


























Cheyenne River Head Start Program 
Family Assessment 2022-2023 

PLEASE LIST ALL HOUSEHOLD MEMBERS: (Please pring all information in black or blue pen only) 
Relation 

See Legend 
Below 
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··-----·-·· ------ -- --1- ---··-···-· , 
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This section is for the adults in the home: {18 & up)
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r

--

LEGEND: 

Relation to Applicant: 

SP I Spouse Ethnicity: 

Race: 

Al American Indian or Alaska Native 
1-- ---+---- - ---- - ---t- - --+-----t====;::=========;====1--- .......... --.......+--···-·--- -....... . --- -----I 

CH Child H Hispanic of Latino I BL Black 
PA Parent - ·- ···-·---+--··········-+---- - N- ---j! Non-Hispanic or Latino

AS--.... -r-
A

-
s
-
ia

_
n
_ ........ ,·-·-- --········ I 

GP Grandparent I HA [ Hawaiian or Pacific Islander 
GC Grandchild I WH -- !White ·-

·
· I 

o------+-- --- - ---- -- -1-------+----.. ·-➔- --�- - -+----------+---+-·-•----+--- . .. ..... L _ __ 

NR Not Related B/M !Bi-Racial or Multi-Racial
SI Sibling t-----·- .. ----------·····-------tc------t--- --•··1 .. -----.•t··• .. ····-----t-----,--- -+·---+----.. -- ·---+-- -· .. ·· ··-···!-····- ---- .... l .. ·-··-··--· .. ---·I 

BF I Boyfriend _____ .. 

GF Girlfriend ----- -----•J-------+----+--.. ---+----···· · ···+•----i- ---·-·- ---+-- ... --

UN Unknown 
















	Date Received: 
	undefined: 
	TEACHER REQUEST EB ONLY: 
	What center is application for: 
	Annlicant Information: 
	Gender: 
	Date of BirthRow1: 
	Date of BirthRow2: 
	ParentsGuardians EMAIL: 
	FatherRow1: 
	StreetHouse No: 
	StreetPO Box: 
	Child lives with Check all that applies: 
	Row1: 
	Row2: 
	Row3: 
	Row4: 
	Row5: 
	Row6: 
	Row7: 
	Row8: 
	Primary language of child: 
	2nd Language of child: 
	MedicaidCHIP number: 
	Medical Home name of hospitalclinic: 
	Does child have access to regular dental care D Yes: 
	Phone Number: 
	D No Utilize IHS: 
	Dental Home name of dentist dental clinic: 
	Address: 
	Phone Number_2: 
	First Name MI Last Name: 
	First Name MI Last Name_2: 
	Date of Birth Relationship to Child: 
	Date of Birth Relationship to Child_2: 
	Telephone Number Information: 
	undefined_2: 
	undefined_3: 
	undefined_4: 
	undefined_5: 
	Cell: 
	Message: 
	Cell_2: 
	Message_2: 
	Employer name: 
	Employer Name: 
	If Yes where: 
	If Yes where_2: 
	D Vocational D Doctorate D Other: 
	D Other: 
	PickUp Will bring in: 
	DropOff Will pick up: 
	House Number: 
	House Number_2: 
	StreetHousing Area: 
	StreetHousing Area_2: 
	Name of Person: 
	Relationship to Child: 
	House Number_3: 
	StreetHousing Area_3: 
	Phone Numbers Home: 
	Work: 
	undefined_6: 
	Release Please list the people who you authorize to pick up your child from the center classroom 1: 
	Release Please list the people who you authorize to pick up your child from the center classroom 2: 
	MotherRow1: 
	FatherRow1_2: 
	GuardianRow1: 
	Date: 
	Childs Name: 
	Date of Birth: 
	Physical Address: 
	Mailing Address: 
	H: 
	ParentGuardian Dad C H W: 
	undefined_7: 
	W: 
	Name: 
	Name_2: 
	Relationship 1: 
	Relationship 2: 
	Phone: 
	Relationship: 
	Phone_2: 
	Medical Information any allergies to medications food or other substances: 
	Phone_3: 
	Authorized People to Pick up StudentRow1: 
	Childs Primary Care Provider: 
	Phone_4: 
	alternate contacts can be located immediately: 
	Name of ParentGuardian: 
	Name of Child: 
	Classroom: 
	Home Phone: 
	Cell Phone: 
	Email: 
	Childs Name_2: 
	DOB: 
	1 What foods does your child especially like: 
	2 Are there any foods your child dislikes: 
	personal reasons: 
	Starred answers may require followup Please explain details or give additional comments here 1: 
	Starred answers may require followup Please explain details or give additional comments here 2: 
	Starred answers may require followup Please explain details or give additional comments here 1_2: 
	Starred answers may require followup Please explain details or give additional comments here 2_2: 
	Childs Name_3: 
	lbs ozDid child have any problems at birth: 
	EXPLAIN YES ANSWERSHas child ever been hospitalized or operated on: 
	EXPLAIN YES ANSWERSHas child ever had a serious illness: 
	EXPLAIN YES ANSWERSHas child ever had a serious accident broken bones head injuries falls bums poisoning: 
	EXPLAIN YES ANSWERSRow1: 
	EXPLAIN YES ANSWERSHas child ever had a convulsion or seizure: 
	What medicine: 
	What medicine_2: 
	What medicine How oftenHas child had Measles Chicken Pox Mumps    Whooping Cough  RSV Shigella: 
	What medicine How oftenRow2: 
	What foods: 
	What medicine_3: 
	How does child reactDoes child use an Epi Pen: 
	How does child reactDoes child sauint or rub hisher eves: 
	Childs Name_4: 
	EXPLAIN YES ANSWERSDoes your child have a diagnosed disability: 
	undefined_18: 
	By whom: 
	undefined_19: 
	IEP IFSP: 
	How longDoes child need assistance going to the bathroom: 
	How longDoes child have any fears: 
	What do you do: 
	Please describe: 
	What do you doHave there been any changes in your childs life in the last six months: 
	What do you doIs family having any problems that may affect the child: 
	What do you doIs there anything you want us to know about your child: 
	EXPLAIN YES ANSWERSDo you have difficulty understanding your child: 
	EXPLAIN YES ANSWERSDoes your child have any difficulty saying what heshe wants: 
	EXPLAIN YES ANSWERSDo the parentsguardians have a disability: 
	Address_2: 
	Childs Name 1: 
	Childs Name 2: 
	DOB_2: 
	Home Phone_2: 
	undefined_22: 
	InsuranceMedicaidMedicare: 
	No_10: 
	If Yes please explain 1: 
	If Yes please explain 2: 
	If Yes please explain 3: 
	If Yes please explain 4: 
	undefined_23: 
	Arthritis: 
	If Yes please provide name of doctor: 
	services: 
	Date_2: 
	Is child on MedicaidCHIP Yes   No   Please list number: 
	Childs Name_5: 
	Health Record No: 
	Date of Birth_2: 
	Community where you live: 
	Phone No Horne: 
	Work_2: 
	Cell_3: 
	Mailing Address 1: 
	Mailing Address 2: 
	If Yes please list: 
	If Yes please list_2: 
	Date_3: 
	Date_4: 
	Not Applicable: 
	Childs Name_6: 
	Birth Date: 
	Attendance Center school child care etc: 
	ParentGuardian Name: 
	ParentGuardian contact numbers: 
	Diagnosis 1: 
	Diagnosis 2: 
	Diagnosis 3: 
	Describe the patients disability and the major life activity affected by the disability 1: 
	Describe the patients disability and the major life activity affected by the disability 2: 
	Foods to Omit Foods to Substitute: 
	1_2: 
	2_2: 
	undefined_24: 
	Date_5: 
	ClinicHospital: 
	Office Phone Number: 
	Parent Guardian Name: 
	Phone_5: 
	AddressRow1: 
	EmailRow1: 
	I Date of Birth: 
	Childs Name_7: 
	Partlll or Guanlian Signatur: 
	Datt: 
	NameSee Legend: 
	DOBSee Legend: 
	GenderSee Legend: 
	NameBelow: 
	DOBBelow: 
	GenderBelow: 
	Home Address: 
	CityTown: 
	State SD Zip: 
	Mailing Address_2: 
	CityTown_2: 
	State SD Zip_2: 
	Home Phone_3: 
	Cell Phone_2: 
	Work Phone: 
	Other_2: 
	If Yes what kind: 
	If Yes what size: 
	Health Topics: 
	Nutrition Topics: 
	Substance Abuse: 
	undefined_26: 
	Training 1: 
	Training 2: 
	Training 3: 
	Training 4: 
	Training 5: 
	Training 6: 
	Training 7: 
	Training 8: 
	lnformatjon 1: 
	lnformatjon 2: 
	lnformatjon 3: 
	lnformatjon 4: 
	lnformatjon 5: 
	lnformatjon 6: 
	lnformatjon 7: 
	lnformatjon 8: 
	Patient lnformation: 
	Legal name: 
	Less than 2 years  Mom than 2 years: 
	Female: 
	Grade: 
	PfsHsrifo tCiY: 
	Dale of last medical exam mrnyy: 
	undefined_27: 
	Parentguardian information: 
	Yes  No Is tho patient taking any medications: 
	Name_3: 
	undefined_28: 
	Relation to patient: 
	Yes  No Docs the patient have any allergies: 
	Home mailing ilddress: 
	City Zip: 
	undefined_29: 
	for dental care eg autism: 
	Emergency contact Information: 
	Name_4: 
	Other_3: 
	undefined_30: 
	Please explain your answers: 
	No dental Insurance: 
	a Private DENTAL Insurance please provide copy or card: 
	Dental Insurance name 1: 
	Dental Insurance name 2: 
	Group numbor: 
	How many children ago 21 or younger Uva in your household: 
	insurance phorio c: 
	jaHfffgg1HrfiPhlithiPE gyJiiiiff ehi   iit ll: 
	1_3: 
	Preschools Dupree Timber Lake Other: 
	Child_2: 
	DOB_3: 
	Ch ii d: 
	DOB_4: 
	NOT APPLICABLE: 
	CHILDS NAME: 
	DOB_5: 
	If Yes what tribe: 
	Degree of Indian blood: 
	Enrollment Number: 
	FATHERS NAME: 
	DOB_6: 
	If Yes what tribe_2: 
	Degree oflndian blood: 
	Enrollment Number_2: 
	MOTHERS NAME: 
	DOB_7: 
	Maiden Name: 
	If Yes what tribe_3: 
	Degree of Indian blood_2: 
	Enrollment Number_3: 
	Sex: 
	Date of Birth_3: 
	Childs Name 1_2: 
	Home Address Home Ph: 
	Cell_4: 
	ERow1: 
	ERow2: 
	BMI is: 
	ERow3: 
	ERow4: 
	Sickle CellRow1: 
	ERow5: 
	Sickle CellRow2: 
	ERow6: 
	Right: 
	Left: 
	ERow7: 
	Type of Test: 
	Right_2: 
	Left_2: 
	General Appearance: 
	PostureGait: 
	Speech: 
	Head: 
	Skin: 
	1 E 2 Optic Fundoscopic 3 Cover Test: 
	1 External  Canals: 
	2 Tvmpanic Membranes NoseMouth Pharvnx: 
	Teeth: 
	Heart: 
	Lurnis: 
	Abdomen: 
	Genitalia: 
	Bones Joints MusQls: 
	3 Communication Skills: 
	3 Communication Skills_2: 
	4 CoQnitive: 
	4 CoQnitive_2: 
	6 Social Skills If Yes describe where on body: 
	Child up to date on immunizationsEPSDT Yes No: 
	General Statement on Childs Physical Status: 
	Findings Treatments and Recommendations: 
	Date_6: 
	PhysicianHealth Professional Printed Name: 
	Facility: 
	Text1: 
	Text2: 
	Text3: 
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Text8: 
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Text19: 
	Check Box20: Off
	Check Box21: Off
	Text22: 
	Check Box23: Off
	Check Box24: Off
	Text25: 
	Text26: 
	Text27: 
	Text28: 
	Text29: 
	Text30: 
	Group31: Off
	Text32: 
	Text33: 
	Text34: 
	Text35: 
	Text36: 
	Text37: 
	Text38: 
	Text39: 
	Text40: 
	Text41: 
	Text42: 
	Text43: 
	Text44: 
	Text45: 
	Text46: 
	Text47: 
	Text48: 
	Text49: 
	Text50: 
	Text51: 
	Text52: 
	Text53: 
	Text54: 
	Text55: 
	Check Box56: Off
	Check Box57: Off
	Check Box58: Off
	Check Box59: Off
	Check Box60: Off
	Check Box61: Off
	Check Box62: Off
	Check Box63: Off
	Check Box64: Off
	Check Box65: Off
	Check Box66: Off
	Check Box67: Off
	Check Box68: Off
	Check Box69: Off
	Check Box70: Off
	Check Box71: Off
	Check Box72: Off
	Check Box73: Off
	Check Box76: Off
	Text77: 
	Text78: 
	Text79: 
	Text80: 
	Text81: 
	Text82: 
	Check Box83: Off
	Check Box84: Off
	Check Box85: Off
	Check Box86: Off
	Check Box87: Off
	Check Box88: Off
	Check Box89: Off
	Check Box90: Off
	Check Box91: Off
	Check Box92: Off
	Text93: 
	Text94: 
	Text95: 
	Text96: 
	Text97: 
	Check Box98: Off
	Check Box99: Off
	Check Box100: Off
	Check Box101: Off
	Check Box102: Off
	Check Box103: Off
	Check Box104: Off
	Check Box105: Off
	Check Box106: Off
	Check Box107: Off
	Check Box108: Off
	Check Box109: Off
	Check Box110: Off
	Check Box111: Off
	Check Box112: Off
	Check Box113: Off
	Check Box114: Off
	Check Box115: Off
	Check Box116: Off
	Check Box117: Off
	Check Box118: Off
	Check Box119: Off
	Check Box120: Off
	Check Box121: Off
	Group1: Off
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box19: Off
	Text20: 
	Text21: 
	Text23: 
	Text24: 
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Text56: 
	Check Box74: Off
	Check Box75: Off
	Check Box77: Off
	Check Box78: Off
	Text83: 
	Check Box93: Off
	Check Box94: Off
	Check Box95: Off
	Check Box96: Off
	Check Box97: Off
	Check Box122: Off
	Check Box123: Off
	Check Box124: Off
	Check Box125: Off
	Check Box126: Off
	Check Box127: Off
	Check Box128: Off
	Check Box129: Off
	Check Box130: Off
	Check Box131: Off
	Check Box132: Off
	Check Box133: Off
	Check Box134: Off
	Text135: 
	Check Box136: Off
	Check Box137: Off
	Check Box138: Off
	Check Box139: Off
	Check Box140: Off
	Check Box141: Off
	Check Box142: Off
	Check Box143: Off
	Check Box144: Off
	Check Box145: Off
	Text146: 
	Text147: 
	Check Box148: Off
	Check Box149: Off
	Check Box150: Off
	Check Box151: Off
	Check Box152: Off
	Check Box153: Off
	Text154: 
	Text155: 
	Check Box156: Off
	Check Box157: Off
	Check Box158: Off
	Check Box159: Off
	Check Box160: Off
	Check Box161: Off
	Check Box162: Off
	Check Box163: Off
	Check Box164: Off
	Check Box165: Off
	Check Box166: Off
	Check Box167: Off
	Check Box168: Off
	Check Box169: Off
	Check Box170: Off
	Check Box171: Off
	Check Box172: Off
	Check Box173: Off
	Check Box174: Off
	Check Box175: Off
	Check Box176: Off
	Check Box177: Off
	Check Box178: Off
	Check Box179: Off
	Check Box180: Off
	Check Box181: Off
	Check Box182: Off
	Check Box183: Off
	Check Box184: Off
	Check Box185: Off
	Check Box186: Off
	Check Box187: Off
	Check Box188: Off
	Check Box189: Off
	Check Box190: Off
	Check Box191: Off
	Check Box192: Off
	Check Box193: Off
	Check Box194: Off
	Check Box195: Off
	Check Box196: Off
	Check Box197: Off
	Check Box198: Off
	Check Box199: Off
	Check Box200: Off
	Check Box201: Off
	Check Box202: Off
	Check Box203: Off
	Check Box204: Off
	Check Box205: Off
	Check Box206: Off
	Check Box207: Off
	Check Box208: Off
	Check Box209: Off
	Check Box210: Off
	Check Box211: Off
	Check Box212: Off
	Check Box213: Off
	Check Box214: Off
	Check Box215: Off
	Check Box216: Off
	Check Box217: Off
	Check Box218: Off
	Check Box219: Off
	Check Box220: Off
	Check Box221: Off
	Check Box222: Off
	Check Box223: Off
	Check Box224: Off
	Check Box225: Off
	Check Box226: Off
	Check Box227: Off
	Check Box228: Off
	Check Box229: Off
	Check Box230: Off
	Check Box231: Off
	Check Box232: Off
	Check Box233: Off
	Check Box234: Off
	Check Box235: Off
	Check Box236: Off
	Check Box237: Off
	Check Box238: Off
	Check Box239: Off
	Check Box240: Off
	Check Box241: Off
	Check Box242: Off
	Check Box243: Off
	Check Box244: Off
	Check Box245: Off
	Check Box246: Off
	Check Box247: Off
	Check Box248: Off
	Check Box249: Off
	Check Box250: Off
	Check Box251: Off
	Check Box252: Off
	Check Box253: Off
	Check Box254: Off
	Check Box255: Off
	Check Box256: Off
	Check Box257: Off
	Check Box258: Off
	Check Box259: Off
	Check Box260: Off
	Check Box261: Off
	Check Box262: Off
	Check Box263: Off
	Check Box264: Off
	Check Box265: Off
	Check Box266: Off
	Check Box267: Off
	Check Box268: Off
	Check Box269: Off
	Check Box270: Off
	Check Box271: Off
	Check Box272: Off
	Check Box273: Off
	Check Box274: Off
	Check Box275: Off
	Check Box276: Off
	Check Box277: Off
	Check Box278: Off
	Check Box279: Off
	Check Box280: Off
	Check Box281: Off
	Check Box282: Off
	Check Box283: Off
	Check Box284: Off
	Check Box285: Off
	Check Box286: Off
	Check Box287: Off
	Check Box288: Off
	Check Box289: Off
	Check Box290: Off
	Check Box291: Off
	Check Box292: Off
	Check Box293: Off
	Check Box294: Off
	Check Box295: Off
	Check Box296: Off
	Check Box297: Off
	Check Box298: Off
	Check Box299: Off
	Check Box300: Off
	Check Box301: Off
	Check Box302: Off
	Check Box303: Off
	Check Box304: Off
	Check Box305: Off
	Check Box306: Off
	Check Box307: Off
	Check Box308: Off
	Check Box309: Off
	Check Box310: Off
	Check Box311: Off
	Check Box312: Off
	Check Box313: Off
	Check Box314: Off
	Check Box315: Off
	Check Box316: Off
	Check Box317: Off
	Check Box318: Off
	Check Box319: Off
	Check Box320: Off
	Check Box321: Off
	Check Box322: Off
	Check Box323: Off
	Check Box324: Off
	Text325: 
	Text326: 
	Text327: 
	Text328: 
	Text329: 
	Text330: 
	Text331: 
	Text332: 
	Text333: 
	Text334: 
	Text335: 
	Text336: 
	Text337: 
	Text338: 
	Text339: 
	Text340: 
	Text341: 
	Text342: 
	Text343: 
	Text344: 
	Text345: 
	Text346: 
	Text347: 
	Text348: 
	Text349: 
	Text350: 
	Text351: 
	Text352: 
	Text353: 
	Text354: 
	Text355: 
	Check Box356: Off
	Check Box357: Off
	Check Box358: Off
	Check Box359: Off
	Check Box360: Off
	Check Box361: Off
	Check Box362: Off
	Check Box363: Off
	Check Box364: Off
	Check Box365: Off
	Check Box366: Off
	Check Box367: Off
	Check Box368: Off
	Check Box369: Off
	Check Box370: Off
	Check Box371: Off
	Check Box372: Off
	Check Box373: Off
	Text374: 
	Check Box375: Off
	Check Box376: Off
	Check Box377: Off
	Check Box378: Off
	Check Box379: Off
	Check Box380: Off
	Check Box381: Off
	Check Box382: Off
	Check Box383: Off
	Check Box384: Off
	Check Box385: Off
	Check Box386: Off
	Check Box387: Off
	Check Box388: Off
	Text389: 
	Text390: 
	Text391: 
	Text392: 
	Text393: 
	Text394: 
	Text395: 
	Text396: 
	Text397: 
	Text398: 
	Text399: 
	Text400: 
	Text401: 
	Check Box402: Off
	Text403: 
	Text404: 
	Check Box406: Off
	Check Box407: Off
	Check Box408: Off
	Check Box409: Off
	Text410: 
	Text411: 
	Text412: 
	Check Box413: Off
	Check Box414: Off
	Check Box415: Off
	Check Box416: Off
	Check Box417: Off
	Check Box418: Off
	Check Box419: Off
	Check Box420: Off
	Check Box421: Off
	Check Box422: Off
	Check Box423: Off
	Check Box424: Off
	Check Box425: Off
	Check Box426: Off
	Check Box427: Off
	Check Box428: Off
	Check Box429: Off
	Check Box430: Off
	Check Box431: Off
	Check Box432: Off
	Check Box433: Off
	Check Box434: Off
	Check Box435: Off
	Check Box436: Off
	Check Box437: Off
	Check Box438: Off
	Check Box439: Off
	Text440: 
	Text441: 
	Text442: 
	Text443: 
	Text444: 
	Text445: 
	Text446: 
	Text447: 
	Text448: 
	Text449: 
	Text450: 
	Text451: 
	Text452: 
	Text453: 
	Text454: 
	Text455: 
	Text456: 
	Text457: 
	Text458: 
	Text459: 
	Text460: 
	Text461: 
	Text462: 
	Text463: 
	Text464: 
	Text465: 
	Text466: 
	Text467: 
	Text468: 
	Text469: 
	Text470: 
	Text471: 
	Text472: 
	Text473: 
	Check Box474: Off
	Check Box475: Off
	Text476: 
	Text477: 
	Text478: 
	Text479: 
	Text480: 
	Text481: 
	Text482: 
	Text483: 
	Text484: 
	Text485: 
	Text486: 
	Text487: 
	Check Box488: Off
	Check Box489: Off
	Text490: 
	Text491: 
	Text492: 
	Text493: 
	Text494: 
	Text495: 
	Text496: 
	Text497: 
	Text498: 
	Text499: 
	Text500: 
	Text501: 
	Text502: 
	Text503: 
	Text504: 


