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Child’s Name: ________________ 
DOB: _________________________Doctor: ____________________ 

EHV: _________________________Dentist: ___________________ 

FDOA: ________________________Soonercare: Yes or No________ 

45 Day: _______________________ 

90 Day: _______________________ 

45 or 
90  

Document Date 
Completed 

Date 
Received 

Results Expires Updates: 

45 ASQ-3      
45 ASQ-SE      
45 Hearing       
45 Vision      
45 Speech      
45 Ht/Wt  Ht: _________ Wt: _________ 

Feb Ht/Wt  Ht: _________ Wt: _________ 
90 Physical      

 EHS WCC      
 EHS WCC      
 EHS WCC      
 EHS WCC      

90 Hgb/Hct      
90 12 m Lead      
90 24 m Lead      
90 Dental      

 

IFSP: __________ 

IEP: __________ 
  *This form to be placed in the front, outside cover of the child folder. 
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Crossroads Head Start/Early Head Start 
 

2022-2023  

Child Folder 
 

Place the following information behind this page in order as follows: 
 

□ Head Start/Early Head Start Sign-in Sheet 

□ Enrollment Home Visit Checklist 

□ Center/Home Visit Checklist 

 □ Year One 

□ Year Two 

□ Year Three 
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Crossroads Head Start/Early Head Start 
Child Folder Instruction Sheet for Staff 

 

 
The Child Folder was designed to meet requirements set forth by federal law as 
published in the Head Start Program Performance Standards. 
 

Instructions: 
 

This section of the Child Folder is designed to collect history data in the areas of health, 
nutrition, mental health, and disabilities.  This child folder is divided into 9 major 
sections: Application, Family/Child History, Nutrition, Medical Information, 
Authorizations, Social Services, Disabilities, Education, Progress Notes Section, and the 
Transition Section. 

1. Information in these sections is to be completed at the first initial enrollment home 
visit by interviewing the parent/legal guardian. 

2. All information obtained is to be kept confidential and in a locked file cabinet. 
3. All sections must be completed in BLACK INK ONLY. 
4. If an error is made, draw a line through the words, which are incorrect and initial 

above. 
5. Important Note: A child who is not living with his/her biological parent(s) must have 

on file a notarized letter or other legal documentation indicating guardianship/legal 
custody. 

6. Only the child’s legal guardian is allowed to sign consent forms for health services. 
7. If a child is in foster care, the foster parent will provide a copy of the guardianship 

agreement which will enable the assigned guardian to enroll the foster child into the 
Head Start/Early Head Start program. 

8. Before services can begin, the parent/legal guardian must sign informed consent. 
9. Any exception to this must be approved by the Program Director/Assistant Program 

Director and documented in writing in within this booklet. 
 

The Consent for Head Start/Early Head Start Services on the following page must be 
READ to the parent/legal guardian to be considered informed consent. 
 
The parent/legal guardian must then sign the Consent for Head Start/Early Head Start 
Services prior to the child’s first date of attendance in the program. 
 
No information contained within this folder may be released to any person/entity 
other than Head Start/Early Head Start without prior written permission of the 
parent/legal guardian. 
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Crossroads Head Start/Early Head Start 

Confidential Folder Sign-In Sheet 
 

Child’s Name: ____________________ Center: ______________ If Transfer/Location: ______________ 

Birthdate: ____________________ Room #: ____________________ Drop Date: __________________ 

All Persons Accessing this Folder MUST Sign Below (excluding teaching staff/parents) 

Date Signatures Reason for Visit 
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Crossroads Head Start/Early Head Start 

Confidential Folder Sign-In Sheet 
 

Child’s Name: ____________________ Center: ______________ If Transfer/Location: ______________ 

Birthdate: ____________________ Room #: ____________________ Drop Date: __________________ 

All Persons Accessing this Folder MUST Sign Below (excluding teaching staff/parents) 

Date Signatures Reason for Visit 
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Crossroads Head Start/Early Head Start 

Enrollment Home Visit Checklist 

Child’s Name: __________________________________Classroom: _________________ 

√ Check each item as discussed.  Parent/Guardian and staff must sign upon completion. 

