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lnformation:
Thank you for your interest in the Ohio Valley Educational Service Center's Bright Beginnings Preschool for students ages

3through5yearsold.ChildrenareplacedinclassesWe
place returning students first within the school district ofresidence, thenwe place by ageof the child (older children are

placed first), and last we place by the date ofthe returned, completed application. We look forward to working with
your family!

COST:

Bright Beginnings Preschool offers payment options based upon income and the number of days your child attends class

perweek/month. The tuition isa flat rate and refunds are NOT given for absences, holidays and/or calamity days. The

maximum tuition rate possible is S150.00 for full time enrollment per month. Tuition assistance may be available upon

completion of the enrollment application and submission of required proof of income documents. Tuition is due prior to

starting preschool and is due on the first day of each month. May's tuition is due April 15. Tuition may be paid at either

OVESC office (Cambridge or Marietta), through USPS mail, or online at !!.!y.!!Q.vc5!.9r9

REQU IRED DOCUMENTS FOR ADMISSION for ALL NEW STUDENTS:

. Enrollment Application (with ALL SECTIONS completed, including the child care assistance pages)

. Child Care Assistance application filled in and (SNAB MEDICAID, tax return-if self-employed)

. Proof of lncome (4 pay stubs from most current employer for each working person in the home)

. Birth certificate (the actual copy, we can not accept the crib sheet from the hospital)

. Custody Papers (if applicable)

. Proof of Residency (a copy of a utility bill)

. lmmunization Records
*We olso require o Volid EMAIL ADDRESS

) Pleose moke sure to sign every signoture line with on orrow beside it
**ALL REQUI RED INFORMATION IS MANDATORY to secure vour child's soot in a classroom.

Medical and Dental Forms (to be comoleted bv a med ical orofessionall:
. Students have 30 days from classroom start date to submit both documents

. New forms must be submitted yearly (within 13 months of last visit due to insurance reasons)

MAIL TO:

OVESC BRIGHT BEGINNINGS PRESCHOOL

Broughtons Complex 3 - Building 15B

2333-8 St. Rt 821

Marietta, Ohio 45750



2026-2027 Brisht Beei nni nss Preschool Tuition Rates

Please read & initial below

Crooksville: $1 50.00/month

Rolling Hills: $1 50.00/month

Switzerland: Free to families who reside within Switzerland of Ohio
School District, otherwise $1 50.00/month.

+lBright Beginnings Preschool offers tuition reduction options based upon income. Tuition assistance may be

available upon completion of the enrollment application and submission of required ptoof of income documents. **

Parent lnitials:

All Washington County Districts: $1 50.00/month

Belpre

Fort Frye

Frontier

Marietta

Warren

Wolf Creek
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Enrollment Application 2026-2027

My child is a RETURNING STUDENT or NEW STUDENT (please circle one)
CHItD'S NAME: (Please PRINT entire application)

First: Last:

€hild's lnformation:

Date of Birth: Gender (please circle): Male Female

Foster Child: Yes No Primary Language Spoken at Home:
Birthplace City: County of residence:
Mother's Maiden Name:
Does your child have an IEP? YES or NO

lN PROCESS OF IEP? YES or NO

Racial Group/Local Ethnic Category: (check allthat apply)

_ Asian _ Black/African American _ Hispanic
American lndian/Alaska Native _ Multi-Racial

_ White _ Native Hawaiian or Other Pacific lslander
H ispan ic/Latino: _Yes _No ls the parent an OVESC employee? _Yes _No
Who Child Lives with/Residentia I Parent is: (circle allthat apply): Mother Father Other

Father's Name: Mother's Name:

Father's Address: Mother's Add ress:

City, State and zip City, State, and zip

Father's Home # Mother's Home #:

Mother's Cell #:

Father's Work #: Mother's Work #:

Father's Email (must have): Mother's Email (must have):

School District of Residence: School District of Residence:

Preferred Location - Please mark - 1

_ Belpre- Belpre

_ Fort Frye - Lowell

_ Fort Frye - Beverly-Center

_ Frontier - Newport

_ Marietta - Phillips (includes former Ewing)

_ Marietta -WashinSon (includes former Ewing)

_ Crooksville

_ Rolling Hills - Brook ndmin and Early Learning center

choice (Listed bv District/Schooll:

_ Switzerland of Ohio - Beallsville

_ Switzerland of Ohio - Powhatan

_ Switzerland of Ohio - River

_ Switzerland of Ohio - Skyvue

_ Switzerland of Ohio - Woodsfield

_ Switzerland of Ohio - Monroe DD

Warren - Warren

Wolf Creek - Waterford

Office Use Only Start Date: SSID #:

Dis. Condition: Services: Preschool:

Teacher: Poverty Level: Typical

IEP / ltinerant: By Entered EMIS {:

Middle:

Father's Cell #:

1



Child History:

Did mother have any unusual physical/emotional illness during pregnancy?
lf Yes, Please explain:

Yes No

Age of mother when child was born: Ch ild's Birth Weight:

Child was: (please check) _Full Term _Early .....,_Late lf applicable how early/late?
Did the child have any sickness/problems? Yes No lf Yes, Please explain:

Please indicate at what age the child began the following activities:
Walked alone Was Toilet Trained
Spoke in Sentences Dressed Self

How does this child's development compare to other children (siblings or playmates)?
(please check) _About the same as others _Slower than others _Faster than others

Please list/describe allergies (to medications, foods, plants, animals) and reactions to these items

Please list/describe recommended treatment to these reactions:

Age at time of event?

Please describe any medications, food supplements, modified diet or fluoride supplements, the child takes daily and/or
frequently:
Medication/Supplements Reason taken? How often?
1.

Please check EI any health conditions the child has/had

Abnormal spinal curvature
Allergies/hay fever
Anemia
Anaphylactic reaction
Asthma or wheezing
Attention Deficit Disorder

Behavior problems
Birth/Congenital malformation
Cancer - Type_
Chicken pox - date_
Chronic diarrhea/constipation
Chronic ear infections
Concern about relationships
Cystic Fibrosis

Diabetes
Eczema/chronic skin condition
Emotional problems
Eye problems or poor vision
Frequent headaches
Frequent sore throats

Heart disease - type
Hemophilia
H e patitis
Hyperactivity
Kidney disease - type
Measles
Meningitis or Encephalitis
Mumps
Near-drowning/near suffocation
Nervous twitches or tics
Poisoning
Rheumatic fever
Seizu re diso rde r/e pile psy

Sickle cell disease

Speech difficulties
Stool soiling
Toothaches/denta I problems

U rinary tract infections
Wetting during day or night
Other

2

PARENT INITIALS

ENROTTMENT PACKET

Please Iist any severe injuries, illnesses, surgeries you child has had:
lnjury/lllness/Surgery Was the child hospitalized?
1.

2.

3.



ENROLLMENT PACKET

Emergency Contacts: Please list 3 people to be contacted in the event of an emergency lF the parcnt cannot be contaded.

