
 

 
 

 

 

 West River Head Start is an educational and nurturing program that helps parents determine their 
family needs and use the resources available to them while giving children what they need to grow as 
healthy socially skilled learners. 

 It is designed to meet the needs of preschool children ages 3 and 4. 

 There is no charge to the families who participate in this program. 

 We provide services to children who live in Grant, Morton, Oliver and Mercer countries.  Classrooms are 
located in Mandan, New Salem, Carson, Hebron, Beulah and Hazen. 

 West River Head Start is accepting applications for the 2010-2011 school year. 

 West River Head Start uses The Creative Curriculum to teach children while using studies that most 
interest them.  Some studies completed at West River Head Start include ants, clothing, boxes and 
exercise.  The Creative Curriculum balances both teacher-directed and child-initiated learning with an 
emphasis on responding to children's learning styles and building on their strengths and interests.  The 
classroom is divided into eleven interest areas:  blocks, toys & games, library, computers, art, music & 
movement, discovery, dramatic play, cooking, sand & water and outdoors.  Teachers teach math, 
science, reading, social skills and language in each of these areas as well as in everyday routines and 
within studies.  In a Creative Curriculum classroom, children are active participants in their own 
learning.  To learn more about The Creative Curriculum, visit www.creativecurriculum.com or contact a 
Family Support Coordinator to set up a classroom visit.   

Enclosed is an application for West River Head Start.  If you are interested in what Head Start has to offer 
you and your child, take a few moments to fill out the application and return it to West River Head Start.  
Please call our main office at 663-9507 or the center nearest you if you have any questions. 

Eligibility is determined by using guidelines that are established by the federal government.  TANF, SSI, Foster 
Care and Homelessness may also qualify a family for Head Start.  Families who are within the 130% guidelines 
may be served after all the families who meet the 100% poverty guidelines have been served. 

2010 INCOME GUIDELINES 

Persons in Family 100% Poverty 130% Poverty 

1 $10,830 $14,079 

2 $14,570 $18,941 

3 $18,310 $23,803 

4 $22,050 $28,665 

5 $25,790 $33,527 

6 $29,530 $38,389 

7 $33,270 $43,251 

8 $37,010 $48,113 

 For each additional person, add $3,740  

West River Head Start 

Application 

http://www.creativecurriculum.com/


Application for West River Head Start  
 

Attached is the Head Start Application that needs to be completed before your child can be determined 
eligible for Head Start enrollment. 
 

Before your child can be determined eligible, you must submit the following documents 
with your application: 

► Verification of income from one of these sources: 

2009 
Tax 

Return 
OR 

Current 
Pay 

Stubs 
OR 

Proof of one of the following: 

• TANF 

• Supplemental Security Income (SSI) 

• Foster Care 

• Homelessness (if applicable, see attached page) 

• Zero Income (if applicable, see attached page) 

► Child’s birth certificate (or official documentation with child’s date of birth) 

If you need to obtain a ND birth certificate, contact Vital Records at (701)328-2360. 

► Immunization record 

 
Please complete all questions on the application and return it with the child’s birth certificate, 
immunization record and proof of income to the West River Head Start center at the address 
below.  If you need any assistance, please contact a Family Support Coordinator at the location 
nearest you or call the administrative office at (701) 663-9507 or 1-888-327-4670. 
 

NAME ADDRESS CITY, STATE, ZIP PHONE 

West River Head Start 1004 7
th
 Street SW .............................. Mandan, ND 58554 ....................... 663-9507 

West River Head Start 200 7
th
 Street NW ................................ Beulah, ND 58523 ........................ 873-4170 

West River Head Start 210 2
nd

 Ave West (PO Box 197) .......... Carson, ND 58529 ........................ 622-3505 
West River Head Start 519 1

st
 Ave NE (PO Box 487) .............. Hazen, ND 58545 ......................... 748-3736 

West River Head Start 400 Church Avenue ............................. Hebron, ND 58638 ........................ 878-4461 
West River Head Start 400 North 4

th
 Street (PO Box 116) ...... New Salem, ND 58563 ................. 843-8061 

 

Once your child has been selected for Head Start, the following forms need to be completed: 

► Current physical exam (including a hearing and vision screening) through your family 
physician or Custer Health (within the past 12 months) 
• Custer Health – Grant County ....................... 622-3591 
• Custer Health – Mercer County ..................... 745-3599 
• Custer Health – Morton County ..................... 667-3370 
• Custer Health – Oliver County ...................... 745-3599 

► Current dental exam (within the past 12 months) 
 

Our Philosophy: West River Head Start is dedicated to 
the empowerment of children, families, and staff through 

community partnerships in order to provide exceptional services 
in a holistic environment.  One child and family at a time.



