GTB EHS/HS/GSRP 2020-2021 Keep this sheet for your records!
**%*PLEASE READ THIS BEFORE YOU TURN IN YOUR APPLICATION!***

Thank you for taking the time to consider the Grand Traverse Band Early Head Start/Head Start/GSRP
Programs for your child. There are a few things you need to know...

e If your child was born between September 1, 2016 and September 1, 2017 your child is age eligible for
Head Start/GSRP.
e If your child was born AFTER September 1, 2017 your child is age eligible for Early Head Start.

After completing and returning this application for your child, a Selection Criteria form will be filled out, and
your child will be assigned “points™ based on their eligibility for the program. Children will be accepted based
on these points. Eligibility factors include (but are not limited to): Income Eligibility (the Federally established
Poverty Guidelines are used to make this determination), Special Needs of Child, Age of Child, Need for
Services, Parental Status, and other factors. While GTB Members are given priority when income eligibility
factors are met, these programs are open to all individuals regardless of Tribal Affiliation. Applications that are
not completely filled out will not be considered.

All applications are due on Friday, June 192 and selection for enrollment into the Early Head Start/Head
Start/GSRP Programs will take place on FRIDAY, July 24th. All of the required information MUST be
submitted BEFORE this date, or we will not be able to consider your child for acceptance into the
program.

When all openings are filled, a waiting list will be established for those children not accepted. The children on
the waiting list will be chosen to fill vacancies based on the points they receive from the Selection Criteria,
regardless of when the application was turned in. It is not possible to tell families where their child is placed
on the waiting list, due to the changing nature of applications received.

If your child is accepted into the Early Head Start/Head Start/GSRP Programs, you will be required to
meet with your child’s teacher. You will also be required to attend a Parent Orientation session prior to
your child attending classes at the Center.

Please be sure to submit your Income Verification WITH THIS APPLICATION. Applications without
income verification CANNOT be considered for acceptance. Please submit your 1040 tax return form or
W-2 for 2019 for ALL household members that provide support for your child. If you did not file taxes,
please submit income verification for the past 12 months which could include: Wages/Salary,
Unemployment Compensation, Per Capita Payments, Other Trust Money Payments, Child Support
Payments, SSI Payments.

Your child will also be required to have a current Physical and Dental exam within the first 90 days of your
child’s attendance. These forms are attached. Please make your appointments NOW in order to guarantee that
your child will remain in the program.

If you need assistance completing this application, or have questions, please contact Trista at (231) 534-7994 or
Leona at (231) 534-7929.

If your child is accepted for enrollment, you will be required to submit the following information:
e Your Child’s Birth Certificate

Your Child’s Insurance information

Your Child’s Tribal ID (if applicable)

Immunization Record

Current Physical & Dental Exam (after first tooth erupts)
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Peshawbestown, Ml 49682

Grand Traverse Band
Early Head Start, Head Start & GSRP
Enrollment Application
2020-2021

Phone: (231)534-7650 FAX (231)534-7583
Please indicate which program you are applying for: [JHead Start/GSRP []Center-Based Early Head Start [JHome-Based Early Head Start

Applicant Information: (Child or Expectant Woman)

First Name Middle Name Last Name Date of Birth: Gender:
[Omale [JFemale
Address where applicant/child resides: Mailing Address:
Street: Street/PO Box:
City: State: Zip Code: City: State: Zip Code:
County: School District:
What is the Applicant’s Race: What is the Applicant’s Is Applicant a: Is Applicant Currently:
Ethnicity: [JGTB Member [JEnrolled in Head Start
[CJAmerican Indian/Alaskan Native [IMember of another Tribe: [JEnrolled in Early Head Start

[JHispanic or Latino origin
[INon-Hispanic or Non-Latino
Origin

COwhite
[IBlack/African American
[IBi-racial/multi-racial

CAsian _ !
[CINative Hawaiian or other Pacific Primary:
Islander Secondary:
[JOther:

[JHome Based
[CINot Previously Enrolled in Head
Start or Early Head Start

[CINot Affiliated with any Tribe

Language(s) spoken in the
child’s home?