Contact #1: Contact #3:
Street Address Street Address Street Address
City State Zip City State zip City State Zip

Relationship to Child Relationship to Child Relationship to Child
Phone S

Cell# Cell s Cell $
Work # Work s Work #

Child's Name: rirst Middle

Authorizadon to Release Child: My child may be released to his/her parent/guardian AND the following people only
(without prior written a uthorization).
Name Relationship to child Phone #

My child may NOT be released to the following individuals: Please attach a copy of divorce decree and/or restraining
order if applicable.

Name Relationship to child
Please note any special circumstances
of which the staff should be aware:

Please indicate if the family is involved with any of the following community services:

Speech Therapy: _Yes _No tf yes, where? Head Start/Early Head Start: _Yes _No

OccupationalTherapy: _Yes _No tf yes, where? Help Me Grow/Early lntervention: 
-Yes -No

Physical Therapy: _Yes 
-No 

lf yes, where? Job & Family Services: _Yes _No tf yes, caseworker?

HearinB Services: _Yes _No lf yes, where? Child/Protective Services: 
-Yes -No 

lfyes, caseworker?

Vision Services: _Yes _No lf yes, where? Preschool/Day Care: 
-Yes -No 

tf yes, where?

Mental Health/lndividual/Family Counseling Services: Yes No lf yes, where?

MUST HAVE A PHYSICIAN/DENTIST LISTED:

Physician's Name: Dentist's Name:

Street Add ress Street Address

City, State, zip Code City, State, zip Code

Phone # Phone #

Fax # Fax #

PARENT INITIATS

Contact #2:

Phone # Phone #

Last

3



ENROLLMENT PACKET

Things I would like my child's preschool teacher to know
My child is: _very active _normally active _not very active
My child prefers playing: _alone with other children
My child has become violent or acted out in the following manner towards other children or adults. (please check all
that apply) _Hitting _Kicking _Biting _Fighting _Scratching
_My child has never become violent or acted out toward others.

lf my child becomes upset, they calm themselves by:

I have concerns about how my child gets along with other children. _Yes
lf yes, please expla in:

No

My child's favorite color is

My child's favorite food is:

My child's favorite book is:

My child's favorite toy is:

My child likes to: _Listen to stories

_Play pretend/make believe _
_Play inside

Other
_Play outside _Draw/Color _Play quite games

I would like for my child to be able to:

Authorization for School District Transportation: Please initial ontheapp ropriate line below

_Yes, I grant permission for my child to be transported toffrom school and/or field trips by the school district

bus/van, if appropriate.

Yes, I grant permission for my child to participate in walking field trips that are close to my child's school

bus/van, if appropriate

Parent/Guardian Name: 

-Yes
No Parent/Guardian Cell Phone Number Yes No

PARENT INITIALS

Please add any comments or concerns that you have about your child's health, development, behavior, family or home

life that you would like the school to be aware of.

_No, I DO NOT grant permission for my child to be transported toffrom school and/or field trips by the school district

_No, I DO NOT grant permission for my child to participate in walking field trips that are close to my child's school.

Authorization for Annual Class Roster: Each year we prepare a roster for each group of children in our program. This

roster will not be shared with any person other than the parents of children enrolled in our program.

I authorize the following information to be listed on the Class Roster (please check):

My child's Name: Yes 
-No 

Parent/Guardian Home Phone Number 

-Yes -No

4



ENROLLMENT PACKET

Authoriza6on for Picture Publication Please initial on the appropriate line below
Yes, lgrant permission for my child to have his/her picture taken for possible publication (newspapeq brochure,

website, or other social media etc.) Furthermore, I grant permission for my child to be videotaped and understand that
it ma be used for professional develo ment and/or advertising purposes

-No, 
I DO NOT grant permission for my child to have his/her picture taken for possible publication (newspaper,

brochure, website, etc.) Furthermore, I DO NOT gra nt permission for my child to be videotaped and understand that lt
m be used for professional develo ment a nd/or advertising purposes

As the parent/guardian of _, I authorize the information as listed above
(AuthorizotiontoReleoseChild,@,,nsportation,AuthorizotionforAnnuolclo55Roster,
and Authorizotion for Picture Publicotion).

Parent/Guardian Printed Name

-t
Parent/Guardian Signature Date

Authorization for Particioation and Release of lnformation
My child has permission to participate in any health/developmental/academic screenings and assessments (which may
include, but are not limited to physical, dental, vision, hearing, speech, mental health, lead, iron, height, weight,
developmental, etc.) that are conducted through the Ohio Valley Educational Service Center, Bright Beginnings
Preschool and other community agencies.

I understand that there may be some screenings/assessments that are not able to be conducted at my child's
preschool setting and that I may need to obtain these screenings/assessments through my child's physician, dentist,
local health department or other community agencies. I also understand that it may be necessary to obtain follow-up
care for my child based on the results of the health/developmental assessments performed and that it will be my
responsibility to do so.

The Ohlo Valley Educational Service Centet hds my pemission to shore my chil{s inlormotion with oll ogencies thot

foll under the Department ol Childrcn and Youth os required by law, specificolly the county ofrce of lobs dnd Fdmily

Servlces. Thls lnlormotion moy lnclude any part ol yout chitd's enrollment oppllcation and/or proof ol income.

,
Parent/Guardian Printed Name Parent/Guardian Signature Date

5

PARENT INITIATS

)

The Ohio Valley Educational Service Center has my permission to conduct assessments as required by the Ohio
Department of Education (which may include, but are not limited to the Early Learning Assessment, Child Outcomes
Summary Process, etc.) I understand that my child's teacher/specialist will provide feedback regardinB the assessment
to myself and other staff members working with my child. Additionally, I grant permission for the preschool

administration to report the results of these assessments electronically, as required by law, to the Ohio Department of
Ed ucation.

As the parent/guardian of- by signing, I am verifying that I have read,

understand and agree with th. ffi



Child's Name: Form updated: 12.20.202s

UNITED STATES DEPARTMENT OF HEALTH AND HUMAN SERVICES

2025 FEDERAL POVERW GUIDETINES
OHIO VAtlIY EDUCATIONAI. SERVICE CENTER

2333-8 State Route 821, Complex 3, Bldg 168, Malietta, OH 45750 I 7@-173-6669

OFFICE USE ONLY
Size of

Family Unit
2025 Federal
Poverty Level

(10o%l
Annually

tto%
Poverty

Level

tzs%
Poverty

Level

Las%
Poverty

Level

200%
Poverty

Level

FullTuition

1 s1s,6s0 s17,27s s19,s62 527,867 s31,300
2 s21,1so s23,26s s26,437 537,81.4 s42,3oo
3 s26,6so s29,31s S33,312 s47,767 ss3,3oo
4 s32,1s0 s3s,36s s4O,787 557,72O s64,3oo
5 S37,6so s47,475 547 ,062 567,673 s7s,3oo
6 s43,1so s41,465 ss3,937 s77,626 s86,3oo
7 s48,6so ss3,s 1s s60,812 s87,s79 s97,3oo
8 ss4,1so ss9,s6s s67,687 s91,s32 s108,300

* 4 most recent oav stubs for each workins oerson in the home OR
* A statement from Ohio Deoartment of Job & Familv Services caseworker statine vour oovertv level OR
* A coov of vour most recent tax return s o ns gross income lif self emoloved) OR
*SNAP or Medical card approval letter

Parent/Guardian Signature

Parents: Dueto state reporting requirements, we are required to gather income information foryourfamily. This

information in no way will be used to determine if your child qualifies for services and/or what services your child will
receive. Simply find the number of family members that are in your household, and determine the dollar amount that is

closest to your family's gross income. Please circle the dollar amount in that particular row that most closely reflects the
gross income for your family.

lf you have any questions, please contact the OVESC office at 740-373-6669.