West River Head Start Application 
 

Section 1 Application Information: Child Demographics 

                                                                                 

 

 

 

 

 

 
Fill out Section 1 for each child applying for the program.  This section provides basic information about the child, 
including: race, language skills, and education. 
 
1.1 Child Name:              
                                     First Name                                             Middle Initial                                                Last Name 

1.2 Nickname:             
 
1.3 Date of Birth:   / /                    1.4 Gender:        Male      Female 
 
1.5 Address:             
 Street 

             
 City     State     Zip 

 
 Telephone: (Home)                             (Cell)                                (Work)     
 
 Email Address:            
 
 Mark all that apply:   Residence  Mailing  Other:    
 
1.6 Address:             
 Street 

             
 City     State     Zip 

 
 Telephone: (Home)                             (Cell)                                (Work)     
 
 Email Address:            
 
 Mark all that apply:   Residence  Mailing  Other:    
 
 
1.7 What race/ethnicity(s) do you consider this child to be? 

  White (non-Hispanic)     Asian or Pacific Islander (specify): 

  Black (non-Hispanic)      Asian Indian  

  American Indian or Alaskan Native    Chinese 

  Enrolled in tribe:_________________   Filipino 

  Hispanic (specify):      Guamanian  

   Central American     Hawaiian  

   Cuban      Japanese 

   Mexican/Chicano     Korean 

   Puerto Rican     Samoan 

   Other:      Vietnamés  

  Other (specify):      Other:    

Assurance of confidentiality:  The information on this form is being requested on a voluntary basis.  The 
information you provide will help us to deliver or direct services most appropriate for your family’s needs.  Some of 
the information may be used to help plan national program initiatives.  If you choose not to provide some of the 
information, it will not affect the services we try to deliver.  However, some information is required to determine if 
your child is eligible for the program.  All information will be held in strict confidence. 



 

Section 1 Application Information: Child Demographics 

 
 

1.8 What language(s) does this child speak at home? 
  Primary: Specify __________________  Secondary: Specify _________________ 
 
1.9 How well does this child speak English? 
            Very well  Well   Not well  Not at all  Not applicable 
 
1.10 Has this child previously been enrolled in Head Start or other child development program? 
  Yes   No (Skip to 1.12) 
 
1.11 If yes, specify which program(s) this child has attended and the dates of attendance. 
         MM/YY  to MM/YY 
  Infant Development / Early Intervention .................................... ___/___ to ___/___ 

  Early Head Start ........................................................................ ___/___ to ___/___ 

  Right Tracks .............................................................................. ___/___ to ___/___ 

  Head Start Migrant Program ..................................................... ___/___ to ___/___ 

  Head Start Home-based / Home Visit for 3-5 year olds ............ ___/___ to ___/___ 

  Head Start Center-based for 3-5 year olds ............................... ___/___ to ___/___ 

  Other: Specify _______________________ ............................ ___/___ to ___/___ 
 

Question 1.12 is asked so that we may assure that the program meets the requirements of the Head Start 
regulation that states at least 10% of enrollment opportunities are made available to children with 
disabilities.  45 CFR 1305.6(c) 
 
1.12 Has the child been identified as having, or is suspected of having, any of the following that might require early 
intervention, special education, and/or related services?  Read list and mark all that apply.  For each disability marked, 
indicate when this disability was identified and by whom. 
 

 Parent report and records indicate no disabilities 
 
      Suspected Identified Date  Evaluated by: 

Autism .........................................................................  .....................  ............... ___/___/___ ________________ 

Emotional/behavioral disorder ....................................  .....................  ............... ___/___/___ ________________ 

Health impairment ......................................................  .....................  ............... ___/___/___ ________________ 

Hearing impairment ....................................................  .....................  ............... ___/___/___ ________________ 

Learning disability .......................................................  .....................  ............... ___/___/___ ________________ 

Mental retardation .......................................................  .....................  ............... ___/___/___ ________________ 

Orthopedic impairment ...............................................  .....................  ............... ___/___/___ ________________ 

Speech or language impairment.................................  .....................  ............... ___/___/___ ________________ 

Traumatic brain injury .................................................  .....................  ............... ___/___/___ ________________ 

Visual impairment including blindness .......................  .....................  ............... ___/___/___ ________________ 

Other impairments: _______________________ ......  .....................  ............... ___/___/___ ________________



 

Section 2 Application Information: Other Family Members 
DO NOT LIST THE CHILD WHO IS BEING ENROLLED IN HEAD START.  For each family member, provide the information below.  List adults (18 yrs. or older) first, 

beginning with the adult submitting the Head Start application.  If applying for more than one child, complete a new form for each child. 