Forms to be filled out and signed: 
_____Emergency Contact Card 
_____Authorization for Emergency Care to Minors 
_____Child Folder 
_____CACFP Enrollment Form 
_____Completed, Signed Application 
_____Release of Information for ANY evaluation for a suspected disability not on file. 
 
Discuss information regarding the following topics with each family: 
_____High Scope Curriculum, Child Observation Record (COR) Assessment, COR Advantage Booklet 
_____Portfolio 
_____Education/Transition Conferences 
_____Daily Attendance and its Importance 
_____Classroom Rules and Guidance Policy 
_____Daily Routine 
_____Lesson Plan, Parent/Staff Education and the Family’s Roll in the Education Process 
_____School Readiness and the Achievement Gap 
_____Volunteer Opportunities 
_____Literacy Program/Education Packets 
_____Parent Meetings 
_____Cluster Meetings 
_____Parent Committee and Policy Council 
_____ASQ Database and how parents can participate 
Year One:  
Parent/Guardian Signature: ____________________________________ Date: ____________________ 

Staff Signature: ______________________________________________ Date: ____________________ 

 

Year Two:  
Parent/Guardian Signature: ____________________________________ Date: ____________________ 

Staff Signature: ______________________________________________ Date: ____________________ 

 

Year Three:  
Parent/Guardian Signature: ____________________________________ Date: ____________________ 

Staff Signature: ______________________________________________ Date: ____________________ 
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Parent/Teacher Conference/Home Visit Checklist 

 Year:   1   2   3 (circle one)  
Child’s Name: __________________________________Classroom: _________________ 

√ Check each item as discussed.  Parent/Guardian and staff must sign upon completion. 
 

October Parent/Teacher Conference 

Forms to be REVIEWED:     Comments: 
_____Emergency Contact Card    ____________________________________ 
_____Required Signatures—Application & Child Folder ____________________________________ 
_____Family Strengths, Self-Assessment & Goals  ____________________________________ 
_____Volunteer Opportunities & Home Packet/RAR  ____________________________________ 
_____Education Section Updated    ____________________________________ 
 
Medical Screens REVIEWED:     Referral Notes: 
_____Hearing/Vision Screen Results    ____________________________________ 
_____ASQ-3 Questionnaire     ____________________________________ 
_____ASQ-SE Questionnaire     _____Physical/Dental in Child Folder  
_____Speech Screen Results     _____Referred to Family Advocate Oct. 1st  
_____IEP/IFSP Status      Date Physical Scheduled: _______________ 
_____Upcoming Events: ___________________________  Date Dental Scheduled: ________________ 
 
Parent Signature: _________________________ Date: ______ Staff Signature: _________________________ Date: ______ 
 
March Home Visit 
Forms to be REVIEWED:     Comments: 
_____Emergency Contact Card    ____________________________________ 
_____Transition Packet, if applicable    ____________________________________ 
_____Family Strengths, Self-Assessment & Goals  ____________________________________ 
_____Volunteer Opportunities & Home Packet/RAR  ____________________________________ 
_____Education Section Updated    ____________________________________ 
_____Medical Referrals or Follow-Ups   ____________________________________ 
_____IEP/IFSP Review Dates: __________   ____________________________________ 
 
Parent Signature: _________________________ Date: ______ Staff Signature: _________________________ Date: ______ 
 
May Parent/Teacher Conference 
Forms to be REVIEWED:     Comments: 
_____Emergency Contact Card    ____________________________________ 
_____Transition Packet, if applicable    ____________________________________ 
_____Family Strengths, Self-Assessment & Goals  ____________________________________ 
_____Volunteer Opportunities & Home Packet/RAR  ____________________________________ 
_____Education Sections Updated    ____________________________________ 
_____Portfolio Contents Given to Parent   ____________________________________ 
_____IEP/IFSP Review Dates: __________   ____________________________________ 
 
Parent Signature: _________________________ Date: ______ Staff Signature: _________________________ Date: ______  
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2022-2023 
APPLICATION SECTION 

 
Place the following information behind this page in order as follows: 

 

□ Completed Signed Application (including the following items in that order) 
Coding/Score Sheet 
Interview Sheet 
2-page Application 

 

□ Copy of Guardianship Documentation (if applicable) 

□ Copy of Birth Certificate 

□ Copy of Current Medical Card or Card Number 
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2022-2023 