6
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l;5h++ot set*ianrs

Ohio Departrnent of Job and Family Services
Publi Funded Child Care Release oflnformation

Carctater Name Phont' Numbrrr

Strce.t,\ddrcss
Cir,-. Statc Zip

Caraaler Email (must be email
SSP account)

you used h the SSP, ifyou have an Last four digits of Caretaker SSN

FORXASON R TIIE oc NSENT oT ASER-ELE TIINFORMA ON

You are oot requied to complete this form to be eligible for publicly frruded child care.

A child care provider cannot requie you to complete this form as part of thet e[ollmeat process and./or to receive childcalc.

This conselrt vesg1 thepemusslon of andbcounty department lCeSetvJo CD SJFfamily /Ohio of andDepartment
Famil Services DJFSov to easerel bli tunded child catepu cly toapplication identithe childfied careprovider

coNSENT TO RELEASf, TIOINT'ORMA N

I understand that by signing this that.the provide(s) has access to my infoEration urtil the access is revoked byme or my authorDed represeltative even ifl,m no longer attendirg that progiam.. Primary caretaker fust and last trame, ad&ess and phone ntrmber. First and last name and date ofbirth ofchildrcn needing carc.. ApplicatioDinformatioo:
o Applicatiotr stztus, incruding denied without pAD 

Gaymeat after deniat) and pendhg applicatiotr.o Verification documents needed.
o Eligibiliry begin atrd erd date.
o AuthorEatioDiDforEatioo

Reaso! for CoNent

This infonnatior may be rcleased to:

Provider rname 0VE5{

\{ Ll g {r,
,\t.+E
d:,-,

t- a tL.
&

Program Iicense number

Provideraddress'$ii;

Provider 2 name

Program license oumbet

Provider address

tte.
l. Uploaded into the Self-Service portal (SSp) by accessing your benefit

t !.://trp.bar6E.ohb.m!/
2. Submitted to tbe caretakers' counry agetrcy.

This consent will remain in effect for eighteen months tom the date of applicatioo for pending aod donied child
care applicatioas or may be revoked by the caretaker or caretake!'s Autiorized Representativi at any ti.,oe by
providing notice in writing, which must incrude your tram€ and case number using one of the fotlowing:

' uploaded into &e self-s€rvice portal (ssp) by accessing your benefithaF//rrp.bcfiB-ohb.qov/. Submitted to tbe carerakers' county agency.

By signing this form, I am responsible for terminating the listed providds) access to the information listed on
this form

Be aware that the information used or disclosed pursuant to this authorization may be disclosed by the recipient
of the informatio[ alld may no longer be protected from disclosure.

Treatmetrt, palmetrt, euollment, or eligibility for pubric assistatrce ca,nor be cotrditiotred otr signing this
authorization unless the authorization is recessary for determining eligibility for the public assiitanJe program.

Pursuant to federal a,,d state law, aod appricable policies the oDJFS may access ard disclose information
contained in systems cotrtrolled or mailtained by the ODJFS or conkollid aad maiataioed for the berefit ofthe
ODJFS.

This document can submitted using one the following methods

Sigoalure of Carctal'cr or Carciakcr 's Authorizcd Rcprcrrrrt livc lieicd in Ohio Bctrfilr Date

1

for
Job

information

t



Early Childhood Education Grant
Zero lncome and McKinney.Vento Statement

Families with no income must provide a written expranation o{ how they are meeting basic rivingexpenses, including food, housing/shelter, utilities and translorlation.

The McKinney-vento Act orovides resources for chirdren of famiries that are experiencinghomelessness. preschoor students €xperiencing iil"I".;;;;; are erigibre for immediateenrollment in programs with ride 1 funding. Horier"ssn"i. is a-enneo as,

lndNiduals 
.who lack a fixed, regular, or adequate nighttime residence and inctudes:

1 ' chitdren who are shaing the housing ot otn6r ie,ioiiiue ro /oss oinii"irg, economichardship, or a similar reason,;.are li.vi-ng in motas, notiti, trailer pad<s, o, ""ipiii 
'-'.,."

grounds due to the lack o,f altemativeZdequate icco,iioaatiois; 
"i tirig ii "

emetgency or tnnsitional shelters; or are abandoned in hospitats;2' Childrcn who have a ptimary nighttime residence thit'rs a pubtic or pivate prace not

" 
d^":lg::! 

!"!"rordinaity usedis a regutarsteepig aicommodation;r. Ln,oren wno are living in.cars, pa*s, public spacei, abandoned buiidings, substandardhousing, bus or traln slafibns, or similar seftings; and4. Migratory children who qualify as homeless bJcause they are riving in circumstancesdescibed in 1-3 above.

family earnslrecei ves any income.
verify that neither I nor any member of my

homelessness.
verify that my family meets the definition of

Briefly describe how your famiry is meeting food, housing, utirities and transportation needs:

ParenUGuardian Signature: Date

Witness Printed Name

I certify that the information above is comprete and accurate to the best of my knowredge. Iunderstand that if r knowingry give farse information or misrepresentation of my in"om"]it m"yresult in disqualifi cation.

ParenVGuardian Printed Name:

Witness Signature: Date: slr/atn

8
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! N COM El and ASSISTANCE FO RM

MUST be filled in for your child's application to be

COMPLETE:

Please check if you receive:

SNAP

MedicalCard

Cash Assistance

lf you marked yes - please submit a copy of your APPROVAL letter with this
application

EVERYONE MUST provide ONE of the following with this application for
the application to be processed.

SNAP, medical card or cash assistance approval letter

A copy of your most recent tax form, showing gross income

(tax return onlv if self-employed)

4 most recent pay stubs for each person working in the home

The following CHILD CARE ASSISTANCE form must be completed by every family.
You only need to complete the circled/HIGHLIGHTED sections and ensure your

signature is at the end of the form.

l-his information is kept confidential.

9

*You may be contocted loter to provide additional income stotements*



SNAP, CASH, MEDICAL, AND/OR CHILD CAREASSISTANCE APPLICATION

lf you are NOT registered to vote where you live now, would you like to apply to register to vole here today?