Applicant’s Custodial Information:

[IDoes not apply in my situation
[JSole Custody

[JJoint Custody—both biological parents
[JJoint Custody—other; Explain:

[JFoster Care (Please explain and provide a copy with your
application)
Caseworker:

[JPhysical Custody: Explain who has legal custody:

Phone:

Is there a protection or restraining order regarding the child?
[INo [JYes (Please explain and provide a copy with your application)

Are there special visitation orders we should be aware of?
[INo [[JYes (Please explain and provide a copy with your application)

Household Composition: List the Primary Caregivers

Marital Status: | [ISingle [OMarried [Divorced [JSeparated [JWidowed [JOther:
Primary Adult Lives with Child: [] Yes [INo
First Name: Last Name: Are you employed:
Part time Full Time [_|Seasonall US Military-Active Dut
Date of Birth: Relationship To Child: ERetired = - y - A 4

Is Parent/Guardian a: [_]GTB Member

[Junemployed  []Self Employed [ IDisabled
Employer Name:

Are you attending school/job training:

[IMember of Another Tribe Clves [INo
Telephone Number/Contact Information: Highest level of education completed:
Home: Work: [J9" grade or less  []10" grade  []11" grade
. _ [IHigh School Graduate [ JGED  []Training Certificate
Cell Phone: Message: [IVocational  [JAssociates [ Bachelor [ IMaster's
E-Mail Address: [CJAdvanced  [Jother:
Primary Adult Lives with Child: [] Yes [INo
First Name: Last Name: Are you employed:
- - . - rParttime [JFull Time [Seasonally [JUS Military-Active Duty
Date of Birth: Relationship To Child: [Retired  [JUnemployed []Self Employed [ Disabled
i . Employer Name:
Is Parent/Guardian a: LJGTB Member ; Are you attending school/job training:
[CIMember of Another Tribe Clves [INo
Telephone Number/Contact Information: Highest level of education completed:
Home: Work: [J9" grade or less  []10™ grade  []11" grade
, ) [CJHigh School Graduate [JGED  []Training Certificate
fall:Fhane; Massage: [CIvocational  [JAssociates [ IBachelor [ JMaster's
E-Mail Address: [CJAdvanced ~ [Jother:

Other Household Member Information: Please list all other persons living within the home not listed above

First Name Last Name

Date of Birth Relationship to Child




Additional Information:

Is there anyone in your household currently pregnant'7 DNo DYes Due Date
Chil rovider Information: .

Will this chlld be cared for by someone other than you, in addltlon to partlc;lpatlng in thls program’? I:IYes‘ I:lNo
If yes, please complete the following information:

[CIChild Care Center [[JRelative's Home or at Child’s home by Relative Number of hours per day child
[CIFamily Child Care Home [JOther: care is needed
[CINeed assistance finding child care

‘Family:Resource Information:

Does your family receive any of the followmg types of services or flnanCIaI aSS|stance? (Check alI that apply)

[IMedicaid/Medicare [CISNAP/Bridge Card [[ICash Assistance (from DHS)

[CIWIC - County [CIChild Support [IChild Care Assistance (from DHS) (Tribal)
[CISupplemental Security Income (SSI) | [JState Disability Assistance (for yourself or | [JState Emergency Relief Programs
[IRefugee Assistance Program someone in your care) [CJother:

What is your current living arrangement/situation: [JOwn [JRent [Motel [OReceive Subsidized Housing
[Ishelter [JExperiencing homelessness—live with others because | have no alternative  [JLive with relatives/friends by choice
How long have you lived at this address: [JOther, Specify

in order to best meet the needs of your family, please indicate if your family receives or is in need of any of the following services:
Please write an “N” in the box by those services that you need or would like additional information, and write an “R” in the
box by those services that you are currently receiving.

