
 

 

  
 
 
 

 
Thank you for your interest in Jefferson County Head Start! 

 
Head Start is a no cost, comprehensive, child-focused and family-centered preschool program 
for children ages 3-5.  A range of individualized services in the areas of education, early 
childhood development, medical, dental, mental health, nutrition, family support, and parent 
education and training is provided to eligible families. 
 
Children must be three years-of-age and not yet five years-of-age by October 1 of the calendar 
year in order to be enrolled. Families are encouraged to apply prior to child’s 3rd birthday and 
can be enrolled immediately upon child turning 3 years old. Families must reside in our service 
area, which is Jefferson County, excluding the city of Lakewood. Verification of residency is 
required. (City of Lakewood residents can call 303-987-2490 to apply for Lakewood Head Start.) 
 
All families must provide verification of income in order to qualify for the program.  Foster 
children, families experiencing homelessness, TANF recipients, and SSI recipients are also 
eligible for our program. Although the majority of our families are below the federal poverty 
guideline, we have over-income spaces set aside to serve children with special needs and other 
circumstances. Income is not our only criterion. We encourage all families to apply! 
 
Locations: 
Arvada – 5150 Allison St, Arvada, CO 
Wheat Ridge – 12725 W 42nd Ave, Wheat Ridge, CO 
 
Program Options: 

• Part Day sessions.  These classes are no cost, 3.5 hours and we offer both morning and 
afternoon sessions. 

• Extended Preschool Initiative Classrooms (EPIC).  These classes are 9 hours and have 
additional enrollment qualifications. There are fees associated with the extended day 
program, which operates past our Head Start hours.  In order to be considered for this 
program, families will need to fill out an additional application.   

 
Families must meet additional requirements in order to be considered for EPIC.  This includes: 
parents who are working or attending school full-time, children who are in Foster or Kinship 
care, families currently experiencing homelessness, families currently receiving TANF, and 
families who currently have an open CYF case. 
 
 

See the back of this page for application instructions. 
 
 



Revised 4/19/16 

Here’s How to Apply: 
 
Step 1: Call us, stop in, or visit us online to complete a preliminary application!   

http://jeffco.us/human-services/head-start/enrollment/  
This can also be done through PEAK at https://coloradopeak.secure.force.com/  

 
Step 2: Schedule an appointment with our eligibility team to determine eligibility 
 
To determine eligibility, this is what we will need: 

  Address Verification 
  Income Verification 
  Child’s Birth Certificate 

 
Before your child can start school, we will need: 

  Immunization Record 
 
Other Documentation requested before your child starts school: 

  Physical Exam completed within the last 12 months  
(if you do not have a current physical, our staff will work with you to obtain one within 
30 days of enrollment) 

  Dental Exam 
(if you do not have a current dental, our staff will work with you to obtain one within 90 
days of enrollment) 

 
Applications can be turned in at either of our locations, faxed to 720-898-0664, or emailed to us 
at HeadStart@jeffco.us.  If you have any questions, please call us at 720-497-7900.   
 

We look forward to meeting you soon! 
 
 

http://jeffco.us/human-services/head-start/enrollment/
https://coloradopeak.secure.force.com/
mailto:HeadStart@jeffco.us
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PRELIMINARY APPLICATION 

Child’s Information (Applicant) 
 
Child’s Name: _____________________________________________________________________________________ 
   First Name   Middle Name   Last Name(s)  
 
Date of birth: _________________________ Gender:    Male   Female 
 
Child’s primary language: ___________________________ Secondary language: ___________________________ 
 
Child’s Health Insurance:  

  Medicaid    CHP+    Private/Other ______________________      None 
 
Insurance Number: ______________________  
 
Child’s Race:        

  American Indian or Alaska Native    Asian      Black or African American      Multi-Racial   
  Native Hawaiian or Pacific Islander   White      Other: _____________________   

 
Child’s Ethnicity: 

  Hispanic or Latino   Non-Hispanic or Non-Latino 
 
Health or Developmental Concerns (please check all that apply)             No health or developmental concerns  