FAMILY HISTORY SECTION 
 

 
Place the following information behind this page in order as follows: 

 
 

□ Consent for Head Start/Early Head Start Services 

□ Lead Screening Questionnaire 

□ Family/Child History 

□ H-319’s regarding Family/Child History 

□ Child Mental Health and Disability History 

□ H-319’s regarding MHD History 
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Consent for Crossroads Head Start/Early Head Start Services 
 

While my child/ward, _________________________, date of birth _______________, is participating 
in the Head Start/Early Head Start program, I agree that: 

Please initial below to acknowledge: 
 

_____He/She will receive all required health screenings in order to meet EPSDT (Early, Periodic, Screening, 
Diagnosis and Treatment) guidelines as put forth by the State of Oklahoma and the Head Start program 
performance standards.  These screenings may include, but are not limited to, sensory screenings (vision, 
hearing, and speech/language), a developmental screening, and a dental screening. 
 

_____He/she will brush his/her teeth following meals while in the Head Start/Early Head Start program, with 
American Dental Association-approved fluoride toothpaste.  All infants will have their gums swabbed after each 
feeding. 
 

_____He/she will be observed at Head Start/Early Head Start by a mental health and/or child development 
professional as part of the developmental/behavioral screening process. 
 

_____I give my permission for Head Start/Early Head Start to use my child’s picture/video in connection with the 
Head Start/Early Head Start program and for educational brochures and/or displays deemed appropriate by the 
agency Executive Director. 
 

_____I give my permission for Head Start/Early Head Start to obtain my child’s immunization record from OSIIS 
(Oklahoma Immunization Service). 
 

_____I acknowledge that I received a copy of the Crossroads Head Start/Early Head Start Parent Handbook and 
the following were explained to me:  

_____Pedestrian Safety Information 
_____Exclusion Policy 
_____Head Lice Policy 
_____Medication Administration Policy 

 

_____I acknowledge that I received a copy of the Privacy Policy. 
 

_____I also understand that Head Start/Early Head Start shall report any suspected cases of child abuse and/or 
neglect to the Department of Human Services, in accordance with Oklahoma State law.  (This will include 
providing the DHS office with daily documentation related to the suspected cases). 
 
I have had the above statements explained to me and understand their content.  I understand that all 
information shall be kept strictly confidential by the staff.  I give my permission for staff to confidentially discuss 
only pertinent data concerning my child/ward and/or family (which may include reviewing your child’s folder, 
health records), with other health care and/or social service professionals who may be of assistance.  No records 
from this file will be released to another agency or person without prior written consent from me, in 
accordance with Oklahoma State law. 
Year one:  
Parent/Guardian Signature: ____________________________________ Date: ____________________ 
Staff Signature: ______________________________________________ Date: ____________________ 
Year two: 
Parent/Guardian Signature: ____________________________________ Date: ____________________ 
Staff Signature: ______________________________________________ Date: ____________________ 
Year three: 
Parent/Guardian Signature: ____________________________________ Date: ____________________ 
Staff Signature: ______________________________________________ Date: ____________________  
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Lead Screening Questionnaire 
Child’s Name: _______________________________________________ 

Has your child ever had a lead screening completed?  Yes     No 
 

     If yes, have you given a copy to your child’s teacher?  Yes     No 
 

     If you have not given a copy to your child’s teacher, do we have permission to obtain a copy from the    
     State Department of Health?   Yes     No     
  
Parent Signature: __________________________________________ Date: _____________________ 
 

Lead poisoning can occur long before symptoms are obvious, and some children may not have any symptoms. 
Symptoms: headaches, tiredness, irritability, nervousness, anemia, apathy, poor appetite, unexplained weight 
loss, constipation, stomach pain.  Health problems that may occur include: neurological deficits, behavior 
problems, slower reflexes, kidney, nerve and stomach problems, learning disabilities, lowered IQ, mental 
retardation, and in serious cases-death.  This questionnaire is only a screening tool to help identify if your child is 
at risk for exposure to lead.  A blood test is the only way to diagnose lead poisoning. 
 

Instructions: Staff review questionnaire with parent/guardian and circle the appropriate answer.  
This questionnaire is to be completed at the EHV.  Please forward a copy of any questionnaire with a 
YES answer with an H-319 Referral Form to the Primary Care Provider. 
 