|:|Crisis Assistance DMental Health DJob Training I:lBudgeting Information
|:|Food DLiteracy I:'Substance Abuse I:lDomestic Violence Services
|:|Housing |____|English as a Second Prevention DChiId Support Assistance
[:]CIothing Language DSubstance Abuse DHealth Education
Adult Education Treatment
I:ITransportation ) ) D Child Abuse/Nealect I:IAssistance o families of
D . : I:'Relationship/Marriage ; 9 Incarcerated Individuals
Parenting Education Education Services |:|
: Other:
DEmponment I___|Legal Assistance |:|Prenatal Edqcatlon

| Health, Nutrition & Developmental Information: -

Applicant’s Physician/Health Care Provider Name: Address o kﬂ k Dete of Last Exam:

Health Care Coverage Information:

[MMedicaid ID # [Icontract Health [[INo Health Care Coverage

[Private Health Insurance Policy #

Applicant’s Dentist/Dental Care Provider Name: Address: Date of Last Exam:
Dental Coverage Information: [INo Coverage [IMedicaid [IPrivate Insurance (please list):

Does the applicant have any health conditions such as: Allergies (to foods, medications, insect bites, seasonal, etc.), Diabetes, Asthma,
Seizures, or any other conditions? [JYes [[INo (If yes, medical documentation is needed)

If yes, please list and explain if there is a protocol for emergency intervention:

Does the applicant have any special dietary needs? [JYes [JNo Are they diagnosed by a health care professional? [IYes [No
If yes, please explain:

Do you have any concerns about your child’s development? []Yes [INo
If yes, please describe:

Was child born more than 3 weeks early or late? [IYes [INo
Child’s Birth Weight: Ib oz If yes, please explain:
Did the child’s mother visit the doctor LESS Did the child’s mother have any health problems during pregnancy or delivery of this child?
than 2 times during pregnancy? Cdves [No
[IYes [No If yes, please explain:

Has your child been diagnosed with a disability? [JYes [INo
If yes, please list:

Is the applicant receiving any special services or currently on an |IEP (Individual Education Plan) or IFSP (Individual Family Service Plan)? (i.e.,
medical, speech therapy, physical therapy, occupational therapy, early childhood special education, etc.)

[Yes [No

If yes, please describe and list name of provider:

Certification: | certify that this information is true. If any part is false, my participation in this agency's programs may be terminated and | may be subject
to legal action. | 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. | understand that this is an application only and does not guarantee enroliment into the Early Head Start/Head Start/GSRP

Programs.
ParentIGuardlan Slgnature Date:
FOR OFFICE USE ONLY
Interview compieted in person [ ] By phone |:|
Applicant interviewed by: Date: Birth Verified [lYes [No _ Income Verified CJYes [INo

Rev. 4/2019




GTB Benodjenh Early Head Start/Head Start/GSRP

LETTER OF UNDERSTANDING

Regarding attendance, illness, and emergency contact information
(Child’s Name)

L understand the following;:
(Parent/Guardian Name)

Early Head Start/Head Start/GSRP serves less than half of the eligible population. For every enrolled child,
there is at least one eligible child who will not be served due to limited space.

The Early Head Start/Head Start/GSRP programs cost me nothing, they are free of charge yet will provide my
child and family with over $10,000 worth of services.

Along with the privilege of being a part of these preschool programs comes my
responsibility to adhere to the following requirements of the Early Head Start/Head
Start/GSRP Programs:

* If my child must miss, I will notify program personnel as instructed in the parent
handbook. I understand that Head Start requires an average daily attendance rate of
85%.

* My child will be replaced by a child from the waiting list for excessive absences.

* In the event of illness, it is my responsibility to keep my child at home when they are
sick and/or have any of the symptoms listed on page 20 & 43-45 in the Parent Handbook.

* If my child becomes ill while at school, it is my responsibility to pick up my child or
make arrangements to have another person pick my child up from Early Head
Start/Head Start/GSRP within 30 MINUTES of being contacted.

