
                  APPLICATION  
         F OR  CF R C/ LAF AY E TTE  H E AD  S TAR T 

          Please fill out information below: 
T o q ualify ,  c h ild ren must be 3  or 4  y ears old  by  A ug ust 1 st. 
 Please fill out information below: 
 
 
C h ild ’ s name: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  D ate of B irth : _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  
M oth er’ s N ame: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _    L iv ing  in H ouseh old ?     Y es      N o 
F ath er’ s N ame: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _    L iv ing  in H ouseh old ?      Y es      N o 
L eg al G uard ian ( if ap p lic able) : _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  
A d d ress of C h ild : _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _   C ity :_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  Z ip : _ _ _ _ _ _ _ _ _ _ _ _ _  
N o. of ad ults in H ouseh old :  _ _ _ _ _ _ _ _ _ _ _ _ _  N o. of C h ild ren in H ouseh old : _ _ _ _ _ _ _ _ _ _      Ph one: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  
D oes c h ild  h av e a d oc umented  h ealth  or d isabling  c ond ition?   _ _ _ _ _ _ _ _ _ _ _ _ _   A d d itional Ph one:_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  
 I f y es,  p lease ex p lain: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  

 

Circle the following that you receive and attach copies of proof 
    T A N F       S S I      M e d i c a i d  F o o d  S t a m p s  
How did you hear about Head Start? 
_ _ _ _ _ _ _ _ _ _ F ly er or p oster.  L oc ation: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _   
 _ _ _ _ _ _ _ _ _  R eferred  by  ag enc y .  W h at ag enc y ?  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _   
_ _ _ _ _ _ _ _ _  D oor-to-d oor v olunteers 
 _ _ _ _ _ _ _ _ _  F riend  or relativ e  
_ _ _ _ _ _ _ _ _ _ O th er _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  

This is only an initial application and does not guarantee acceptance into the program.  By 
signing this document, I’m certifying that all information is correct.  I understand I am not 
being guaranteed an immediate space in Head Start and I will need to attend an intake 
appointment.     
Signature: ___________________________________ 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Mail application to:  CFRC/Lafayette Head Start,  
 PO BOX 1186, Lafayette IN  47902-1186 
Or bring to: Head Start Center, 3600 Eisenhower Rd. 
For more information call: 765- 449-0487 
Fax Number:  765-448-3698 

Please mail or bring in C O PI E S  of  t h e f ollow ing inf ormat ion w it h  t h is ap p lic at ion 
 
_ _ _ _ _  C op y  of y our c h ild ’ s birth  c ertific ate—th e leg al one from th e C ity  H ealth  D ep artment ( N ot th e h osp ital one)  
_ _ _ _ _  C op y  of y our c h ild ’ s sh ot rec ord  
_ _ _ _ _  C op ies of inc ome rec ord s for th e last 1 2  month s or th e last c alend ar y ear—3  p ay  stubs,  tax  form 1 0 4 0 ,  W -2  forms,  c op y  of  

T A N F  c h ec k ,  unemp loy ment c h ec k ,  letter sig ned  by  y our emp loy er on letterh ead  stating  wh at y our inc ome is,  p roof of c h ild                
sup p ort,  F inanc ial A id  A ward  letter,  or oth er p ap erwork  th at sh ows inc ome. 

_ _ _ _ _  C op y  of F ood  stamp  c ard ,  if y ou g et food  stamp s 
_ _ _ _ _  C op y  of M ed ic aid  or H oosier H ealth wise c ard s,  if y our c h ild  is on th is p rog ram 
_ _ _ _ _  N ames of 3  p eop le with  p h ones th at we c an c all in c ase of an emerg enc y -Please bring  names,  p h one numbers   and  ad d resses.                         

T h ese p eop le will be c alled  if we c annot reac h  y ou and  y our c h ild  is sic k  or h as to g o h ome for some oth er reason. 
_ _ _ _ _  C op y  of C ustod y  or g uard iansh ip  p ap ers if ap p lic able. 
Head Start…. 

� Serves 237 children who must live in Tippecanoe County 
� Is FREE for families who meet the income guidelines to the right 
� Is for all children and encourages those who have a disability to apply 
� Is a pre-school (NOT a daycare) for children who are 3 or 4 years old on or before 

August 1st 
� Has the following programs children may participate in: 

½ day program=3 ½ hr. morning or afternoon sessions, Mon-Thursday 
Full Day program=for parents working or in school full time, Mon-Friday 

2005 INCOME GUIDELINES  
# in household       Gross income 

2.........................12,830 
3........................ 16.090 
4.........................19,350 
5...................…. 22,610 
6........................ 25,870 
7....................… 29,130 
8....................… 32,390 

Contacted: 
 
 
 
 
 
 
 
 

Staff use only 