  Concerns about my child’s development    Has a chronic medical condition 
  IEP or IFSP (Diagnosed Disability)     Has a severe allergy (including food) 
  Speech/language       Dietary restrictions 
  Behavioral/emotional concerns     Will need medication at school 

 
Please explain all checked answers: _____________________________________________________________________ 

__________________________________________________________________________________________________ 

 
 

Household Information 
 
Living Address: _____________________________________________________________________________________ 
        City   State  Zip Code 
 
Mailing Address: ___________________________________________________________________________________ 
(If different)       City   State  Zip Code 
 

Phone Number Type Specify whose number this is 
   Cell       Home       Work     Other  

   Cell       Home       Work     Other  

   Cell       Home       Work     Other  

   Cell       Home       Work     Other  

   Cell       Home       Work     Other  



Revised 3/1/16 

Parent/Guardian #1   
 
Name: ____________________________________________________________    Date of birth: __________________  
       First Name      Middle Name  Last Name(s)  
 
Gender:    Male   Female Relationship to Child: __________________________ 

Primary language: ___________________________   Secondary language: ___________________________ 

Email Address: ______________________________________ 

Does this person live with the child?      Yes       No  

Does this person provide financial support for the child?      Yes       No 

Highest level of education completed: 
  Grade 9 or less     Grade 10     Grade 11     Grade 12    GED      High School Graduate 
  College Degree/Training Cert.    College or Advanced Training    Associate’s Degree  
  Bachelor’s Degree   Master’s Degree (or above) 

 
Employment Status (check all that apply): 
Currently employed   Unemployed       Currently enrolled in school   

 Full time           Currently seeking employment       Full time    
 Part time      Retired or Disabled      Part time 
 Seasonally      Not Employed (stay at home) 

 

Race:        
  American Indian or Alaska Native    Asian      Black or African American      Multi-Racial   
  Native Hawaiian or Pacific Islander   White      Other: _____________________   

 

Ethnicity:     Hispanic or Latino   Non-Hispanic or Non-Latino 
 

Parent/Guardian #2 
 
Name: ____________________________________________________________    Date of birth: __________________  
       First Name      Middle Name  Last Name(s)  
 
Gender:    Male   Female Relationship to Child: __________________________ 

Primary language: ___________________________   Secondary language: ___________________________ 

Email Address: ______________________________________ 

Does this person live with the child?      Yes       No  

Does this person provide financial support for the child?      Yes       No 

Highest level of education completed: 
  Grade 9 or less     Grade 10     Grade 11     Grade 12    GED      High School Graduate 
  College Degree/Training Cert.    College or Advanced Training    Associate’s Degree  
  Bachelor’s Degree   Master’s Degree (or above) 

 
Employment Status (check all that apply): 
Currently employed   Unemployed       Currently enrolled in school   

 Full time           Currently seeking employment       Full time    
 Part time      Retired or Disabled      Part time 
 Seasonally      Not Employed (stay at home) 

 

Race:        
  American Indian or Alaska Native    Asian      Black or African American      Multi-Racial   
  Native Hawaiian or Pacific Islander   White      Other: _____________________   

 

Ethnicity:     Hispanic or Latino   Non-Hispanic or Non-Latino 
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Family Information 
Which description best fits your family?  Please check only one. 

  Single-parent family    Grandparent/Relative of child   Foster family 
  Two parent family     Legal guardian of child    Other _______________________ 

 
Please list all other children living in your home: 

First Name Last Name Date of Birth Gender Relationship to Applicant 
    Male    Female  

    Male    Female  

    Male    Female  

    Male    Female  

    Male    Female  

    Male    Female  

    Male    Female  

 
Other Information 

How did you hear about Head Start? 
  Family, friends, word of mouth     Facebook or other social media 
  Mail or flyer left at my home     Community Agency: _____________________ 
  Poster or flyer: where? _____________    Child Welfare Agency 
  Jefferson County Head Start Website    Fair or event: ___________________________ 
  Other: ____________________________________ 

 
Is there anything else you would like us to know about your child or family?   