T.l Yes - I want to register to vote.

I 
"o 

- I do NOT want to register to vote.

lf you do not chcck Gith.r bo& you will bc considcr.d to h.ve decidod not to r.gl3ter to vote .t thi6 time,
ApPlying to ragistcr or dcclining to rcgi6ter to votc will not .fioct th. .mount of aicict nc. that you will b.provid.d by thl. .g.ncy.

Voter Registration Applicatioh Attached - Assista nce Available

apply for any and all of
for SNAP.

the programs listed below. lf you do not check any boxes, we will only review yourcan
eligibifty

[--l Cash Assistance - For families with a minor child(ren) or won

l-l Retusee cash Assisrance (RcA) - For retusees wi*rin r z montleJoll;;:: 

o'"n^'"'d 
EC E

Child Care Assistance MedicalAssistanceSNAP

a n A uthorize d Re p re se ntative, enter information aboutthe person you are applying for.

FiISt Name Middle lnitial Last

What is your profered language?Do you need any of the rollowlng seruices?

Spoken

Written:

large Print Notices

Translator

Sign Language lnterpreter

Olher

Location (City/County/State):

Havo you, oranyone living with you, ever received SNAP , Cash, Medical, or Child CareAssistance?

ltldd'Te a n Authoized Representative, enter information about lhe person you are applying for.

Check here if you do not have a permanent address - please provide a mailing addressHome Address tr
City State Zip Code

Phone (Cell) Phone (Home) EmailAddress

Address s'her€ you get mail (tf dlfrerent)

City County State Zip Code

Check the box for each program the applicanl wants to apply for1

Step 2: :ell us about the applicant

Step 3: 't ell us how to reach the applicant

n
n

nno
l-l Yes - tt yes, who: 

-

Pa{te 5 ol2.



A Reminden Did you tell us which program(s) the applicant is applying for?

Make sure to check the appropriate box(es) in Step 1.

An Authoized Representative is someone who helps the applicant with the application process and can act on the
applicant's behalf. ff you are filling out this form as an Authorized Representative, please give usthe following
informalion about yourseff. You may be asked to give an authorization document. You will not be /lsted as an
Authoized Representative until the document is provided.

First Name Middle lnitial Last Name

Street Address

State zip CodeCity

Phone (Home)Phone (Cell)

Email Address

What is your preferred language?Do you neod any of the tollowing services?

Large Print Notices

Translatortr
Sign Language lnterpreter

Other

By signing below, you agree that you have reviowed and agree to the terms in Step 14 and you certity, under

penalty of perjury, the truth of the information contained in this application, including information provided below

conceming citizenship and alien status of the members applying for benefits.

Whilo you may submit your application with only the information provided above, your application may be

processed more quickly if you continue to provide responses to the questions below.

DatePrint Name ofApplicant OR Authorized Represontative

How many people live with you and buy, fix, and eat meals with you?-
This number is considered your "household", keep this in mind when answering the next two questions.

Note: Your responses will help us decide if you can get SNAP more quickly. lf someone else you live with is aheady

receiving SNAP benefrts, you may still be eligible for SNAP benefits-

ls your household's total gross income before taxes for the cunent month less than $150? Yes Notrtr

Pa{ie 6 ol2.

Step 4: Tell us if you are an Authorized Representative

Spoken:

Written:

Step 5. For SNAP Applicants and SNAP Authorized Representatives ONLY

@Ropresentative

/

Step 6: Answer the fotlowing ONLY if applying for SNAP benefits



Yes No

Are your total resources in cash, checking, and savings accounts $ 100 or less? Yes No

Are your monthly rent or mortgage and utilities (such as gas, electric, water, and phone) more

than your total monthly gross income before taxes?
Yes

Are you a migrant or seasonal farm worker? Yes No

Step 7: 'ell us the applicant's information
.-
lf you need more space, wrile your answers on an extra piece of paper and attach it to this form. Please use the
following to assist with completing the sec'tion below:
. Social Security Number (SSN): lf you, or anyone else in your household, is NOT a U.S. citizen, or a Qualified

Non-Citizen, you do not have to give us an SSN. lfthere are other reasons that you, or someone in your household

does not have an SSN, please write that below. (ex: pending SSA application)
. U.S. Gitizen: You only have to tell us if someone is a U.S. citizen if they are for SNAP, Cash, Medical, or

Child Care Assistance.
. Race/Ethnicity: Title Vl of the Civil Rights Act of 1964 allows us to ask for racial/ethnic (Hispanic or Latino)

information. Providing this information is voluntary and is used for informational purposes only. lf you do not want

to give us this information, it will have no effecl on your case

Rolationshlp to You
(s{,Nl,. ttotd, 6tc )

Yes - lf yes, spouse's name

ssN
Date ot
Birttl s?

f# 
RaccName

Are you married? No

U\'
trF

!Y
xN

Dl"l
DF

!Y
trN

!Y
xN

Dl\r
trF

trY
DN

EY
EN

Dvl
trF

EY
DN

DY
oN

BY
EN

DY
ND

trM
trF

Are you, or anyone you are applying for, pregnant?

Do you, or anyone you are applying for need in'home care or nursing home services?

No Yes- lf yes, who?

Are you or anyone in your housohold caring for a disabled person in or outside of the home?

No Yes - lf yes, who?

Ars you or anyone in your household in the military?

No Yes - lf yes, please select all that apply Active Duty

Have you ever been found guilty of Child Care fraud? No Yes

Page 7 ol 2.

ls your household's total net income for the current month zero after taxes and paying for such

things as housing costs, child/dependent care costs, or child support payments?

n
tr tr,,ro

list everyone who lives with you even if they are not applying. Please be sure to list your name first.

tr tr

Sex

DY
BNSelf

E Xo l-l Yes - lf yes, who and when is the due date?

trNational Guard/ReservesD
tr tr



ls this person(s) unable to prepare moals due to a disability?

lf you answered "Yes" to all three questions in Step 8, does this person(s)

want to receive SNAP separately from the other people you live with?

Yes - lf yes, answer the following questions in Slep 8.

Y6

Yes

No

No

es- If yes, from what source?No

ls this person(s) receiving disability benefits?

No - lf no, please skip to Step I
60 years of age or older?

-ffiu or ths peopte in your trousetrold received, or oxpect to receivs, incoma'this month?

I *o ! Yes - lf yes, please complete the table below.

,lncome refers to all the money that you and the people in your home recoive. This includes earnings from employment or

self-employment, child or spousal support, disability benefits, retirement benefts, Workers' Compensation, Unemployment

Compensation, Social Security, SSl, Veterans' Benefits, Ohio Works First (OWF), gifrs of money from individuals, etc.

Name

Date L.st
Recalvcd

How Ofren Received
(weekly, A-weew, etc.)

lncome Amount
(tufqe taxes)

Type of lncome or
l{ame ot Employer

How much do you and the people in your household have in cash, checking, orsavings (such as bank ac-

counts, annuities, stocks, or bonds)?