1. Does your child live in or regularly visit a house/building built prior to 1978 with 
peeling or chipping paint? 

Yes No 

2. Does your child live in or regularly visit a house/building built prior to 1978 that 
has had remodeling or renovation in the past 6 months? 

Yes No 

3. Does your child have friends, siblings, housemates, or a playmate that has been 
told they have lead poisoning or been treated for lead poisoning? 

Yes No 

4. Does your child frequently put things in her/her mouth such as jewelry, keys, or 
toys? Have you been told your child has pica (eats non-food items)?    

Yes No 

5. Has your family/child ever lived outside of the United States or recently arrived 
from a foreign country? 

Yes No 

6. Does your child live with or come into frequent contact with an adult who has a 
job or hobby where lead is used?  
     Examples include: oil field worker, bridge painter, demolition or renovation of     
     buildings, automobile work with batteries or radiators, lead solder, metal plating,    
     furniture refinishing, leaded glass, lead shot or bullets and lead fishing sinkers 

Yes No 

7. Does your family use products from other countries such as health remedies, 
some imported spices, or food, or store or serve food in leaded crystal, pottery, or 
pewter?   
     Note: Lead has been found in some traditional medicines such as Ayurvedic  
     medicine, liga, greta, azarcón, litargirio, kohl, surma, and sindoor.   

Yes No 

Staff must mark one or the other.  Cannot leave both determinations blank. 

Determination: 
(made by staff) 

 
_____Not High Risk 

No further testing indicated at 
this time. 

 
_____High Risk 
Test Indicated 

(Any Yes answer indicates 
High Risk) 

 
Date H-319 and copy of 
screening sent to PCP 

_____________ 
 

 

Staff Signature: ___________________________Date of Determination: ________________________ 
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Crossroads Head Start/Early Head Start 
Family/Child History 

 

Child’s Name/Nombre del Niño: _________________________________________________________ 

Child’s Health History 
Yes/Si 

□ 
No 

□ 
Does your child have a primary care doctor/clinic? ¿Tiene su hijo un doctor 
particular/clinica primaria? 

If yes, staff complete Request for Release of Medical Information 
If no, staff complete H-319 for referral to Family Advocate 

Name of doctor/clinic/Nombre del doctor/clinica 
_______________________________________ 

Date of child’s last physical exam/Fecha de la próxima cita ____/____/____ 
Date of next appointment/Fecha de la próxima cita ____/____/____ 

□ □ Were there any significant problems during the pregnancy or birth; for example, 
premature? ¿Hubo algún problema significativo durante el embarazo o el nacimiento; 
por ejemplo, prematuro? 
If yes, please describe/en caso afirmativo, por favor explique 
________________________________________________________________________ 
 

□ □ Does your child take medication including vitamins on a regular or as needed 
basis? ¿Toma su hijo medicamentos, incluidas vitaminas, de forma regular o según sea 
necesario? 
 
If yes, state reasons, the name of medication taken/En caso afirmativo, describa toma 
________________________________________________________________________ 
 
If yes, how often? En caso afirmativo, ¿que tan frecuente? 
 
     □Daily/Diario           □Monthly/Mensualmente           □As Needed/como sea necesario 
 
If medication is to be given at school, an H-319 MUST be sent to Health Coordinator for review to 

determine if a Health Plan meeting must occur before the child enters the program. 
Does your child have or has had the following? ¿Tiene su hijo o ha tenido las siguientes condiciones? 

□Bone/orthopedic 
Hueso/ortopédico 

□Bowel/Bladder Accidents  
Accidentes Intestinales/Vesicales 

□Metabolic Disorders 
Desordenes metabólicos 

□Respiratory 
Respiratorio 

□Cancer 
Cáncer 

□Heart Trouble 
Problemas Cardíacos 

□Medications                                       
Medicamentos                                       

□Constipation/Diarrhea           
Estreñimiento, diarrea                                     

□Neurological Problems 
Problemas neurológicos 

□Acid Reflux/Gastrointestinal         
Reflujo ácido/Gastrointestinal                 

□Anemia/Blood Disorder  
Anemia / Trastorno de la Sangre                                      

□Seizures 
Convulsiones 

□Exposure to TB                                                 
Exposición a la tuberculosis 