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

 
Due to program regulations, Jefferson County Head Start is only able to provide services to families that reside 
within Jefferson County, excluding the city of Lakewood.   
 
Jefferson County Head Start does not discriminate on the basis of race, color, national origin, sex, religion, age 
or disability in the provision of services. 
 
I certify that all information provided on this form is true to the best of my knowledge. 
 
Parent/Guardian Signature: _________________________________________   Date: _________________ 
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January 2016 
 
Dear Parents of Students in Colorado Child Cares and Preschools (School Year 2016-17), 
 
Immunizations are an important part of our children’s and the community’s health. Colorado law requires children 
attending a licensed child care or preschool to be immunized against certain vaccine-preventable diseases. The 
purpose of this letter is to remind parents about the need for back-to-school immunizations and to provide 
immunization information. The chart on page 2 shows which vaccines are required for child care and preschool 
attendance, along with recommended vaccines which provide more protection against vaccine-preventable disease. 
There are no changes to the vaccines required from the previous school year. It is helpful to share this letter with your 
child’s healthcare provider or your local public health agency (LPHA) where your child receives immunizations.  

 
Colorado follows the Centers for Disease Control and Prevention’s Advisory Committee on Immunization Practices 
schedule. This schedule is approved by the American Academy of Pediatrics, the American Academy of Family 
Physicians and the American College of Obstetricians and Gynecologists. This is the immunization schedule which 
will best protect your child from vaccine-preventable diseases and is the national standard for health care providers 
who vaccinate your children.  
 
Starting July 1, 2016, parents/guardians seeking non-medical (religious or personal belief) exemptions for pre-

kindergarten children attending child care or preschool must submit non-medical exemption forms at each age when 

required vaccines are due: 2 months, 4 months, 6 months, 12 months and 18 months of age. Medical exemptions only 

need to be submitted once and require the signature of your child’s doctor or advanced practice nurse. To submit a 

non-medical or medical exemption, go to www.colorado.gov/vaccineexemption and follow the instructions. Children with 

an exemption may be kept out of child care or preschool during a disease outbreak.  
 
Parents may have questions or want more information about children’s immunizations and vaccine safety. Resources 
for parents about the safety and importance of vaccines are available at:  www.ImmunizeForGood.com and 
www.colorado.gov/cdphe/immunization-education.  
 
Colorado law requires child cares and preschools to provide school-level immunization and exemption information to 
the Colorado Department of Public Health and Environment (CDPHE) by December 1, 2016. Immunization and 
exemption rates for most child cares and preschools will be posted on the CDPHE website as soon as they are verified.  
Many parents, especially those with children who can’t be vaccinated due to a medical issue, may want to know which 
schools are best protected against vaccine preventable disease.    
 
Please discuss your child’s vaccination needs with your child’s healthcare provider or LPHA and bring your child’s 
updated immunization records to school each time your child receives an immunization. To find your LPHA or learn 
about free or low cost vaccines, call the Family Health Line at 1-303-692-2229 or 1-800-688-7777.  For questions about 
school immunization requirements, please contact your school. 
 
 
Sincerely, 

 

 
Jamie D’Amico, RN, MSN, CNS  
CDPHE Immunization Branch - Schools and Community Coordinator 
303-692-2957 | jamie.damico@state.co.us 
www.coloradoimmunizations.com  

http://www.colorado.gov/vaccineexemption
http://www.immunizeforgood.com/
https://www.colorado.gov/cdphe/immunization-education
mailto:jamie.damico@state.co.us
http://www.coloradoimmunizations.com/


 

 Five doses of DTaP vaccines are required at school entry in Colorado unless the 4th dose was given at 48 months of age or older (i.e., on or after the 
4th birthday) in which case only 4 doses are required.  There must be at least 4 weeks between dose 1 and dose 2, at least 4 weeks between dose 2 
and dose 3, at least 4 months between dose 3 and dose 4, and at least 6 months between dose 4 and dose 5.  The final dose must be given no sooner 
than 4 years of age (dose 4 may be given at 12 months of age provided there is at least 4 months between dose 3 and dose 4). 
 

