Allegheny Intermediate Unit 
Early Head Start Pregnant Mother Application
	Pregnant mother Information

	Name (first/mi/last):______________________   _                 Birth date:________________________          ____     
Gender: Female__________________________________  _ 
Pregnancy Status:           ( 1st Trimester               (2nd trimester                   (3rd trimester

Marital Status:          ( Single                (Married           (Separated        (Divorced            (Widowed
Ethnicity:____________________________________            Latino:____________________________________

Education Level:______________________________            Employment Status: __________________________

Primary Language:____________________________             Disabled:___________________________________
Phone (home): __________________  Phone (cell): ___________________    Phone(work): _________________

Address:   ____________________________________          Email address:______________________________
City: ________________________________________           School District of Residence:_____________        ___ 
State: PA____________________________________            Zipcode:___________________________________

Pregnant mother was referred to program: (yes  (no      

If yes, list referring agency:_________________________________________
Comments:
# in Family:__________________________________            # in Household:_____________________________

Staff Completing Paperwork:_____________________          Family in transition in last 12 months:   (yes  (no   
Are you staying in permanent or temporary living arrangement? _______________________________________________
Are you staying with friends or relatives for just a little while?  (yes  (no   Do you stay in same place every night? (yes  (no   

Does the place where you stay have heat/electricity/running water?  (yes  (no   
Comments:

	Father  Information       (Refused          ( Deceased         (No Secondary caregiver

	Name (first/mi/last):______________________   _                 Birth date:________________________          ____     
Gender:_Male__________________________________  
Ethnicity:____________________________________            Latino:____________________________________

Education Level:______________________________            Employment Status: __________________________

Primary Language:____________________________             Disabled:___________________________________

Phone (home): __________________  Phone (cell): ___________________    Phone(work): _________________

Address:   __( Same as Primary caregiver          (Unknown                    __________________________________          
City: ________________________________                                                                                                        ________           

State: ______            Zipcode:___________    


	Does Family Receive any of the following? (mark all that apply)          (No Services Received

	( TANF – Cash                                   (TANF – Food Stamps                             (WIC
(TANF – Child Care Subsidy           (TANF – Medical Assistance                   (Energy Program Assistance

( TANF- Job Training                       (Unemployment                                       (Subsidized Housing
(Foster Child

(SSI (Immediate Family member(s) Only) 




( NO OTHER HOUSEHOLD MEMBERS (CONTINUE TO NEXT PAGE)
	Household Information (include ALL children and adults in the household EXCEPT Primary and Secondary Caregiver)

	Full name:   _________________________________________        Gender: __________________________________

Date of Birth: _______________________________________          Disabled: _________________________________
Ethnicity: __________________________________________          Relationship to Child: ________________________

	Full name:   _________________________________________        Gender: __________________________________

Date of Birth: _______________________________________          Disabled: _________________________________
Ethnicity: __________________________________________          Relationship to Child: ________________________

	Full name:   _________________________________________        Gender: __________________________________

Date of Birth: _______________________________________          Disabled: _________________________________
Ethnicity: __________________________________________          Relationship to Child: ________________________

	Full name:   _________________________________________        Gender: __________________________________

Date of Birth: _______________________________________          Disabled: _________________________________
Ethnicity: __________________________________________          Relationship to Child: ________________________

	Full name:   _________________________________________        Gender: __________________________________

Date of Birth: _______________________________________          Disabled: _________________________________
Ethnicity: __________________________________________          Relationship to Child: ________________________

	Full name:   _________________________________________        Gender: __________________________________

Date of Birth: _______________________________________          Disabled: _________________________________
Ethnicity: __________________________________________          Relationship to Child: ________________________

	Full name:   _________________________________________        Gender: __________________________________

Date of Birth: _______________________________________          Disabled: _________________________________
Ethnicity: __________________________________________          Relationship to Child: ________________________

	Full name:   _________________________________________        Gender: __________________________________

Date of Birth: _______________________________________          Disabled: _________________________________
Ethnicity: __________________________________________          Relationship to Child: ________________________

	Full name:   _________________________________________        Gender: __________________________________

Date of Birth: _______________________________________          Disabled: _________________________________
Ethnicity: __________________________________________          Relationship to Child: ________________________

	Full name:   _________________________________________        Gender: __________________________________

Date of Birth: _______________________________________          Disabled: _________________________________
Ethnicity: __________________________________________          Relationship to Child: _______________________


	Income Eligibility  based on Annual Income for 2010

	Size of Family
	ANNUAL Income
	130%
	Size of Family
	ANNUAL Income
	130%

	1
	$10, 830
	$14, 079
	5
	$25, 790
	$33,527

	2
	$14,570
	$18,941
	6
	$29,530
	$38,389

	3
	$18,310
	$23,803
	7
	$33,270
	$43,251

	4
	$22,050
	$28,665
	8
	$37,010
	$48,113

	For family units with more than 8 members, add $3600 for each additional member ($4,680 for 130%). (family means all persons living in the same household who are supported by income of parent(s) or guardian of the child enrolling or participating in the program and related to the parent(s) or guardian by blood, marriage, or adoption.)

	Income Verification

	Family Annual Income:                                                                                     Number in Family:

	

	I declare under penalty of perjury and the laws of the State of Pennsylvania that the information contained herein is true and correct to the best of my knowledge.  If any part is false, my participation in this agency’s program(s) may be terminated and I may be subject to legal action.  I also understand that the information in this application will be held in strict confidence within the agency and is accessible to me during normal business hours.

	​​​​​​​Signature of Parent:


	Date:



	[image: image1.emf]

	1. Child’s name: _____________________________________________________________________
2. Child’s date of birth: ________________________________________________________________
3. Check the applicable category of eligibility for this child: 

Income (check box that applies): 
Below federal poverty guidelines 
Between 100-130% of federal poverty guidelines 

(no more than 35% of enrolled children may fall into this category) 
Over- Income 

Counted as part of 10% maximum for non-AI/AN programs) 
Counted as part of the 49% maximum for AI/AN programs) 
Public assistance 

SSI 

Homeless 

Foster Care 

4. What documentation was used to determine eligibility? 

 Income Tax Form 1040


Written statements from employers
W-2




Foster care reimbursement

TANF documentation


SSI documentation
Pay stub or pay envelopes


Other 
If Other, please explain: _________________                    

Unemployment
Documentation of no income:___________________________________________
5. Staff signature:_____________________________     Date of eligibility verification: ______________
6. Staff name: _____________________________        Title:___________________________________



	Mother Emergency Contact Information

	First name
	Last name
	Home Phone
	Cell Phone
	Language Spoken
	Release  To
	Emergency Contact
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	Program Consent Form

	Please give your consent by checking yes to the following:
	Walking Trips in the community:(yes    (no

Capturing Mother’s Image:  (yes   ( no
Audio, video, and photo opportunities will be used for educational purposes

By the Allegheny Intermediate Unit Early Head Start Program Only.
For the purpose of transition to preschool program or other EHS program I consent to release the following information to my child’s placement (name, address, and assessment results)      :(yes    (no


Updated May 2010          Mother’s Name ________________________________   Birth Date: ______________________

Family signature that information is accurate______________________________________  Date_________________________________

Team verification of complete and accurate information________________________________ Date_______________________________