Do you and the people in your household have more than one million total dollars in cash,

checking, or savings (such as bank accounts, annuities, stocks' or bonds)? YesNoD

Give your best estimale of the total amount:

Did anyone in your household leave a job or lose a job within the last 60 days?

f-l No l--l Yes - lf yes, who?
TI LJ

When?

For what reason?

Step 8: tlousehold members 60 years of age or older
t--

Step 9: l ell us about the household's finances

I

o
?qa I ol2.

tr
tr

tr

ls anyone in your household on strike from a job?

E No ! Yes - lf yes, who?

s

This Form Continues on the Next Page



Chlld or Spousal Support Payments Made to Someone Outside Your Household

Madical Expenses lorAnyono Who is Disabl6d orAge 60 or Oldor. These include expenses such as medical bills,

prescriptions, health insurance premiums, transportation to medical appointments, or other medical services.

Rent, Mortgage Paymonts, Lot Rent, Property Taxes, Homeownors' lnsurance, otc.

ffiF,,,,,.at n"t 
"ppty. 

t'ot u" ".o*t for each expense

Estimated Amount Paid per Month: $

Estimated Amount Paid per Month: $

Estimated Amount Paid per Month

C h lld/tlependent Carc Costs:

Estimated Amount Paid per Month:

Do you pay for heat or air conditioning?

I pay for the followin g ulililies (check allthat apply):

Yes No

GasWater ElectricSewage tr[-l Tetephone ! rrastr

school,
yed,

atnorare program pleasetheor tn home pafticipating trainingaftendingtf workingpeople your
This includes/isf currentactivities tf employer.allbelow please youremplotablethe qualifyingcomplele

an of andwrite onanswersmoreneed Papetlf piecesPace, youfyou/bbsself-employment and odd
attach it to this form.

ernptoyer I Sctroot / TAining lnformation NameHousehold Membor I Name

Start Date / End DateNumber

Address

totr
to

to

tr

to

to

to

to

Houshold Memberwork / School / Training Scheduls

Thurs From

Fri From

l-l sun From

Varies week to week 

-

Sat From

Mon From

Tues From

Wed From

Employer/ School / Training Information NameHousshold Member 2 Name

DateStartumber

Address

Step 10: Tell us aboul the applicanfs household expenses

Step 1 1 : ,f applying for Child Care Assistance, please tell us why the applicant needs child

Car .:

Paoe9oln

tr
$

tr

n

{

tr

n

you
with

extra



to
to

to

to

to lo

to

Household Membor work / School/ Training Schedule

Fri From
Mon Plsrn

Sun From Thurs From

Tues From

Wed From
Varies week to week 

--

Employer i School / Training lnformation NameHousehold

ber

City of BirthChild's Mothe/s Maiden Name

to

to

to
to

to

to

- Name (Flrst, Middle, Last)

Household Work / School/Training Schedule

to

Varies week to week 

-

Wed From

Mon From

Tues From

Sun From

Child's Prefened Spoken Language
Relationship to APPlicant

[-l No - My child is NOT a U.S. Citizen or a Oualified Non-Citizen

to receive Child Care Assistianceust provide verification in order
ls the child a U.S. Citizen ora Oualified Non-Citizen? Nota: You m

Yes

Chlld's Needs: Does the child require Protective Child Care?

lf YES, is there a case Plan?

Tl No - My child does NoT have a case plan

Yesn No - My child does NOT

require Protective Child Care

Tl No - My child is NoT in Head Start

ls the child in Head Start?

Yes - What is their schedule? From to 

-
Sun From

Mon From

Tues From

to

to

to

Wed

Thurs

F

Sat

From

From

From

From

to

to

to

to

Days/Hours Child Care is Needed

zip CodeCityAddressProvider Name

Step 'l2: lell us about the child(ren) who need(s) child care

I

Page 10 ol2.

D
n
tr
tr

I s"t rro,

n
D
n

D
n
tr
tr

Thurs From

Fri From

Sat From

n



City of BirthChild's Mothe/s Maiden NameChild 2 - Name (F,/st, Middle, Last)

chitd's ken LanguageRelationship to Applicant

ls the child a U.S. Citizen or a Qualified Non-Citizen? Note: You must provide verification in

f-l No - My child is NOT a U.S. Citizen or a Qualified Non-Citizen

orderlo receive Child Care Assistance

Yes

Child'3 Noods: Ooes the child require Protective Child Care?

lf YES, is there a case plan?

No . My child does NOT

require Protective Child Care

E t"" No . My child does NOT have a case plan

to

tr
to

to

Sat From

Days/Hours Chlld Car€ is nooded Wed From

Thurs From

Fri From to-Mon From to

Zip CodeStateCityProvider AddressProvider Name

City of BirlhChild's Mothe/s Maiden NameChlld 3 - Name (First, Middle, Last)

Child's Prefered Spoken LanguageRelationship to Applicant

st provide verification in orderto receive Child Care Assistance

E t"o I-l No . My child is NoT a U.s. citizen or a Qualified Non-citizen

ls the child a U.S. Citizen or a Oualified Non'Citizen? Note: You mu

Child's Needs: Ooes the child require Protective Child Care?

lf YES, is there a case Plan?

Yes tr
Yes

No - My child does NOT

require Protective Child Care

l-l No - My child does NOT have a case plan

ls the child in Head Start?

[-l Yos -What is their schedule? From to l-l No - My child is NoT in Head Start

to

to

to to

ziprCSS

Sat From

Days/Hou6 Child Care is neoded

Tues From

Fri From 

-to

l-l Sun rrom

l-l uon From

Thurs From to

wed From 

-lo

,ch ft 0f
{r^ir

Paga 11 d 2.

chitd 2

n
tr
tr

ls the child in Head Starl?

l-l Yss - What is lheirschedule? From to 

-
Sun From to 

-
chird 3

fl '* fl

l-l No - My child is NoT in Head Starl

Tues From to

tr
tr
tr

I



Child 4 - Name (F,rst, itiddte, Last) Child's Mother's N,laiden Name City of Birth

Relationship to Applicant LanguageChild's Prefened Spoken

ora Qualified Non-Citizen? Note: You must provide verification in orderto receive Child Care Assistance.ls the child a U.S. Citizen

Chlld's N6eds: Do€s the child require Protective Child Care?

lf YES, is there a case plan?

I V"" Tl No - My child does NOT have a case ptan

Yes No . My child does NOT

require Protective Child Care

ls the child in Head Start?

LI Yes - What is their schedule? From No . My child is NOT in Head Startto

toD
to to

to toFrom

to Sat From

Days/Hours Chlld Care is needed Wed From

Thurs From

Frin
DI Tues rrom

Sun From

Mon From

Provider Name Provider Address City State Zip Code

Does your child(ron) have a chronic hoalth condition, developmontal disability, or speclal need?