 Four doses of Polio vaccine are required at school entry in Colorado. There must be at least 4 weeks between dose 1 and dose 2, at least 4 weeks 
between dose 2 and dose 3, and at least 6 months between dose 3 and dose 4.  The final dose must be given no sooner than 4 years of age. A 4th dose 
is not required if the 3rd dose was administered at age 4 years or older and at least 6 months after the 2nd dose.  

+ The first dose of MMR, vaccine given more than 4 days before the 1st birthday is not a valid dose and cannot be accepted. ACIP recommends that the 

1st dose of MMR be given between 12 -15 months of age. The student is out of compliance if no record of MMR at 16 months of age. 

 The number of Hib doses required depends on the child’s current age and the age when the Hib vaccine was administered. If any dose is given at or 
over 15 months, the Hib requirement is met. For children who begin the series before 12 months, 3 doses are required, of which at least 1 dose must 
be administered at, or over, 12 months. If the 1st dose was given at 12 to 14 months, 2 doses are required. If the student’s current age is 5 years or 
older, no new or additional doses are required. The number of doses and the intervals may vary depending on the type of Hib vaccine.  

 

 The Hep B vaccine is the only immunization that can be given as a birth dose. The 2nd dose of Hep B is to be given at least 4 weeks after the 1st dose; 
3rd dose to be given at least 16 weeks (4 months) after 1st dose; and last dose to be given at least 8 weeks after 2nd dose and at (24 weeks) almost  6 
months of age or older.   

* If a child has had chickenpox disease and it is documented by a health care provider, that child has met the Varicella requirement.  Varicella given 
more than 4 days before the 1st birthday is not a valid dose and cannot be accepted. ACIP recommends 1st dose between 12 – 15 months. The student 

is out of compliance if the 1st dose is not given at 16 months of age. 

~ The number of doses of PCV13 depends on the student’s current age and the age when the 1st dose was administered.  If the 1st dose was administered 

between 2 to 6 months of age, the student will receive 3 doses (2, 4 & 6 months) at least 4 -8 weeks apart, and booster dose between 12 – 15 months, 
at least 8 weeks after last dose.  If started between 7 to 11 months of age, the student will receive 2 doses, at least 8 weeks apart, and a booster 
dose between 12 to 15 months of age.  If the 1st dose was given between 12 to 23 months of age, 2 doses, at least 8 weeks apart, are required.  Any 
dose given at 24 months through 4 years of age, the PCV vaccine requirement is met.  No doses are required once the student turns 5 years of age.   

 
 

 

 
1. This chart is a “guide” for childcare providers or parents/guardians to determine which vaccines children are 

required to have in order to be in compliance with state immunization requirements. Select the appropriate age 
range for the student from the left hand column. The number of required doses is located in each of the columns 
and vaccines are listed across the top of the page.  Review the student’s immunization record with this chart to 
make sure they have at least the number of doses required. Colorado Board of Health has accepted the Advisory 
Committee on Immunization Practices (ACIP) schedule for those immunizations already “required” for attendance. 
Immunizations that are not required but recommended include: Rotavirus, Hepatitis A and Influenza vaccines.  

2. Please follow the ACIP Immunization Schedule for specific guidance at: www.coloradoimmunizations.com, and click on 
Immunization Schedules.  

3. If the student does not have the minimum number of doses, the parent/guardian is to be directly notified (in 
person, by phone, or by mail) that their child does not have the required minimum number of vaccine doses. 
Within 14 days of direct notification, the parent/guardian is to obtain the required vaccine(s) or makes a plan to do 
so providing written documentation of that plan.  

4. Colorado law allows for medical exemptions to be signed by a healthcare provider and non-medical exemptions 
(religious or personal) to be submitted by a parent/guardian.   