□Eczema/Skin Condition    
Eczema, condición de la piel        

□Serious accidents/injuries 
Accidentes/lesiones graves 

□Eating/swallowing difficulties         
Dificultad para comer/tragar               

□Surgery/hospitalization  
Cirugía/hospitalización                                         

□HIV 

□Hearing problems                               
Problemas auditivos                               

□Vision Problems 
Problemas de visión 

□Diabetes 

      
**If any item is checked an H-319 MUST be sent to the Health Coordinator for review to determine if a Health 
Plan meeting must occur before the child enters the program. 
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Allergies  
Yes/Si 

□ 
No 

□ 
Does your child have any seasonal allergies that may require medication? ¿Tiene su 
hijo alguna alergia estacional que pueda requerir medicación? 

□ □ Does your child have any allergies to insects? ¿Tiene su hijo alguna alergia a los 
insectos? 
If yes, please describe? Si es así, por favor describa:_____________________________ 

□ □ Does your child have any food allergies/intolerances? ¿Tiene su hijo alergias o 
intolerancias alimentarias? 
If yes, a Special Diet Form must be filled out by a medical provider or a medical 
provider’s note must be attached. En caso afirmativo, un médico o una nota médica 
deben rellenar un formulario de dieta especial.   

□ □ Has the allergy been diagnosed by a doctor? ¿Ha sido la alergia diagnosticada por un 
medico? 

□ □ Is there an Epi-Pen or other medication prescribed for this allergy? ¿Tiene el niño 
receta para un Epi-Pen para esta alergia? 

If any of the above items are marked yes, please describe what the allergic reaction (s) looks like (e.g., rash, 
itching, sneezing, difficulty breathing, etc.) Si cualquier de los articulos anteriores están marcados en el 
afirmativo, por favor describer como es la reacción alérgica (ej: ronchas, comezón, estornudando, dificultad 
respirando, etc.) 
____________________________________________________________________________________ 
 
If any of the above ítems are marked yes, an H-319 MUST be sent to Health Coordinator for review to determine 
if a Health Plan meeting must occur before the child enters the program. 
 
 

Nutrition 
Yes/Si 

□ 
No 

□ 
Do you avoid feeding your child any foods for health, religious or other reasons? ¿Evita 
usted darle a su hijo alguna comida por razones de salud, religion, u otra razón? 
If yes, a Special Diet Form must be completed by the parent or guardian. En caso 
afirmativo, el padre o tutor debe completar un Formulario de dieta especial. 
 

□ □ Is your child on a special diet? ¿Se encuetra su hijo en alguna dieta especial? 
If yes, please describe En caso afirmativo, favor de describer 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
If yes, a Special Diet Form must be filled out by a medical provider or a medical provider’s note 
must be attached.   
En caso afirmativo, un médico o una nota médica deben rellenar un formulario de dieta especial.   
 

□ □ Does your child require any special feeding equipment? ¿Necesita su hijo algún equipo 
de alimentación especial? 

□ □ Does your child eat non-food items such as dirt, clay, paint chips, or starch? ¿ Su hijo 
come objetos que no sean comida tales como tierra, arcilla, pedacitos de pintura, o 
harinas? 
If yes, please describe En caso afirmativo, favor de describer 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
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□ □ Does your child take a bottle/sippy cup? ¿Toma su niño un biberón / sippy cup? 
If yes, when? En caso afirmativo, ¿cuándo? 
______________________________________________________________________ 
What is in the bottle/sippy cup? ¿Qué hay en la botella / sippy cup? 
______________________________________________________________________ 
 

Dental History 
Yes/Si 

□ 
No 

□ 
Does your child have a dentist? Tiene su hijo un dentist? 

If yes, staff complete Request for Release of Medical Information 
If no, staff complete H-319 for referral to Family Advocate 

Name of dentist/clinic/Nombre del dentista__________________________________ 
Date of child’s last dental exam Fecha del último examen dental  ____/____/____ 

Date of next appointment/Fecha de la próxima cita ____/____/____ 

□ □ Has your child ever had an injury to the teeth or gums? ¿Ha sufrido alguna vez su hijo 
de una lesion de los dientes o encias? 