                                       

Other Family Members Parent/Guardian Parent/Guardian Child Child Child 

2.1  First Name      

2.2  Middle Initial      

2.3  Last Name      

2.4  Date of Birth      

2.5  Gender (check one)  Male         Female  Male         Female  Male         Female  Male         Female  Male         Female 

2.6  Address (only if 

different than page 1) 

 

 

 

 

 

 

 

 

 

 

2.7  What is this person’s          
relationship to the               
child? (check one) 

 Biological Parent 
 Adoptive Parent 
 Step-parent 
 Foster Parent 
 Grandparent 
 Aunt or Uncle 
 Sibling / Step-Sibling 
 No biological/legal 

        relationship 

 Biological Parent 
 Adoptive Parent 
 Step-parent 
 Foster Parent 
 Grandparent 
 Aunt or Uncle 
 Sibling / Step-Sibling 
 No biological/legal 
      relationship 

 Sibling 
 Step-Sibling 
 No biological/legal 

        relationship 

 Sibling 
 Step-Sibling 
 No biological/legal 
       relationship 

 Sibling 
 Step-Sibling 
 No biological/legal 

        relationship 

2.8  Is this person a                   
supporting adult in 
the child’s life? 

 Yes 
 No (skip to question 2.10) 

 Yes 
 No (skip to question 2.10) 

 
 

 
 

 
 

2.9  Is this person the                
primary supporting             
adult for this family? 

 Yes                                     Yes 
 No                                       No 

  Only one parent/guardian can be chosen. 

 
 

 
 

 
 

2.10  This person lives with          
the child: (check one) 

 All the time 
 Some of the time 
 Never 

 All the time 
 Some of the time 
 Never 

 All the time 
 Some of the time 
 Never 

 All the time 
 Some of the time 
 Never 

 All the time 
 Some of the time 
 Never 

2.11 This person is: 

        (mark all that apply) 

 

 Employed full-time (more 
than 30 hrs. a week) 

 Employed part-time 
 Seasonally employed 
 Enrolled in school 
 Disabled/Unable to 

Work 
 Unemployed 
 Has been enrolled in 

Head Start 
 Incarcerated 

 Employed full-time (more 
than 30 hrs. a week) 

 Employed part-time 
 Seasonally employed 
 Enrolled in school 
 Disabled/Unable to 

Work 
 Unemployed 
 Has been enrolled in 

Head Start 
 Incarcerated 

 Enrolled in school 
 Has been enrolled in 

Head Start 
 Employed 
 Unemployed 
 Disabled/Unable to 

Work 

 Enrolled in school 
 Has been enrolled in 

Head Start 
 Employed 
 Unemployed 
 Disabled/Unable to 

Work 

 Enrolled in school 
 Has been enrolled in 

Head Start 
 Employed 
 Unemployed 
 Disabled/Unable to 

Work 

 



Section 3 Application Information: Family Composition and Resources 

 
3.1 Which of the following descriptions best fits the child’s family?  Check only ONE. 
  Two parent family 
  Single parent family (mother figure only) 
  Single parent family (mother figure only living with partner) 
  Single parent family (father figure only) 
  Single parent family (father figure only living with partner) 
  Other relative(s) / adults living with family ________________________ 
  Foster family 
  Other family type: Specify ___________________ 
 
3.2 How many adults are in your family?    Adults 
 
3.3 How many adults contribute to income?   Adults 
 
3.4 How many children are in your family?    Children 
 
3.5 Does your family receive any of the following services or financial assistance?  Mark all that apply. 
  TANF  
  Homelessness 
  Supplemental Security Income (SSI)  
  Foster care / adoption subsidy 
  None of the above 
  
3.6 If family is receiving assistance, indicate date family began receiving services:  ____/____/____ 
                    MM / DD / YY 
 
3.7 Has the family applied to receive Social Security Income (SSI)?  YES   NO 
 
3.8 Indicate which of the following affect the family or individual family members.  Mark all the apply. 
  Partial disability  Full disability 
  Chronic health problems  Homelessness 
  Lack of relatives or friends  Physical isolation 
  None of the above 
 
3.9 What is the highest level of education obtained by this child’s supporting adults? 
    
 MOTHER: FATHER: 
  Highest grade level completed (if not a graduate) ________  Highest grade level completed (if not a graduate) ________ 
  High school graduate (diploma or GED)  High school graduate (diploma or GED) 
  Some college (but no degree)  Some college (but no degree)  
  Associate degree in college  Associate degree in college 
  Bachelorôs degree  Bachelorôs degree  
  Masterôs degree  Masterôs degree 
  Doctorate degree  Doctorate degree  



 

Section 4 Application Information: Certifications and Signatures 

 

 
I certify the information provided in support of this application is accurate and truthful to the best of 
my knowledge. 
 