Tl No - My child does NOT have a chronic health condition, developmental disability, or special need

f Yes . Please fillout the chart below:

Name (First, Middle, Lasl) Describe Child's Sp€cific Needs

chitd 4

oThis Form Continues on the Next Page

Pa(le'12 ol 2.

f, to [-l No - My chitd is NOT a U.S. Citizen or a euatified Non-Cirizen

tr T

I



Note: Complete this section if any child(ren) is attending or will be aftending Kindergarten or higher grade school

School Name

and Address

School Hours

(ex: gam - 3pm)

Kindergarten

Schedule

School Year Starl

End Date

Child's Name

(First, Middle, Last)

Cunent

Grade Level

ATI

Pi,l

Full Day

Ai,

Plrl

Full Day

Alt

Pi,

Full. Oayn

BY IS APPLICATI
) For all programs (SNAP, Cash, Child Care, and/or Medical Assistance), I acknowledge and agree:
. To the questions on this form and certify, under penalty of perjury, that all my answers are correct and complete

to the best of my knowledge, including information about the citizenship or immigration slatus of each household
member applying for assistance.. The county Job and Family Services (JFS) office may contact other persons or organizations to obtain the
necessary proof of my eligibility and level of assistance and/or in some instances, I may be asked to give consent to
the county JFS offlce lo make those contacts.

. I may be required to cooperate with the child support enforcement agency (CSEA) in establishing paternity or
esta6lishing or enforcing a support order. lf I am required to cooperate with the CSEA, a referral will be submitted to
the agency on my behalf. I also understand that if I am not required to cooperate with th-e_CS-EA, I may request child

support sdrvices by completing the Application for Child Sup-port Services (JFS.Form 07076).
. The county JFS offi-ce can assiit me with getting required verifications as long as lcooperate.
. The law piovides a penalty of fine or imprisonment, or both, for anyone convicted of fraudulently receiving

assistance for which he or she is not eligible.
. My signature below gives lhe county JFS ofiice permission to access available information in the Support

Enforlement Tracking System (SETS) to verify my child/spousal/medical support income.-
. The status of non-citiien household members may be subject to verification by the United States Citizenship and

lmmigralion Services (USCIS) through the submission of information from the application to USCIS through the
Systehatic Alien Verification and Eligibility (SAVE) System. The submitted information received from USCIS may
affect the household's eligibility and level of benetits.

. My signature below gives my consent and authorizes the county JFS oflice to accesslhe Ohio Bene{lts Worker
p6rtai-for the purpose ofverifying the citizenship status ofthe children in this case and for verification of the receipt

of additional pubiic assistance. I may revoke this authorization at any time by notifying the county JFS offlce in

writing.. you h-ave the right to request a county conference and a state hearing if you disagree with the action taken on your

case. To requeit a county conference you should contact your county JFS office or review your notices received in

the mail.

Step 13: lell us about the school attendance of the child(ren) who need(s) care

Step 14: Please review the following information carefully and sign on the last page

[*r
DPil
I rurt oay

tr
D
D
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) lf I applied for SNAP beneffts, I acknowledge and agree:-. 
aj sijning this application, that informition will be requested from the lncome and Eligibility Verification System

livil 
",i,i 

inforination may be verified through whaiever contacts are necessary to.determine my eligibility'

. So"iaiS""uiity Numbers (SSNs) witt be used-to check the identity of household members, prevent duplicate

pirti"'piii"", ind make 
"t "ng"i 

to my case. lf any- hoJsehold member does not provide their SSN, they will be

luiig;i"t;o 
"r 

u non-applicani. inis mlans they will Nor be-considered as an applicant and will not be eligible for

SNAp. providing any |.uqu"rt"d information, in6luding the SSN of each household member, is voluntary. However,

taiiuie to prorio j requesied inior."iion to 
""tablish 

;y eligibility for assistance will result,in the denial or reduction

oiSflAp Uenefits to my household. lnformation collec'ted on the application may be disclosed to law enforcement

omciatJ tor ttre purposl of apprehending individuals fleeing to avoid the law'
. tt a courr ot taw'finds me grii& of uiing-o, receiving benefils in a transaction involving the sale of a controlled

irUit n.", t will not be efigi;il iot benifits for two'years for the first offense, and permanently for the second

offense.. lf a court of law finds me guilty of having used or received benefils in a transaction involving the sale of firearms'

,n1.r"iii"n 
"i "ipto"iuei, 

I'riiti Ue periranently ineligible to participate in SNAP upon the lirst ofiense of such

violation.. SNAP benefits are issued on the ohio Direction card and I am prohibited from using my SNAP benefits to purchase

or sell firearms or controlled irU"i"nt".. I understand that I can use SNAP benefits to only buy eligible items l

""nnotua"SNAPbenefitstobuynon-fooditemssuchasalcoholicdrinks'tobacco'etc'. Ail;;G;"i my nousenou ivtio inieniionaity urears the futes may not get SNAP for one year for the first

of6n"", t*o V""tJ for the second ofiense, and permanently for the third ofiense'
. lf a court of law finOs me guitty-;i hiulng tt;ffi"feo uenefils ior a total amount of $500 or more, I will be permanently

inetiEute to participate in SHAe upon the first offense-of such violation'
. I am prohibited from setting, tr;dini-oi pui"6a.ing SNAP benefits and cannot use someone else's SNAP benefits

ior mv household. I can b6 disqua]ifiei from tne SUnp program for any of these violations.
. i canriot use oenefits to buy food for someone who is not a member ol my nousenolo'

. lf I am found to have made a ftaudulent statement or representation wiih respect to the identity or place oJ... 
- -

residence in order to ,"""iu" .r]iiit-" 6r.tnF-oenents simuttaneously, I will be iheligible to participate in the SNAP for

a period of 10 Years.. The information provided with my application for SNAP beneflts will be subiect to verification by Federal' state and

local offcials to determine ir iire intr'nration is factual and if any information is inconecl, my_SNAP benefits may be

denied.lmaVbeSubiecttocriminalprosecutionforknowinglyprovidingincorrecllnlormallon.. lf I receive SNAP benbfits that I should not have gonen:
. I may be ordered to repay the benefits
. I may be charged with fraud
. i ,ii ue nn"<i'(up to $250,000) or sent to prison (up to 20 years) or both

. I may be prohibited ftom receiving benefits in the.future'
. I will be held liable for any sN-Ai u"n"r,t"1nat r receive thal I should not have gotten if my authorized representative

gives incorrect information.
. lf I do not agree with an action taken on my case, I can.fle for a countv conference or a stale hearing lcan ask

for a county confer"n"" o,' ,t-"i"-t,"iiing oniin", be email or mail, or by iontacting my county JFS office' I can ask