□ □ Has your child complained about pain in the teeth or gums? ¿Se ha quejado alguna vez 
su hijo de dolor de los dientes o las encias? 

□ □ Is your child receiving fluoride either from drinking water or by taking a prescribed 
fluoride supplement? ¿Está su hijo recibiendo fluoruro por medio del agua que toma o 
por un splemento de fluoruro recetado? 

All information in the health history section was reviewed with the parent. 
 
Parent Signature firma del padre _________________________________ Date _________________                  
 
Staff Signature ________________________________________________ Date _________________ 
 

All information in the health history section was reviewed with the parent. 
 
2nd year Updates (if applicable): 
__________________________________________________________________________________                 
 

__________________________________________________________________________________                 
 
Parent Signature firma del padre _________________________________ Date _________________                  
 
Staff Signature ________________________________________________ Date _________________ 
 

All information in the health history section was reviewed with the parent. 
 
3rd year Updates (if applicable): 
__________________________________________________________________________________    
 

__________________________________________________________________________________                          
 
Parent Signature firma del padre _________________________________ Date _________________                  
 
Staff Signature ________________________________________________ Date _________________ 
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Crossroads Head Start/Early Head Start 
Child Mental Health and Disability History 

Behavior  
Yes/Si 

□ 
No 

□ 
Do you need to make us aware of any behavioral concerns? (Hitting, biting, self-harm, 
running from caregiver, etc.) ¿Necesita informarnos de alguna inquietud relacionada 
con el comportamiento? (Golpear, morder, autolesionarse, huir del cuidador, etc.) 
________________________________________________________________________
________________________________________________________________________ 
 

Developmental 

□ □ Does your child attend occupational, physical or speech therapy? ¿Su hijo asiste a 
terapia ocupacional, física o del habla? If yes, list providers En caso afirmativo, enumere 
los proveedores: 
________________________________________________________________________
________________________________________________________________________ 
 

□ □ Do you or your doctor have developmental concerns? (Speech, motor, thinking or the 
way they relate to others). ¿Tiene usted o su medico problemas de desarrollo? (Habla, 
motricidad, pensamiento o la forma en que se relacionan con los demás).  If yes, list 
concerns En caso afirmativo, indique las inquietudes:  
________________________________________________________________________
________________________________________________________________________ 
 

If any of the above items are marked yes, teaching staff MUST send an H-319 to the Mental 
Health/Disabilities Coordinator. 

All information in this section was reviewed with the parent. 
 
Parent Signature firma del padre _________________________________ Date _________________                  
 
Staff Signature ________________________________________________ Date _________________ 
 

All information in this section was reviewed with the parent. 
 
2nd year Updates (if applicable): 
__________________________________________________________________________________                 
 

Parent Signature firma del padre _________________________________ Date _________________                  
 
Staff Signature ________________________________________________ Date _________________ 
 

All information in the health history section was reviewed with the parent. 
 
3rd year Updates (if applicable):  
 

__________________________________________________________________________________                          
 
Parent Signature firma del padre _________________________________ Date _________________                  
 
Staff Signature ________________________________________________ Date _________________ 
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2022-2023 

NUTRITION SECTION 
 
 

Place the following information behind this page in order as follows: 
 
 

□ Growth Chart (provided by data team) 

□ BMI Parent Letter (if applicable) 

□ Special Diet Form (if applicable) (N-612) 

□ Infant Food and Formula Sheet (if applicable) (N-614) 
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2022-2023 

MEDICAL INFORMATION SECTION 
 
 

Place the following information behind this page in order as follows: 
 
 

□ Childplus form 3030 Participant Health Summary (most recent only) 

□ Medical Progress Notes (H-324) 

□ Individualized Health Plan (H-317) (if applicable)  

□ Decline of Services as approved (H-304) 

□ Medical Data Collection (H-301) 

□ Hemoglobin/Hematocrit Results (H-325) or from a Medical Professional 

□ Lead Results  

□ Dental Data Collection (H-301a) 

□ Hearing/Vision Screening Results (H-303)  

□ Referral Form (H-319’s) as applicable 

□ Supplement Referral Forms (H-319a-g) as applicable 

□ Authorization to Release/Receive Information (D-216) as applicable 

□ Health Needs Reminder Form (H-318) 
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H-324 