* It is also my responsibility to keep my child’s emergency contact information up to
date and to provide phone numbers of at least two people who live in close proximity of
the Benodjenh Center who can be contacted to pick my child up in the event of an
illness/emergency when I cannot be reached.

Parent/Guardian Signature Date

Rev. 4/2020



GTB EARLY HEAD START, HEAD START & GSRP revised 4/2020
2600 N. Strongheart Way
Suttons Bay, MI 49682
(231)534-7650 / FAX (231)534-7583

CONSENT FOR PARTICIPATION

Expectant Mother’s Name:
I, the undersigned, hereby give permission to the Grand Traverse Band Early Head Start/Head
Start/GSRP Programs to:

PLEASE INITIAL:

Release and Obtain my health records to and from my primary care physician and dental care
provider

Obtain and share information regarding myself with DHHS.

Obtain and share information regarding myself with Health Department/WIC.
Obtain and share information regarding myself with GTB Behavioral Health Services.
Obtain and share information regarding myself with AFS.

Obtain and share information regarding myself with Pine Rest/Mental Health
Therapist/Consultant

Allow me to participate in Head Start’s Free Health Care Program
which could include all or some of the following:

*Immunization Clinic *Dental Examination

*Referrals to other agencies for Disabilities *Hearing and Vision Testing

*Height and Weight measurements * Hemoglobin & Blood Pressure
Screening

*Physical examinations

*Staff consultations regarding myself with Mental Health Consultant, Nutrition/Dietician
Consultant, and/or Nursing Consultant if needed.

To take photographs and/or videos of myself/family which may be used in

displays, recruitment, social media, Facebook or parent information text blasts (remind) or
other types of news/educational publications. Occasionally local news media may take
photographs or video of the children.

**This consent is valid for one year after the date signed. In signing this document, [ am fully aware of the items listed and
concur that the above consent is in the best interest of myself.

Signature of Parent/Guardian Date



CHILD INFORMATION CARD
GTB Early Head Start, Head Start & GSRP

***THIS FORM MUST BE COMPLETELY FILLED QUT AND SIGNED!!!***

Name of Child (last, first, middle int.) Name of Parents

Allergies, if any Address, number and street

Date of birth Home phone number City State | Zip Code
MI

1. Parents Location when child is in care Hours of Employment Phone Number

Address Number and Street City State | Zip Code
MI

2. Parents Location when child is in care Hours of Employment Phone Number

Address number and street City State | Zip Code
Ml

Persons other than the parent who are located within 30 minutes of the Benodjenh Center and can be
notified in an emergency situation when the parent is not available.

Name Relationship to Child Phone number (REQUIRED)
Address Number and Street City State | Zip Code

MI
Name Relationship to Child Phone number (REQUIRED)
c
Address Number and Street City State | Zip Code

MI

Names of persons other than parent to whom child may be released.

Name Name

Name Name

I Hereby give permission to the GTB Benodjenh Center to secure emergency medical and/or emergency surgical
treatment for the above named minor child in care. Non-emergency medical or elective surgical treatment is not included
in this authorization. This includes care by a physician or dentist and transportation to and from the source of emergency
treatment. This does not include the right to perform surgical operations without my further consent, except in the case of
emergency and when after an effort has been made to locate me I have been found unavailable.

Please indicate if your child has any of the following conditions which could be important in an emergency:

Severe Asthma Diabetes Allergic to Insect Bites Allergic to Medications Seizures
Other:
Signature of parent or guardian Date
Date of child’s most recent DTP (tetanus) shot: Name of Child’s Dentist:
Name of child’s Physician or health clinic Office Hours | Phone Number
Address number and street City State Zip Code
Hospital Preferred for medical treatment Health insurance policy and number

I hereby give permission to the GTB Benodjenh Center for my child to be transported in a vehicle and/or participate
in field trips.

