. Normal Hours of Attendance: __8:30___  to ___2:30__ 

6. Normal Meals Eaten: 
  

         Breakfast    Lunch    Supper 

         A.M. Snack    P.M. Snack    Late P.M. Snack 

7. Signature of Parent/Guardian: ___________________________ Date:______________ 

* Attach signed medical statement.  

 

 

 

 

 

 

 

 

 

 

 

 

  

 

Name of Parent/Guardian:            

Address: ________________________   City:      Zip:     

Home Telephone:             

Renewal Updates 

If there are no changes to the above information, sign and date. If there are changes, a new enrollment 

form must be completed, signed and dated. 

Parent/ Guardian Signature       Date 

               

              


