
     Tioga Opportunities, Early Childhood Services 
 (Head Start and Pre‐K) 

    Student Application/Information Form 
 

 

 
 
 
 

 
 

Student Name: ________________________________________________________________________Sex________ 
                               (first)                                          (middle)                                           (last)                                                              (jr, sr, II, etc)                             (M/F)        
 
Birthdate: ______________________        School District: ________________________________________________ 
                                 (mm/dd/yyyy)          
 
Student Residential Address:  _______________________________________________________________________ 
 
City/Town:______________Zip Code:________ Home Phone:_________________  Alternate Contact:______________    
 
Mailing Address (If different then residential address):____________________________________________________  
 

Primary Language:  Ethnic Origin:   __ 1 American Indian   __2 African American   __ 3 Asian    
  __ 4 Hispanic    __5 Caucasian  __ 6 Nat. Hawiian/Pacific Islander  __7 Other   __Undeclared 
 
Please attach a copy of your child’s birth certificate. 

PARENT/GUARDIAN #1        Check if the same address 
Name:___________________________________________________DOB:____________________ 
Street:___________________________________________________________________________ 
City:______________ State:________ Zip Code:_________ Home Phone:______________________ 
Work Phone:____________ Cell Phone:_____________ Living with Student? ____Yes/No________ 
Email Address (optional):____________________________________________________________ 
 
PARENT/GUARDIAN #2         Check if the same address 
Name:___________________________________________________DOB:____________________ 
Street:___________________________________________________________________________ 
City:______________ State:________ Zip Code:_________ Home Phone:______________________  
Work Phone:_____________ Cell Phone:____________ Living with Student? ____Yes/No________ 
Email Address (optional): ___________________________________________________________ 
 
Those designated below are authorized to pick up my child from school in an emergency: 
Name: __________________________________________________   Relationship: _______________________   
Home Phone:__________________ Work Phone:__________________ Cell Phone:_______________________ 
 

Name: __________________________________________________   Relationship: _______________________   
Home Phone:__________________ Work Phone:__________________ Cell Phone:_______________________ 
 
Other people in the household: 
Name: ______________________________  Sex:______ DOB________ Relation:  __________________________ 
Name: ______________________________  Sex:______ DOB________ Relation:  __________________________ 
Name: ______________________________  Sex:______ DOB________ Relation:  __________________________ 
Name: ______________________________  Sex:______ DOB________ Relation:  __________________________ 
Name: ______________________________  Sex:______ DOB________ Relation:  __________________________ 
Name: ______________________________  Sex:______ DOB________ Relation:  __________________________ 

Receive Mailings?

YES/NO 
 

Relationship to Student? 
 

______________________ 

Receive Mailings? 

YES/NO 
 

Relationship to Student? 
 

______________________ 

Return Application to: 
Tioga Opportunities Early 

Childhood 
1277 Taylor Rd 

Owego, NY 13827 
687‐5888 or 1‐866‐687‐5888 

What opportunities do you want your child considered for? 
__ Head Start (Candor, Newark Valley, Owego‐Apalachin, Tioga Central, and Waverly School Districts) 
__ Pre‐K (Owego‐Apalachin or Newark Valley School Districts Only) 
__ Either Head Start or Pre‐K (Owego‐Apalachin or Newark Valley School Districts Only)



Name: ______________________________  Sex:______ DOB________ Relation:  __________________________ 
Please note: The following questions are asked to help us meet the requirements that our enrollment opportunities are made available to children with and without 
disabilities.  Your response is voluntary, and the information about your child is confidential. 
 

Put an X in the column that best describes how your child is doing in each area of development. 
Area of Development  My child is 

doing OK 
I’m a little 
worried 

Motor Skills     
Understanding and Thinking Skills     
Speech/Language Skills     
Social/Emotional Skills     
Vision     
Hearing     

Does your child receive any of the following services?  (Check all that apply) 
 Speech Therapy     Provider: ________________    Occupational Therapy       Provider: __________________________ 
 Physical Therapy   Provider: ________________     Play Therapy                   Provider: __________________________ 
 Special Instruction/Special Education Itinerant Teacher (SEIT)  Provider: __________________________________ 

 
If your child will be picked up or dropped off at another address, please fill out below: 
Name and Address:__________________________________________________________________________________ 
Phone:____________________________________     Hours your child is at this address:__________________________ 
 
Income Statement – Please fill out all that applies and send documentation of income. 
SSI                               $                      Monthly                                                                                      
Social Service TANF Grant  $__________     How Often ‐ 1 X Month          2 X Month 
Social Service Safety Net Grant   $__________  How Often ‐ 1 X Month          2 X Month 
Unemployment     $__________   Weekly                        
Child Support      $__________  How Often ‐ Weekly          Monthly 
1040 Adjusted Gross Income  $__________   Previous Year                                    

Other: ________________________________________________________________________ 

Current Employment:  Below give gross amount (Before Deductions) of 4 most recent pay stubs and send verification. 
1st Job       
Who is employed:                                                         Place of Employment: _____________________       
Type of Work: ____________________________     How Often Paid? _________________________ 
Date Of Check__________  Gross Pay $__________  Date Of Check __________  Gross Pay $__________             
Date Of Check  _________  Gross Pay $__________   Date Of Check __________  Gross Pay $__________             
 

2nd Job  
Who is employed:                                                          Place of Employment: ______________________        
Type Of Work: ____________________________    How Often Paid? __________________________ 
Date Of Check  __________  Gross Pay $__________  Date Of Check  __________   Gross Pay $__________  
Date Of Check  __________  Gross Pay $__________  Date Of Check  __________   Gross Pay $__________  
Do you receive any of the following? 

Food Stamps    Other TANF Services   Medicaid    
Child Care Subsidy    WIC        Child/Family Health Plus 

 

Assurance of Confidentiality: The information on this form is being requested on a voluntary basis.  It will help us to determine 
your Child’s eligibility for Early Childhood Services and to prioritize your application. Some of the information provided may be 
used to help plan National program initiatives. All information supplied will be held in strict confidence. 
 

I certify the information provided in support of this application is accurate and truthful to the best of my knowledge. And if I 
misrepresent my circumstances, then Early Childhood Services has the right to not provide or discontinue services. 
 
Signature of Parent/Guardian: _________________________________________  Date:___________________ 
Signature of Parent/Guardian:_________________________________________   Date:___________________ 

Does your child have a diagnosed disability or health 
condition?     __ yes                __ no 
 
If yes, what is the diagnosis?_____________________ 
____________________________________________ 
Name of doctor or agency who diagnosed your child? 
____________________________________________ 