Signature of parent or guardian Date

Revised 4/2020



GTB Benodjenh Early Head Start/Head Start/GSRP
2600 N. Strongheart Way
Peshawbestown, MI 49682 _
Phone: (231) 534-7650 Fax: (231) 534-7583

Transportation Information
To ensure that your child is picked up and dropped off at the proper place, please fill in the

correct following information:

Child’'s Name:

Address:

Phone Number:

3 Bus (Child MUST be at least 20 Ibs. AND 1 year old) Bussing for Early Head
Start is only available to children living on or near the reservation. The T.C. bus
run is only available to Head Start/GSRP children ages 3-5 years old.

| Parent will transport
If child will ride the bus, please complete the following:

Day Of The Week Morning Pick-Up Address Afternoon Drop-Off Address

Monday

Tuesday

Wednesday

Thursday
Please give directions to the location(s) your child will be picked up and/or dropped off:

If there are any changes in the above schedule, please contact the Benodjenh Center staff as soon as possible
at (231) 534-7650. If there is no one at your home or drop off site, your child will be brought back to the
Benodjenh Center and will be signed into the Child Care Program until you come in to pick them up. You will
then be charged for Child Care costs starting from the time that Early Head Start/Head Start/GSRP
ends until the time you sign your child out of Child Care. If you have any further questions or concerns,
please feel free to contact any of the Benodjenh Center Staff.

Rev. 4/2020



Return this completed form to: GTB Benodjenh EHS/HS/GSRP, 2600 N Strong Heart Way, Peshawbestown, MI 49682; 231-534-7650

Participant Enrollment Form
Instructions:
. List full name of participant enrolled in care
. Circle the typical days cach participant is in care

. List umes each participant is in care

+ Select the ethnicity of each participant using the following codes: H = Hispanic or Latino. N = Not Hispanic or Latino®

- Sclect one or more racial designations of each participant using the following codes: A/l = American Indian or Alaskan  Native. A = Asian. B - Black or African American. H Pl - Native Hawaiian or Pacific Islander, W
¢ p P & E

A..A.:.r._o:F,Enu_mu:amzucﬁmnmn: vm:mnmuuz:vﬁmﬁ.:wPdc:.c.f,i_:.n:.nﬁc
White*®

. Sign and date the form and return to your care center

Participant’s First and Last Name .A_.nw.m..n__nw“.___u ”MM”“N““M EQM,HMQ in Zanzmmnﬂ_”ﬂ”ﬂmnﬂ_%a (sirele Ethnicity Race
Mon Tues Wed Thu Fri Sat Break fast AM Snack  Lunch
Sin PM Snack . Supper  Evening Snack
Mon Tues Wed Thu Fri Sat Break fast AM Snack  Lunch
S PM Snack  Supper  Evening Snack
Mon Tues Wed Thu Fri Sat Breakfast AM Snack  Lunch
sun PM Snack  Supper  Evening Snack
Mon Tues Wed Thu Fri Sat Breakfast AM Snack  Lunch
Sl PM Snack  Supper  Evening Snack
* This information is voluntary. This will assist us in assuring the Child and Adult Care Food Program is administered in a nondiscriminatory manncr.
Adult/Parent’/Guardian’s Address - AdultParent/Guardian’s Phone Number

Signature of Adult/Parent/Guardian Date Signed

S:CACEPParsscapant Enrollment Form - 2111

¥ ok
L e ), should

MICHIGAN

“Education
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MICHIGAN
»iEducation
Michigan Department of Education

Child and Adult Care Food Program

Formula/Food Sign-Off Statement

Dear Parent,

Your childcare center participates In the Child and Adult Care Food Pragram (CACFP). The CACFP
is & chlld nutrition program of the United States Department of Agriculture (USDA). Chlldcare
centers are relmbursed a meal rate to help with the cost of serving nutritious meals to enrolled
children. The meals must meet CACFP meal pattern requirements for children and infants.