 

 

 

 

 

 

 

Age of 
Child 

# of required 
doses 

DT, DTP, or 
DTaP 

Diphtheria, 
Tetanus and 

Pertussis 

# of 
required 

doses 
IPV 

Polio 

# of 
required 

doses 
MMR 

Measles, 
Mumps and 

Rubella 

# of required 
doses 
Hib 

Haemophilus 
influenzae 

type b 

# of 
required 

doses 
Hep B 

Hepatitis B 

# of required 
doses 

Varicella 
Chickenpox 

# of required 
doses 
PCV13 

Pneumococcal 
Disease 

By 1 mo. - - - - 1✍ - - 

By 3 mos. 1 1 - 1 2✍ - 1~ 

By 5 mos. 2 2 - 2 2✍ - 2~ 

By 7 mos. 3 2 - 3/2 2✍ - 3/2~ 

By 16 mos. 3 2 1+ 4/3/2/1 2✍ 1* 4/3/2~ 

By 19 mos. 4 3 1 4/3/2/1 3✍ 1 4/3/2~ 

By 2 years 4 3 1 4/3/2/1 3✍ 1 4/3/2/1~ 

By K Entry 5/4 4/3 2  3✍ 2 - 

http://www.coloradoimmunizations.com/
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Child Health History: 

History of birth injury, abnormal growth/development, congenital 
defects? _____________________________________________ 

____________________________________________________ 

Significant acute or chronic medical problems? _______________ 

_____________________________________________________ 

Significant behavior/emotional concerns?____________________ 

_____________________________________________________ 

Special diet requirements? _______________________________ 

_____________________________________________________ 

Any concerns regarding child’s growth or weight?_____________ 

_____________________________________________________ 

Do the child’s activities need to be modified because of the above 
or other circumstances?_________________________________ 

_____________________________________________________ 
 

 

 

JEFFERSON COUNTY HEAD START 
Serving Jefferson, Clear Creek, Gilpin, and Park counties 

PHYSICAL EXAMINATION  

 
 
 

 
 

 

   
 

  
 

       
      
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

 
 

 
 
 

 
 
   
 
 
 
 
 
 
 

 

Immunizations given today: _______________________________ 

If immunizations were given today, a signed Colorado 

Certificate of Immunization must be submitted to Jefferson 

County Head Start with this evaluation. 

 
 
 

Allergies: 

CHILD’S NAME:  CENTER/CLASS: BIRTHDATE: 

Current Medications: 

PARENTS/GUARDIANS:  Your doctor may require this release of information for their records. 
As parent/guardian of the above named child, I authorize the mutual exchange of the below confidential information between 
Jefferson County Head Start and the clinic/provider completing this form. 

Signature:       Date: 

 
Development: Circle any areas of concern 

Adaptive/Cognitive      Language/Communication 

Gross Motor        Social/Emotional         Fine Motor 

 N A   
Behavior □ □ _____________________ 
Mental Health □ □ _____________________ 

Physical:  N A  N A 
General appearance □ □ Chest □ □ 
Skin □ □ Lungs □ □ 
Head □ □ Cardiovascular/Pulses □ □ 
Eyes (Cover/Uncover) □ □ Abdomen □ □ 
Ears □ □ Genitalia □ □ 
Nose □ □ Spine □ □ 
Oropharynx/Teeth □ □ Extremities □ □ 
Neck □ □ Neurologic □ □ 
Nodes □ □ Gait □ □ 

Describe abnormal findings and comments: 
_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________ 

 

Temp ________ Pulse ________ BP______/______ Height _______%_______ Weight _______%_______ BMI _________ 

______ 

(initial) 

I hereby certify that the above named child is in 
good health and is of normal physical and 
emotional maturity for age except as already noted. 
The child may fully participate in the program. 
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SIGNATURE OF HEALTH CARE PROVIDER: 

EXAM DATE: NEXT EXAM: 

NAME OF CLINIC/OFFICE (PLEASE PRINT): 

PHONE NUMBER: 

 

TO BE COMPLETED BY HEALTH CARE PROVIDER 

IS THIS THE CHILD’S MEDICAL HOME?  □ YES  □ NO 

*****All Head Start students are required to follow the EPSDT 
standards for Medicaid regardless of insurance type*****  

If blood lead level was done at 9-12 & 24 months and HGB/HCT was done before 
this exam, we can use those results. 