.oa"on" ti, attend the hearing in my place with my signed.authorization'
. lf my case is chosen ur 1"ndoi' io ni"ie sure that i ari eligible for the assistance I receive and that I am receiving

the correct amount, r mu"t co-op"i-"te ii'ry 
"".1 

i" r'"ui"*ei. lf I refuse to cooperate with a review' my benefits may

be terminated.
.Within60daysofapplyingandatanytimewhilereceivingbenefits,anemployedorself-employedpersonisnotto

voluntarily and witnout gooj 
""rii 

,iuit tf'" foO or reducdw.ork hours to less ihan 30 hours per week or to earning

less than the federat mlnimum wage i. aO n*r. to remain eligible to participate in SNAP'

;, lf I ipplied for Gash Assistance benefits, I acknowledge ano agree:

. By signing thrs appttcaton ."i L,j"iri"g owF Cash lssistanie, I may be required to-cooperate with the local Child

Support Enforcement egency iisgn) in e-stablishing !aternitv or establishing or enforcing a support order' lf I am

reouired to coooerate witn mL joJ inild support Eitbrceme'nt Agency (csEA), a referral will be submitted to the

agency on my 6ehalf and any rights to all support

P"gc 14 ol n

Step 14: Please review the following information and sign (Continued)



owed to d the mtnor ch td ren ln the assistance sroup will be ass rgned to the State of ohio
me an

the State of oh to s hts to
B th cation and rece ns oWF aS h ASSistan m aSSrg n ng to any n

v stgn nI S app
stance d rl the oh o orks

ch td pport hat S owed to me andtor the m no ch d ren tn the aS s srou p u ng
o spouSA S U

First eligibility Period.
.cashbenefitsareissuedontheEPPlCardrM,TheEPPlcardcanbeusedatMastercardmemberbanks,

ATMs and most retailers tnaiaccept Mastercard. I cannot use my EPPlCard at liquor stores, casinos' gaming.

establishments, or any retait eIL-u]isnmenis tnat provioe adult entertainment in which performers disrobe or perform

in an unclothed state for entertainment purposes'
. I must activate my Epplcaroiliiin, ri6 oJv" rro, when beiefits and my first card is issued and that if mv

eiFiciro* is not activated within 90 days, my benefits will be removed from my account.

) ]f I applied for Child Care benefits, I acknowledge and agree:
. My county JFS office or Op;ii'il"y in"i" 

"ppior"f 
. dinial, and submission status of my child care application

to the provide(s ) listed on thiJ;;L;tio" oti6 
""V 

providei named as a result of a change to mv application l

understand that the snaring oi t-h'iJinformation to ahy provider not listed on this application shall require the signing

of a separate release per Ohio Revised Code
. I witl be able to use Pubticty iJ"i"o 

-ct 
,rJc"ie (PFCC) benefits only forchildre-n who are eligible and onlv up to the

maximum hours authorized Uy tne county lfS offce. To remain eligible for PFCC benefits' the required copayment

(if appticabte) must be paid ;i ;; i"-i;;'p;""ioei.-Failure to pay thie required copayment may result in termination

of PFCC benefits.
lflamapprovedforchildcareassistance,Iwillberesponsibleforaccuratelyrecordingmychild'S.attendanceatthe
child care program by utifizing an iutomited attendance tracking svstem ihis includes registering in the system

and creating personal identificatioilniormation tnat lwill use to iccess the system and to.serve as my electronic

signature. I understand tn"t 1nv.iliri """r";;;;il;;i" 
noi pli.itt"a to t"cordhv child's attendance on mv behalf

and mav not have access to mV p""on"i i'O"ntincation iniormation. I understand that the attendance tracking

#,.jfi'.;aj*;;;;n"i" li Jp'r,"ii 
"t 

my designee/sponsor.as part of the login and logout process. I understand

that I am responsiUte tor approrrni'a'riy 
"f 

i"ngdtt 
"t 

my provide; makes in the attendance tracking system

reoardino mv child's attendance at the program'

[H"r;iiid';'{;#"";;;'6;;il;iitv'i"'tEJpiog"r, and if an assessment is completed on mv child, the data will

be ;ollected and reported to ODJFS'
I have received an explanation ,"glioing the requirements for determining child care eligibility, the reasons why I

mav not be eligible, my rignt to a iiite ne"aring, ano my responsibilitv tor reiorting changes to the county JFS office

and ttre penalty, including po""iO[-""ii 
""tioi 

or criminal prosecuti6n for the int;ntion'l withholding or falsification

of information or misuse ot cnito c-aie uenefits, including misuse of the automated child care attendance kacking

ir,flxt"o"n un, 
"hanges 

which affect my erigibirity to the county JFS office, incruding changes in famiry income,

hours of emptoymenvrraining/eduiai;;, i;;ii;;";, rnd address. iu;derstand that I must report changes within 10

ir?il[h::$i:l"o"To'l."ntto i..ue a system senerated statewide student identifier (ssrD)for each child

listed on this aPPlication.
lnformation Ab6ut Child Care Providers:

. parents may setect any pffiam approved to offer publiclv funded child care. These programs include

centers. famity chitd *r#;,;;, ;ff;;;;i;"; 
""d 

child iav camos located throughout the state of ohio'

. lf you would like assistancJwiitr seieciinj a prorioer, you mai contact your local child care Resource and

Referral Agency.
.YoumayuseourChildcareDirectoryto]ookforprogramsthatfityourchildcareneedsalhttDs://

chiftcaresearch.oha.goiline Jii""tory 
"rro*s 

yo, toi".rCn oy locition, type of program, services ofiered

and days and hourc o, op"i"iion. rnioiriation islrovided aboufeach program including step Up To Quality

ratins, any additionat 
"":.;;i&;;';;;triiriionii".n"ing 

inspections ant substantiated complaints'

. Step Up To Ouafity nefps iamlfLi cnoose childcare p'ogtj" that go beyond the minimum standards of

ticensing. Rateo progr#s-i;ir-"-"Jii"t" t rsh;; levels of luality in a variety of ways. lf vou would like more

information about th" si;; u; i; o;;ity p?a;;, visit the DCY child care website at hftDslfifs.ohio.oov/

chiw-carc/ deD-uo-to4 u al ftv rt9 r -{ a m ities'
%u-mav also visit our website to leam mo

services for your child. For this information,
re about L4edica id health screenings and eady intervention

go to

chiH-eare.
If ,o, *,ffitir" o make a complaint about a Provider regarding.susp€cted violations of licenslng rules' you may

;,ffi;iil;dild Care'ioticv rietp oesk at 1-877-302-2347' option 4'