To meet CACFP requirements, this child care center offers formula and other required infant food
to all enrolled Infants. The iron-fortified infant formula(s) provided for Infants until they turn one
year of age is:

v

{Insert Name of Formula)
As the parent or guardian, you may decline the formula offered by the center and supply the
infant’s formula yourself. However, when your Infant turns one year of age, the center will begin
to provide milk and the other required food items to meet the meal pattern requirements for
toddler-age children.

To assist us In your Infant formula and food preferences, please complete the questions below by
checking one ttem each In the formula and solid food sections.

Please Chack Your Preferences:

Formula or Breast Milk: (check up to two)

O I want the center to provide formula for my infant.
Q I will bring iron-fortified infant formula for my infant.
Q I will bring expressed breast milk for my infant.

O I will come to the center to breast feed my infant,

Solid Food: (check one)

Q I want the center to provide solid food for my infant when s/he is developmentally ready
for It.

Q I will bring solid food for my infant when s/he is developmentally ready for it.

Infant’s Name: Birth date:

Parent/Guardian Signature: Date:

Non-Discrimination Statement
In accordance with Federal civil rights law and U.S. Department of Agriculture (USDA) civil rights regulations and policles, the USDA, Its
Agencies, offices, and employees, and institutions participating in or administering USDA programs are prohibited from discriminating based
on race, color, national origin, sex, disability, age, or reprisal or retallation for prior civil rights activity in any pragram or activity conducted
or funded by USDA, Persons with disabliities who require alternative means of communication for program Information (e.g. Braille, large
print, audiotape, American Sign Language, ete.), should contact the Agency (State or local) where they applied for benefits. Individuals
who are deaf, hard of hearing or have speech disabilities may contact USDA through the Federal Relay Service at (800) 877-8339,
Additlonally, program information may be made available In languages ather than English.

To file a program complalint of discriminatlon, complete the USDA Proara 1 Riscrimination Complaint Form, (AD-3027)
(http://www.ascr.usda,gov/complaint_Ffiling_cust.html) online, and at any USDA office, or write a letter addressed to USDA and provide in
the letter all of the Information requested In the form, To request a copy of the complalnt farm, call (866) 6329992, Submit your
completed forn or letter to USDA byt (1) mall: U.5. Department of Agriculture, Office of the Assistant Secretary for Civil Rights, 1400
Independence Avenue, SW, Washington, D.C, 20250-9410; (2) fax: (202) 690-7442; or (3) emall; program. ntake@usda.aoy, This
Institution is an equal opportunity provider,

SCACFP/Forms/Formula Food SIgn-Off Statement,
Rev, §/2017
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Early Childhood  Early Chittthood Health and Welineas Peshawbestown. M 49682
Natinnal Contars P: 231-534-7650

F:231-534-7583
Head Start Oral Health Form—Children

Patient Information

Child’s name Date of birth Parent‘s/guardian’s name Phone number

Address City State  Zip code

This practice is the child’s dental home: OYes CINo

: Cere_nt OralHealth Status

Does the child have any teeth with untreated decay? [1 Yes (decay) LI No (decay free)

Does the child have any teeth that have previously been treated for decay, including fillings, crowns,
or extractions? OVYes O No

Are there treatment needs? [ Yes, urgent O Yes, not urgent [ No treatment needs

Oral Health Care Services Delivered During Visit

Diagnostic/Preventive Services  Counseling/Anticipatory Guidance  Restorative/Emergency Care

Examination: OVYes CINo OvYes CINo Fillings: OYes OINo
X-rays: OYes ONo Crowns: OYes ONo
Risk assessment: [ Yes O No Referral to Specialty Care Extractions: OVYes ONo
Cleaning: OvYes TINo OvYes ONo Emergency care: O Yes ONo
Fluoride varnish: OYes ONo Other:

Dental sealants: [ Yes DO No {Please specify specialist) (Please specify)