 

Has this child ever received a blood lead test? □ Yes  □ No  

Date of test:  _________ 

Results:   _____mcg/dL    □ Normal   □ Abnormal 

Has this child ever received a hemoglobin test? □ Yes  □ No  

Date of test:  _________ 

Results:   ____gm/dL or ____%    □ Normal   □ Abnormal 

TB Risk Assessment 

          Risk? □ Yes  □ No 

TB skin test?   □ Yes  □ No 

Results           □ Negative  □ Positive 
 

 

FAX NUMBER: 

 



 
 
Dear Provider, 
 
Head Start Federal Performance Standards mandate that certain medical tests are done 
that you may not do on a regular basis at yearly physicals.  All of our students are 
required to follow the EPSDT standards for Medicaid regardless of insurance type.   
These tests include a  
• Hematocrit or Hemoglobin at ages 3 & 4-5 
• Tb test for high- risk populations (determined by the physician).    
• Lead test – CMS (Centers for Medicare & Medicaid Services ) requires that “all 

Medicaid-eligible children receive a screening blood test at 12 months and 24 months 
of age.  Children between the ages of 36 to 72 months must also have a screening 
blood test if a lead toxicity screening has not been previously conducted. For cases 
where a blood "finger stick" test result is equal to or greater than 10ug/dL, the result 
must be confirmed through a venous blood draw”.   Please provide us with the results of 
any previous lead tests. 

Please assist us in assuring that your patients get these tests completed at their physicals 
so that they do not have to schedule an extra visit. 
 
Thank you, 
 
 
Cat Nash BSN, RN 
Jefferson County Head Start 
Ph: (720) 497-7909 
Fax: (720) 898-0664 
cnash@jeffco.us 
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 M
:\H

eadStart\M
aster Form

s and Tem
plates\CU

R
R

EN
T FO

RM
S\H

-D
ental H

ealth Evaluation.doc                                         
 

 
 

 
 

 
Revised 4/22/13 

JEFFERSO
N

 CO
U

N
TY H

EA
D

 STA
RT 

Serving Jefferson, Clear Creek, G
ilpin, and Park counties 

D
EN

TA
L H

EA
LTH

 EVA
LU

ATIO
N

 

C
H

IL
D

’S N
A

M
E

: 
 

B
IR

TH
D

A
T

E
: 

C
E

N
T

E
R

/C
L

A
SS: 

 
 

D
ate of E

xam
: ____________ 

R
outine E

xam
 □

 
Follow

 U
p T

reatm
ent □

 
Prim

ary D
ental H

om
e □ Y

E
S □ N

O
 

             
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
   

  

Signature of Provider: ______________________________ C
linic N

am
e: ______________________________D

ate: ______________________ 
 

A
ddress: _________________________________ Phone: ______________________ Fax: ______________________ 

 

Preventative care R
eceived today: 

C
om

m
ents: 

□ C
leaning  

□ Fluoride A
pplication  

□ Sealants 

 

O
ral H

ealth Status: 
C

om
m

ents: 
□ N

o O
ral health disease  

□ A
ctive oral health disease  

     □ C
avities (#____________________)  

 

T
reatm

ent R
eceived T

oday: 
C

om
m

ents: 
□ R

estoration(#____________________) 
□ Extraction (#____________________) 
□ A

ll restorative treatm
ent com

pleted  

 

T
reatm

ent N
eeded at N

ext V
isit: 

□ N
o treatm

ent needed, recall in 6 m
onths  

□ Preventative C
are (ex. Sealants)  

□ R
estoration  

□ Extraction  

A
pproxim

ate num
ber of visits needed: (#_________) 

D
ate of next appointm

ent: ______________________ 

R
eferrals: 

□ N
eeds referral to pediatric dentist 

□ N
eeds treatm

ent under general anesthesia 
□ N

eeds referral to other dental specialist 
R

eferred to: 
N

am
e: ____________________________Phone N

um
ber: ________________A

ppointm
ent D

ate: ______________ 
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