OAK ACADEMY
1401 Center, Des Moines, Iowa 50314 (515) 244-7702 Fax:(515) 244-2604
Date __________________

Child’s Name _____________________________________ SS# _____________________ DOB ____________________
Parent/Guardian______________________________________________________________________________________

Address _____________________________________________________________________________________________
City ______________________________________________State __________________ Zip _______________________

Telephone # (home) ______________________________ (work) ____________________________________________

Message Phone

Name ___________________________________________________ Relationship _______________________________

Telephone Number(s) ________________________________________________________________________________

How did you hear about our Program? ________________________________________________________________

FAMILY & HOUSEHOLD MEMBERS

(Please identify Head of Household First)

	Name
	Social Security #
	Birthdate
	Age
	Sex

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Family Size: _______________________  Hours of child care needed _______________________________________

Are you currently receiving any assistance in paying your child care cost? ______________________________


If yes, please list source(s)/program(s) _________________________________________________________


_______________________________________________________________________________________________

Why is additional support needed? ___________________________________________________________________

_______________________________________________________________________________________________

Currently is there any court action that affects your child?     Yes ___________
No ______________

If yes, please explain: ________________________________________________________________________________

_____________________________________________________________________________________________________

Please provide a certified copy of court order for your child’s file.

Are you a single parent? __________ If yes, answer the following questions for only yourself.  If no, please provide information on both parents.
Are you currently employed? ______ If yes, name of employer __________________________________________

Employer’s phone number ______________________  Number of hours worked per week __________________

Daily work hours ____________________________ (circle days work)    Su   M   T   W   TH   F   S

Are you currently in a job training or education program? _____ If yes, list training institution __________

_______________________________________________  Number of hours enrolled per week __________________

Daily class hours ___________________________ (circle days in training)  Su  M   T   W   TH   F   S

Spouse Information, if applicable:

Are you currently employed? ______ If yes, name of employer __________________________________________

Employer’s phone number ______________________  Number of hours worked per week __________________

Daily work hours ____________________________ (circle days work)    Su   M   T   W   TH   F   S

Are you currently in a job training or education program? _____ If yes, list training institution __________

_______________________________________________  Number of hours enrolled per week __________________

Daily class hours ___________________________ (circle days in training)  Su  M   T   W   TH   F   S

INCOME VERIFICATION
What is your total (gross) taxable earned income?  (Complete only one of the following)

_________
Income earned in last 12 months

$_______________________


_________
*Income earned per month


$_______________________

Do you receive any of the following benefits?  (Check and fill in the amount of each benefit per month.)


________ Veterans Benefits




$________________________


________  Social Security and/or SSI



$________________________


________ Unemployment Compensation


$ _______________________


________ *Public Assistance Benefits (FIP)

$________________________


________ College Student Benefits



$ _______________________


________ Food Stamps





$ _______________________


________ Child Support




$________________________


________ Alimony





$ _______________________


________ Other






$ _______________________

You must provide verification of income, please attach one of the following to application. (√ all that apply)

_____ One month of current payroll stubs
_____ Verification of income from DHS workers


_____  Verification of other income

_____ Written statement from employer

*If enrolled in a training program,. Please attach a class schedule, name and telephone number of a contact person at the training institution.

In case of Emergency, please contact:

Name _____________________________________________  Relationship _____________________________

Telephone Number (home) _________________________  (work) ___________________________________

I certify that the information on this application is true and accurate to the best of my knowledge.

_______________________________________________
__________________________________________________

             Parent’s Signature                                                                       Date

OTHER INFORMATION

The following questions help us provide services to you and your family.  Please help us by answering the following questions as they pertain to you and/or your family.
This information is confidential.

1. What is your Nationality? _________________________________________________________________

2. What language/dialect is spoken in your home? ___________________________________________

3. Do you or your child(ren) have any special needs? __________________________________________

Physical disabilities

Who __________________________________________ Age __________

Developmental delays

Who __________________________________________ Age __________

Other



Who __________________________________________ Age __________

4. Have you received your GED or high school diploma? ____________ yes ___________no

5. What is the highest level of education you have completed? -----------------

6. Have you or your family experienced any of the following in the last year?

______ Loss of home or apartment



_____ Drug or alcohol use/Abuse

______ Loss of job





_____ Divorce/Separation

______ Domestic violence/abuse



_____ Move

______ Major illness or accident



_____ Other _____________________

---------------------------------------------------------------------

FOR AGENCY USE ONLY *** DO NOT COMPLETE 

First Contact Date _________________ Initials _______________ Summary _______________________________

_____________________________________________________________________________________________________

Second Contact Date _________________ Initials _______________ Summary _____________________________

_____________________________________________________________________________________________________

________ Eligible                  _________ Not Eligible           ________ Receives other child care assistance

________  Does not live in public housing         
          ________ Other _____________________________

________  Documentation of income verification in child’s personal file.  “family information”

PLACEMENT ______________________________________________________________________________________

HOURS OF CARE _______________________________   CARE TO BEGIN __________________________________

PRIMARY SOURCE OF FUNDING ____________________________________________________________________

SECONDARY SOURCE OF FUNDING ________________________________________________________________

PARENT FEE (if applicable) _________________________________________________________________________

INCOME AND TRAINING INFORMATION WILL BE RE-VERIFIED _____________________________________

	Eligibility Criteria
	Yes
	No



	Live in community?
	
	

	Income between 100%-130% poverty level
	
	

	***** working
	
	

	***** attending school
	
	

	Child Protective
	
	

	Health detriments in family
	
	

	Homeless
	
	

	Cultural barriers (language, heritage….)
	
	

	Teen-age parent home
	
	

	Single parent home
	
	

	Referral from community Service?
	
	

	High risk living situation
	
	

	Sibling in care
	
	

	Utilized program before
	
	

	Residence within target area
	
	


Type of funding available to family?

DHS Block Grant

CPI

Promise Jobs

U. W. Case Mgmt. 

Other __________________________________

 Statistic Info:

Race______________________

Target Area ______________

Head of House ___________

Income level _____________

Orientation ______________ 
2-17-09