Future Oral Health Care Services

All treatment completed: [1Yes [ No Next recall date: / (month/year)
More appointments needed for treatment? O Yes I No
If yes: Approximate number of appointments needed: ____ Next appointment: Date; _________ Time:

Additional Information for Parents, Head Start Staff, and Medical Providers

- Oral Health Provider’s Contact Information and Signature

Provider name (please print) Phone number Fax number
Practice name Address
Provider signature Date of service

This document was prepared under grant #90HC0005 for the U.S. Departiment of Health and Human Services, Administration for Children and Farnflies, Office
of Head Start, by the National Center on Early Childhood Health and Wellness, This publication is In the public domain, and ro copyright can be claimed by
persons or organizations.




Early Head Start/Head Start/GSRP
EPSDT/SCREENINGS/PHYSICAL EXAMINATION/ASSESSMENT-To Be Filled Out by
Your Chlld’s Physician.

AGE 1 MONTH THROUGH 5 YEARS

CHILD’S NAME: SEX: BIRTHDATE:

PARENT/GUARDIAN NAME AND ADDRESS: PHONE:

HEAD START CENTER NAME AND ADDRESS: GTB Early Head Start/Head Start/GSRP PHONE: (231) 534-7650
2605 N.W. Bay Shore Dr. FAX: (231) 534-7583
Suttons Bay, MI 49682

PART I: To be completed before and during Physical Examination/Assessment

1. RELEVANT HISTORY AND ADDITIONAL INFORMATION (from Health History, Parent/Teacher Observations. Also enter - Primary
Physician name and address if form will be sent to a different provider). .

2. SCREENING TESTS: All items are required by Head Start and recommended by the American Academy of Pediatrics for age 1 Month through
4 Year well child visits. At a minimum, check appropriate boxes in RESULTS/DATE column. Enter date lf done prekusly Provide camments on:
services needed, suspect or atypical results and reasons services were not performed.

TEST RESULTS / DATE C OMMEN TS

A.  Present Age Well Child Visit Age: [ 13-5days [ ]1m []2m
: C4mo J6mo [19mo []i2mo[ ]15mo
Yrs. Mos. C118mo[J24mo [[130mol 13 Yr [J4Yr [15Y
B. Immunization Review [1Up to date Immunizations given today:
[ lImmunizations Needed
[ IReview Not Performed
C.  History [Iperformed
[INot Performed
D.  Blood Pressure [ INormal [ JSuspeet [JAtypical
(Perform at 3 Yr., 4 Yr., and 5¥r.) [INot Performed
Height Weight BMI 1 BMI>90% or [ ] BMI<10%
(No shoes, to nearest 1/8 in.) [ Coneern []JNo Concern
Head Circumference (though 24 mo.) [INormal [ISuspect [1Atypical
[[INot Performed
F. Hearing [INormal [ JSuspect [ JAtypical
[INot Performed
G.  Vision (Test at Each Visit starting at 1 mo. - Must be [INormal [1Suspect [JAtypicat
Objective Test at 3 Yr. and 4 Yr,) [INet Performed
H. Developmental Assessment [INormal [1Suspect [JAtypicai
[INot Performed
I Autism Screening [INormal []Suspect [_|Atypical
(Perform at 18 & 24 mo.) [CINot Performed
Blood Lead (Perform at 12 & 24 Mo. If never [INormal DS?SPeCt [JAtypical
tested, perform between 3 Yv. and 5 Yr.) [CINot Performed
Hematocrit or Hemoglobin Hgb. [INormal [JSuspeet [JAtypical
(perform at 12 mo, risk assess Hct. [INot Performed
after 12 mos. with appropriate action )
L.  Cholesterol (Tesr High Risk child |_| High Risk CINormal [JSuspect [JAtypical
at 24 Mo. and 4 Yr,) [] Low Risk [INot Performed
M.  Dental Inspection [INormat [JSuspect [JAtypical
[INot Performed
N.  Nutritional Assessment [iNormal [JSuspect []Atypical
[INot Performed
O. Tuberculin (TB) Test! L] High Risk [ INormal [1Suspect [JAtypical
(Perform if High Risk) [ ] Low Risk [INot Performed
P. Interpretive Conference [CIPerformed
[INot Performed
ici i Performed
Q.  Anticipatory Guidance ] o ot Performad
R.  Injury Prevention [IPerformed




] | L INot Performed i

1.  Testing should be done upon recognition of high-risk factors. If results are negative but high-risk situation continues, testing should be repeated on an annual basis.