Medical Progress Notes 
 

90 day Physical/Well Child Exam Date: __________ Received: __________ Expires: __________ 

Hbg/Hct Screening Date: __________ Received: __________  

12 month Lead Screening Date: __________ Received: __________  

24 month Lead Screening Date: __________ Received: __________  

(only 1 lead required for Head Start Students) 

Physical Progress Notes: 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 

Physicals Complete: (Circle as they are completed) 

2m    4m    6m    9m    12m    15m    18m    24m    30m    3year    4year    5year 
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H-324 

Medical Progress Notes 
 

Dental Exam Date: __________ Received: __________ Expires: __________ 

Dental Progress Notes:  

________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 

____________________________________________________________________________________ 
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H-324 

Medical Progress Notes 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
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2022-2023 
AUTHORIZATIONS SECTION 

 
 

Place the following information behind this page in order as follows: 
 
 

□ Authorization to Administer Medications (H-312) 

□ Authorization to Return to School (Provided by the Physician/Clinic) 
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2022-2023 
MENTAL HEALTH SECTION 

Place the following information behind this page in order as follows: 

□ ASQ-SE Referral Evaluation Report (H-319) (if applicable)

Behavior Intervention 

□ Behavior Reflection Summary (B-5)

□ Parent Meetings (MH-403)

□ Written Individual Behavior Plan (IBP) (B-4)

Counseling Referrals 

□ Referral Evaluation Report (H-319)

□ Consent for Referral or Evaluation (D-200 Consent)

□ Authorization to Release and Receive Information (D-216)

(If parent does not consent for recommended referral) 

□ Decline for Referral or Evaluation (D-200 Decline)
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Page 1-Screenings 

2022-2023 
DISABILITIES SECTION 

Place the following information behind this page in order as follows: 

□ ASQ-3 Referral Evaluation Report (H-319) (if applicable)

□Speech/Language Screening (Fluharty-2 or PLS Spanish)

Head Start Speech (HSS) 

□ Consent for Referral or Evaluation (D-200 Consent)

□ Authorization to Release and Receive Information (D-216)

□ Speech Therapy Goals (D-208)

(If parent does not consent for recommended referral) 

□ Decline for Referral or Evaluation (D-200 Decline)
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Page 2-Outside Referrals 

2022-2023 
DISABILITIES SECTION 

Place the following information behind this page in order as follows: 

Sooner Start Referrals (EHS) 

  (If not Eligible for an IFSP) 

□ Sooner Start documentation of DNQ (MECATS) (if available)

(If Eligible for IFSP)

□ Copy of Individual Family Service Plan (IFSP)

□ Monthly Disability Service Reports (D-212)

Public School Referral (HS) 

  (If parent does not consent for recommended referral) 

□ Decline for Referral or Evaluation (D-200 Decline)

(If not eligible for an IEP)

□ Public School Documentation of DNQ (MEEGS) (if available)

(If Eligible for an IEP)

□ Copy of Individual Education Plan (IEP)

□ Monthly Disability Service Reports (D-212)
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2022-2023 
FAMILY SERVICES SECTION 

Place the following information behind this page in order as follows: 

□ Memorandum of Understanding (F&CE-508)

□ Family Strengths Self-Assessment (F&CE-509a)

□ Social Service Referrals (H-319) if applicable

□ Family Strengths and Goals (F&CE-509)

□ Goal Tracking Sheet (Provided by Family Advocates)

□ Child Plus Contact Notes (Provided by Family Advocates)

□ Volunteer Ways to Help Questionnaire (F&CE-513)

□ Parent Education Survey (F&CE-502)

**This section must be completed yearly. 

□ Year One

□ Year Two

□ Year Three

F&CE 508 
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MEMORANDUM OF UNDERSTANDING 

PS 1304.40 (a)(1)(2)(3)(4)(5) 

Crossroads Youth and Family Services, Inc. 
Head Start/Early Head Start Program 

The Crossroads Head Start/Early Head Start Program and the ___________________family are entering 
into a partnership upon the enrollment of their child into the Program and will work together as partners 
throughout the year. 