Signature: ___________________________________________      Date: ____/____/_____ 
 Parent / Guardian                    MM / DD / YY 
 

Mother's Information  Father's Information 

Home Phone:  Home Phone: 

Cell Phone:  Cell Phone: 

Message Phone:  Message Phone: 

Work Phone:  Work Phone: 

Place of Employment:  Place of Employment: 

How often do you get paid? 

 Every 2 weeks 

 Twice a month 

 Weekly 

 Monthly 

 Other: __________________________ 

 How often do you get paid? 

 Every 2 weeks 

 Twice a month 

 Weekly 

 Monthly 

 Other: _________________________ 

 
 
How did you hear about West River Head Start? 
  Social services 
  Custer Health 
  Friend/family member 
  Public schools 
  Newspaper/radio/advertisement 
  Other:___________________________________________ 
  
 



 

Center:   Beulah   Carson   Hazen  Hebron   Mandan   New Salem 
 

Income Verification: 
  1040 Tax Statement 

 W-2 Statement 
 Pay stubs 
 Income Declaration 
 Public Assistance Form 
 SSI 
 Homeless Verification 

 
Income Status: 
 Yearly Gross Income: $______________________ 
 

 What time period is this income based on?  Mark only one. 
   Previous 12 months 

 Last calendar year 
  Current Situation 

 

  Eligible Due To: 
 Income 
 TANF 
 Foster Care 
 SSI 
 Homeless 

 

  130% Income Eligibility 
 

 Over 
 
Staff Signature:         Date:___/___/____ 

                                        MM / DD / YY 

Verified by:          Date:___/___/____ 
                                        MM / DD / YY 

 

Verification for Third Year Student: 

Income Verification:  _______________________________ 

Yearly Gross Income: $_____________________________ 

Based on:  Previous 12 months  Last calendar year  Current Situation 

Status:  Eligible due to:________________________ 

   Over 

Staff Signature:         Date:___/___/____ 
                                        MM / DD / YY 

 
Verified by:          Date:___/___/____ 

                                        MM / DD / YY 
Revised 08/30/2010 

AGENCY USE ONLY 



West River Head Start 
Eligibility Document for Family or Individual  

That Claims Zero Income 

Please explain how basic needs are being met: 
 
Clothing 
 
 
 
 
 
 
Shelter 
 
 
 
 
 
 
Food 
 
 
 
 
 
 
Describe living situation 
 
 
 
 
 
 
___________________________________________ _____________ 
Parent Signature         Date 

 
___________________________________________ _____________ 
Staff Signature         Date 

 
___________________________________________ _____________ 
Staff Signature         Date 
 
Revised 01/25/08 
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West River Head Start 
HOMELESS VERIFICATION 

 
Subtitle B of the Title VII of the McKinney-Vento Homeless Assistance Act (and 
the Improving Head Start for School Readiness Act of 2007) defines “homeless” 
as follows: 
 
_____ Individuals who lack a fixed, regular, and adequate nighttime residence;  
 
_____ Children and youths who are sharing the housing of other persons due to 

loss of housing, economic hardship, or a similar reason; 
 
_____ Children and youths who are living in motels, hotels, trailer parks or 

camping grounds due to the lack of alternative adequate 
accommodations; 

 
_____ Children and youths who are living in emergency or transitional shelters 
 
_____ Children and youths who are abandoned in hospitals; 
 
_____ Children and youths who are awaiting foster care placement; 
 
_____ Children and youths who have a primary nighttime residence that is a 

public or private place not designed for or ordinarily used as a regular 
sleeping accommodation for human beings 

 
_____ Children and youths who are living in cars, parks, public spaces, 

abandoned buildings, substandard housing, bus or train stations, or similar 
settings; 

 
_____ Migratory children who qualify as homeless for the purposes of this 

subtitle because the children are living in circumstances described above. 
 
 
______________________________________________ ________________ 
Signature of parent/guardian/adult verifying initialed statement              Date 

 
______________________________________________ ________________ 
Signature of staff       Date 

 
______________________________________________ ________________ 
Signature of staff       Date 
 
 
 
 
 
 
 
 
 
Improving Head Start for School Readiness Act 2007    Developed on 1/17/2008 
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