PARTII: To be completed by Health Care Provider During and After Physical Examination/Assessment

2. PHYSICAL EXAMINATION / ASSESSMENT: All items are required by Head Start and recommended by the American Academy of
Pediatrics for children age 1 month through 4 years. Please check appropriate columns (Normal for Age; Atypical; or Not Evaluated) and provzde
comments on: services needed, atypical results/scores; behavior/mental health problems and reasons for items not evaluated. - .

Normal Not COMMENTS (Use additional sheets if necessary.)
for Age Atypical Evaluated

A. General Appearance
B. Posture, Gait

C. Speech

D. Head

E. Skin

F. Eyes:

(1) External Aspects

(2) Optic Fundiscopic

(3) Cover Test
G. Ears:
(1) External & Canals
(2) Tympanic Membranes
Nose, Mouth, Pharynx
Teeth
Heart
Lungs
Abdomen (include hernia)
Genitalia
Bones, Joints, Muscles
Neurological / Social
(1) Gross Motor
(2) Fine Motor
(3) Communication Skills
(4) Cognitive
(5) Self-Help Skills
(6) Social Skills
Glands (Lymphatic/Thyroid)

===

a

=

o|z

Other

P.
Q. Muscular Coordination
R
S

. General Statement on Child’s Medical Status (Please note any allergies):

Should the child’s activity be restricted due to physical defect or illness? [ |Yes [ [No-If yes, check below and explain degree of restriction:
[IClassroom [_]Playground [ |Gym [_]Swimming []Sports [ ]Camp [ _]Other

|4. FINDINGS, TREATMENTS AND RECOMMENDATIONS

ABNORMAL FINDINGS / DIAGNOSIS TREATMENT PLAN RECOMMENDED FOLLOW-UP OR RESULTS DATE
PHYSICIAN NAME AND ADDRESS (PLEASE PRINT): : PHONE:
FAX:
Signature Date
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GTB Benodjenh Early Head Start/Head Start/GSRP Center

2600 N. Strongheart Way, Suttons Bay, MI 49682
Phone: (231) 534-7650  Fax: (231) 534-7583

Treatment: Upon acceptance into the program, a dental exam and any follow-up treatment
1s mandatory and not optional.

Referral is determined by what insurance coverage is in effect:

1. The following Clinics below accept Medicaid:

Dental Clinics North Mancelona Clinic
2600 LaFranier Rd., Suite B 205 Grove Street
Traverse City, MI 49686 Mancelona, MI 49659
(231) 932-7316 (231) 587-5068
Petoskey Clinic East Jordan Clinic
3434 M-119 Suite G 603 Bridge Street
Harbor Springs, MI 49740 East Jordan, MI 49727
(231) 348-3970 (231) 536-3000

** Any of these clinics can be reached by dialing 1-877-321-7070 (toll free)

2. For Tribal Members, the GTB Clinic also accepts Medicaid:

GTB Dental Clinic

2300 N. Stallman Rd.
Peshawbestown, MI 49682
(231) 534-7211

3. Private Insurance Coverage such as Blue Cross/Blue Shield:
Individual Dentists should be contacted.

4. GTB Contract Health Funding:

This funding is only available to GTB Tribal members. Any dental
appointments must be pre-approved by the GTB Contract Health
Office prior to scheduling. Please contact MaryJo McSauby at

(231) 534-7884, Stella Chippewa at (231) 534-7931, or Monica Anderson at
(231) 534-7210 for additional information.
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