14: Ptease review the following information and sign (Continued)Step

P8€e 15 ol2



)tt I applied for Medical Assistance benefits, I acknowledge and agree:
Under penalty of perjury, I have disclosed all annuities and other similar financial devices in which I and/or my
spouse have any interest.
By signing this application and receiving Medicaid, I am assigning to the State of Ohio any rights to medical
support and any rights to paymenls by a liable third party for medical assistance owed to me and/or to the minor
child(ren) in my assistance group. I understand that I must tell the Ohio Department of Medicaid about any health
insurance I have or about any third party responsible for my medical expenses. I give the Department the right to
pursue medical support from an ex-spouse or parent. lf I think that cooperating to collect medical support will harm
my child(ren) or myself, I understand that I can tell the Department and I may not have to cooperate.
That the Ohio Department of Medicaid willcheck my answers using Social Security numbers and information from
computer data sources, including the lnternal Revenue Service (lRS), the Social Security Adminiskation (SSA), the
Department of Homeland Security (DHS), and others. lf the information does not malch, the Ohio Department of
Medicaid may ask me to send more information.
The Ohio Department of Medicaid will get information about my financial resources from banks, credit unions, or
other financial institutions to determine my eligibility for medical assistance. Authonzation to get this information
remains in effect until:. My application for medical assistance is denied; or. My eligibility for medical assistance ends; or. I inform the Ohio Department of Medicaid in writing that I wish to end my authorization,
lf I refuse to authorize the Ohio Department of Medicaid to get information about me from financial institutions, or I

decide to end my authorization, I understand that my medical assistance may be denied or discontinued.
lf I am permanently institutionalized or age 55 or older when I receive Medicaid benefits, after my death the Estate
Recovery Program may recover payments for the cost of my care paid by Medicaid from my estate. The cost of
my care may include the capitation payment that Medicaid pays to my managed care plan, even if the capitation
payment is greater than the cost of the services I actually received.
I authorize any person who furnishes health care, medical supplies, or services to give the Ohio Department of
Medicaid, the Ohio Department of Job and Family Services, or the Ohio Department of Health any information
related to the extent, duration, and scope of services provided under the Medicaid program, WlC, and other
medical assistance programs. I understand that I authorize the previously mentioned departments to exchange
any information I have provided to enable the departments to determine my eligibility for medical assistance
benefits.
The Medicaid Program requires enrollment for most recipients into a Managed Care Plan. You will receive
information in the mail about this if you are determined eligible for Medicaid.
The Healthchek program offers preventative healthcare services to all Medicaid eligible children under age 21 and
pregnant women. A Medicaid eligible child may receive free Healthchek screenings for vision and hearing.

I authorize to be my representative for rogram
(tta.neotAukRq) Gx SMP, otltF)

i. For Medicaid: You may be asked to provide further documentation of the authorization in order
to comply with OAC 5160-1-33.

lf you need more than one authorized representative, please contact your county JFS office

Representativegnature ofApplicant

Print Name of Applicant ORAuthorized Raprosentative

- END OF APPLICATION .

Page 16 ol2
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IS YOUR APPLICATION COMPLETE?

ls anything missing:

Q eirtfr Certificate

Proof of Residency (utility bill)

All written parts of the application are filled in
d signed

Child Care assistance information filled in and

an

signed

I have initialed the bottom of each page

Please submit all preschool application documents to

Stephanie Middleton

ste pha n ie. m id d I eton @ ovesc. org

10

lm mu nizations

Custodial paperwork (if applicable)
Appropriate proof of income provided



PLEASE KEEP THESE FORMS TO COMPLETE:

The medical and dental forms that need completed by
your CHILD'S PHYSICIAN are attached.

These forms need to be completed and returned
within 30 davs of your child beginning preschool.

Please detach these two forms and return to the address below WHEN COMPLETE:

Ohio Valley Educational Service Center
OVESC BRIGHT BEGINNINGS PRESCHOOL

Broughtons Complex 3 - Building 168

2333-8 St. Rt.821
Marietta, Ohio 45750

Faxz L-74O-439-0012

Thank you!

11



Ghild Medical Statement
Required for ALL children enrolled in Preschool, Special Education, and Ea y Chitdhood Education Grant programs

Child's Full Name: Date of Birth

School:

Physician's Name:

I authorize my physician to release the completed medical statement to Bright Beginnings Preschool (Fax:
740-376-5809)

ParenVGuardian Signature: Date:

Allergies:
Normal Abnormal GeneralAppearance
Normal Abnormal Posture, Gait
Normal Abnormal Nose, Mouth, Pharynx
Normal Abnormal Bones, Joints, Muscles
Normal Abnormal Skin
Normal Abnormal MuscularCoordination
Normal Abnormal Eyes
Normal Abnormal Symmetrical Light Reflex
Normal Abnormal Extemal Aspects
Normal Abnormal Ears

Abnormal Glands(Lymphatic/Thyroid) Normal
Assessments/Screenings:

To be completed by Child's Physician
Historv

Lead
Hemoglobin

Yes: Date-
Yes: Date-

Vision Screen

Hearing Screen

Speech

Teeth, Gums
Head
Heart
Lungs
Extremities
Abdomen
Genitalia
Development
SociaL/Emotional

Normal Abnormal
Normal Abnormal
Normal Abnormal
Normal Abnormal
Normal Abnormal
Normal Abnormal
Normal Abnormal
Normal Abnormal
Normal Abnormal
Normal Abnormal

Abnormal Neurological
Normal

No
No

No
No

Medications

Pleas€ attach a copy of the most recent Immunization record
(required by Section 3313.671 ofOhio Revised Code and for att€ndance in preschool)

Exempt from immunizationsi Religious Convictions Health Concem Other

I have examined this child and found he/she is in suitable condition for participarton in group care.

Sigaature ofPhysiciar/Physician's Assistanf/Clinical Nurse Specialist/Certified Nurse Date ofExam

Printed Name:

Address:

FAX:L) -Phone:

12

6kffi
Age: _ Height _ Weight: _

Yes: Date- _
Yes: Date-

Limitations for school or health conditions (including food supplements. modified diets, activity restrictions, and health services):

)I



6ffiffi^
Child Dental Exam

Parent/Guardian: To ensure good dental health, every child needs to have a dental exam. This checkup may be done by
your own dentist. Ifyor:/your child does not have a primary dentist, please call 740-373-6669 for the names/phone
numbers of local dentists taking new patients.

Child's Full Name: Date of Binh: I _
School: Age:

Dental Clinic/Dentist's Name:

I authorize my dental clinic/denfist to release this document to Bright Beginnings Preschool
(Fax: 740-376-5809)

Parent/Guardian Signature: Date:

To be completed by Child's Dentist

This child received the following treatment in my office:
Dental Exam Emergency Treatment

X-Rays Taken Fillings
X-Rays Read Extractions
Cleaning Steel Crowns

Topical Fluoride Application
Sealants

Space Maintainers
Other:

ALL TREATMENTS ARE COMPLETE.
TREATMENTS ARE NOT COMPLETE. THE FOLLOWING IS STILL NEEDED:

Take X-Rays Fillings
Read X-Rays Extractions

Sealants Steel Crowns

Topical Fluoride Application Space Maintainers

I have examined this child and found he/she k in suitable condition for participarton in preschool.

Signature of Dentist Date ofexam

Printed Name:_

Phone: ( ) - FAX: L=J--

13

Other:

Address:


