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SPECIAL CONSIDERATIONS

Child’s Name _____________________             Parent’s Name ___________________
	
	
	

	
	
	
	
	

	
	Please answer questions that apply to your family.  This information is not required, but is very helpful if you are over income or on a waiting list.  All information received is confidential.      ** Immediate family is defined as: Family living in one household supported by your family's income.
	
	
	

	
	
	
	-
	

	
	Categorically Eligible
	
	
	

	1)
	Is anyone in the family currently :
	 
	 
	 

	 
	Receiving TANF___   Receiving Foster Care payments___   Homeless ___ Receiving  SSI___     Working Care Connection___

	
	
	
	
	

	 
	Child Concerns
	yes
	 
	no

	2)
	Does your child have a documented developmental disability? If so, what has been the treatment?  (Speech therapy, occupational therapy, physical therapy, etc: ______________________________________
	
	
	

	3)
	Do you have concerns about your child’s physical growth and/or development or social emotional development? If yes, please explain.________________________________
	 
	 
	 

	4) 
	Has this child been abused/neglected physically, sexually or emotionally?
	 
	 
	 

	5)
	Were drugs/alcoholic substances used while the mother was pregnant with this child?
	 
	 
	 

	
	
	 
	
	 

	 
	Parent Concerns
	yes
	 
	no

	6)
	Does either parent have a documented learning disability?
	 
	
	 

	7)
	Does either parent have a documented disability that presents a hardship?
	 
	
	 

	8)
	Is the mother pregnant or has there been a newborn in the past 12 months?
	 
	
	 

	9)
	Are the parents involved in a divorce or custody dispute?
	 
	
	 

	10) 
	Was either parent twenty years old or younger when the first child was born?
	 
	
	 

	
	
	 
	
	 

	 
	Family Concerns
	yes
	 
	no

	11)
	Has a major medical illness for any family member occurred in the last 12 months?
	 
	
	 

	12)
	Was there a death of an immediate family member in the last 12 months? Specify relationship to the child. _________________
	 
	
	 

	13)
	Is an immediate family member diagnosed with depression or mental illness?
	 
	
	 

	14)
	Is your family experiencing hardship due to unemployment?
	
	
	

	15)
	Does any immediate family member have a drug or alcohol dependency?  
	 
	
	 

	16)
	Has your family been involved with Child Protective Service/Foster Care?
	 
	
	 

	17)
	Is any immediate family member incarcerated or on parole/probation?
	 
	 
	 

	18)
	Is there any domestic abuse/family violence?
	 
	 
	 

	19)  
	Has your family moved more than once in the last 12 months?
	 
	 
	 

	
	
	 
	 
	 

	 
	 
	
	
	 

	~ Continue on back


Please List Everyone Living in your Household
	

	Name                            
	Birthdates
	Relationship to Child

	 
	 
	 

	 
	 
	 

	 
	 
	 

	 
	 
	 

	 
	 
	 

	 
	 
	 

	 
	 
	 

	
	
	

	I verify that the above information is true and accurate to the best of my knowledge.


	 
	 
	 

	Signature of person filling out form
	
	


Is there any other significant information you would like to share?___________________________


__________________________________________________________________________________


__________________________________________________________________________________


__________________________________________________________________________________
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