NICAO – Early Childhood Programs

Additional Information for Preschool Application

Child’s Name: ______________________________________________ Classroom: _____________________

Applicant Health Information

Doctor: ______________________________  Address: ____________________  Phone: _________________

Dentist: ______________________________ Address: ____________________  Phone: _________________

Health Insurance Information: 

 FORMCHECKBOX 
 Private Insurance     FORMCHECKBOX 
 Hawk I     FORMCHECKBOX 
 Medicaid -  # ___________________   FORMCHECKBOX 
 None   




   FORMCHECKBOX 
 Are you interested in information on the Hawk I program?

Does the child have any chronic health problems? (check all that apply): 

 FORMCHECKBOX 
 Asthma



 FORMCHECKBOX 
 Epilepsy


 FORMCHECKBOX 
 Pneumonia

 FORMCHECKBOX 
 Stomach disorder
 FORMCHECKBOX 
 Colds/Upper respiratory infections
 FORMCHECKBOX 
 Diabetes


 FORMCHECKBOX 
 Headaches

 FORMCHECKBOX 
 Joint Pains
 FORMCHECKBOX 
 Sore throats



 FORMCHECKBOX 
 Ear Aches


 FORMCHECKBOX 
 Heart trouble
 FORMCHECKBOX 
 Tonsillitis

 FORMCHECKBOX 
 Other: ______________________

Has your child had any of the following?
 FORMCHECKBOX 
 Chicken Pox



 FORMCHECKBOX 
 Measles


 FORMCHECKBOX 
 Rheumatic fever
 FORMCHECKBOX 
 Hepatitis
 FORMCHECKBOX 
 German measles


 FORMCHECKBOX 
 Mumps


 FORMCHECKBOX 
 Scarlet fever

 FORMCHECKBOX 
 Poliomyelitis
 FORMCHECKBOX 
 Other ______________________
To your knowledge, is there any family history (on either side of the family) of: 

 FORMCHECKBOX 
 Speech problems
 FORMCHECKBOX 
 Hearing problems

 FORMCHECKBOX 
 Learning problems
 FORMCHECKBOX 
 Cerebral palsy
 FORMCHECKBOX 
 Diabetes

 FORMCHECKBOX 
 Mental retardation

 FORMCHECKBOX 
 Epilepsy

 FORMCHECKBOX 
 Other: _______________________


Is yes to any of the above, please explain: _______________________________________________________________

Does your child have any non food allergies?  FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes

If yes, please describe what they are allergic to and how they react: ___________________________________

Does your child have any food allergies?  FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes
.  If yes, please list what foods? ________________
 If yes, have these allergies been diagnosed by your physician?  FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes

 * If yes, additional documentation will be required from your family physician. (we will mail you a form to take to your doctor to complete)
Child’s Birth History
(This information is useful as it relates to your child’s development) 
Child’s Birth length: _______________
Child birth weight: ______________________

Health of mother during pregnancy?  FORMCHECKBOX 
 Good
 FORMCHECKBOX 
 Fair
 FORMCHECKBOX 
 Poor

Did mother take anything, other than vitamin or laxatives, during pregnancy?  FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


If yes, please list: ______________________________________________________________

Did mother smoke during pregnancy?  FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Did mother use alcoholic beverages or drugs during pregnancy?  FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If yes, please list: ______________________________________________________________
Was the pregnancy:  FORMCHECKBOX 
 Easy
 FORMCHECKBOX 
 Difficult

Was the child:  FORMCHECKBOX 
 Full term
 FORMCHECKBOX 
 Premature
 FORMCHECKBOX 
 Later than expected

What type of delivery was it:  FORMCHECKBOX 
 Vaginal
 FORMCHECKBOX 
 C-section

Was labor induced?  FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Where there any complications?  FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes

Comment: ___________________________
Did the child have any injuries, marks or malformations?  FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes
 Comment: ____________________

Other Parent Information: 

Is there another parent that is not in the home?   FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


If yes, please complete below: 


Name: _______________________________  Address: ____________________________________


Phone: ___________________


Is there a NO CONTACT order in place?
 FORMCHECKBOX 
 Yes

      FORMCHECKBOX 
 No

Please send in a copy of  custody orders and no contact orders. 

Emergency Contact Information
	Name
	Relationship
	Address
	Phone
	Ok to contact if we can not reach parent?
	Ok to release child to this person?

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Information on other adults in Household:

Name _______________________________________________________________  Birthdate: _____________  
Relationship to child: _________________________________________________________________________

Name _______________________________________________________________  Birthdate: _____________  

Relationship to child: _________________________________________________________________________

Information on other children in Household

Name __________________________________  Birthdate: _______________  Gender:______ Race: _______ 
Relationship to applicant: _____________________________________________________________________ 

Name __________________________________  Birthdate: _______________  Gender:______ Race: _______ 

Relationship to applicant: _____________________________________________________________________
Name __________________________________  Birthdate: _______________  Gender:______ Race: _______ 

Relationship to applicant: _____________________________________________________________________
Name __________________________________  Birthdate: _______________  Gender:______ Race: _______ 

Relationship to applicant: _____________________________________________________________________