The Head Start/Early Head Start Program will: (Teacher Initials) 

          __________ Provide social, emotional, developmental and cognitive experiences for this child 
in an environment that is safe and appropriate for their needs. 

__________ Program will work with families who have immediate crisis needs, to meet those 
needs to the best extent possible in a timely manner. 

__________ We hope to assist families with goal setting, providing direction in attaining those 
goals. 

Head Start/Early Head Start Parents/Guardians will: (Parent Initials) 

          __________ Become partners in their child’s learning experience. 

__________ Parents will bring child to school on time and ensure an average daily attendance 
of 90%.  Parents will call the school if the child will be absent. 

__________ Parent will work with staff in developing curriculum, establishing program 
policies, and participating in ongoing program activities and requirements, such as 
parent meetings, workshop training, home visits, and parent/teacher conferences. 

__________ Parents will provide center with complete Physical and Dental to ensure that child 
is healthy and ready to learn. 

We understand that by signing this, we are entering into a partnership of which both parties will benefit 
from participating.  If at any time the family expresses the willingness and/or readiness to pursue further 
goals-Crossroads Head Start/Early Head Start will be ready to assist them in developing strategies to do 
so. 

Parent/Guardian(s) Signature Date 

Staff Signature Date 

Original in Child’s Folder-Copy to Parent 
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Crossroads Head Start/Early Head Start 
Family Partnership Agreement 

F&CE-509A 

 

 

Family Strengths & Self-Assessment 

 

Family Member’s Name: _______________________________________________________________ 

Child’s Name: __________________________________ Child’s Center/Classroom: ________________ 

Date Completed: ________________________________ 

 

Welcome to Crossroads Head Start! We are delighted that your child is a part of our Head Start 
program.  

We look forward to a wonderful partnership to support your child’s school readiness together.  As 
outlined in the Memorandum of Understanding that you signed when your child enrolled in our 
program, two of the ways that we support this partnership are: 

• To work with you to set goals that will support your child’s education at home. 
• To help you identify your strengths and skills and work with you to reach you own goals. 

In order to accomplish these two goals, we’d like to learn a little more about your family.  We are 
interested in what you consider to be your family’s greatest strengths as well as areas where you think 
your family might benefit from some support. 

To help us get to know you, we would appreciate if you would take a few minutes to complete this 
Family Strengths & Self-Assessment. 

If you need assistance filling out this Self-Assessment or have any questions, our family advocates are 
here to help.  Once you have completed the survey, our staff will review and follow up with you to 
begin to set goals to support you and your child. 

Thank you for your time! We are privileged to partner with your family! 
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A Family Life Practices 
1. Promoting Literacy in the Home Environment         
     When was the last time you read to your child?       
  □ I read to my child last night.        
  □ I read to my child within the last two days.      
  □ I read to my child within the last week.       
  □ I read to my child within the last two weeks.      
  □ I don't generally read to my child.       
     What was the name of the last book that you read to your child? _________________________________  
For staff use only: 0 1 2 3         

2. Positive Discipline               
     How well does your child follow the rules that you have for him/her?     
  □ My child is generally well behaved and is able to follow the rules we've set for him/her. 
  □ My child sometimes doesn't remember to follow our rules, but follows them when reminded. 

  
□ My child's behavior changes from one day to the next.  Sometimes he/she follows our rules     
    and sometimes not. 

  □ Our child often has a difficult time following the rules we have in our house for him/her. 
            
     When do you use time-out with your child?       
  □ Never          
  □ Less than once a week        
  □ A few times a week        
  □ Every day         
            
     If you use time-out, generally how long do you put your child in time out? __________________________ 
            
     When do you use physical punishment, such as spanking, with your child? 
  
      □ Never          
  □ Less than once a week        
  □ A few times a week        
  □ Every day         
                    
For staff use only: 0 1 2 3         

***At this point we will ask you, the parents, to complete the assessment on your 
own.  Feel free to ask your child's teacher questions if you need to. 
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B. Support for Children 
1. Child Health and Wellness             
     Do you have access to a continuous source of medical and dental care for your children?     □ Yes     □ No    
     Is your child covered by some type of medical plan such as Medicaid, Soonercare, or private insurance? 
     □ Yes     □ No   If yes, please specify: ________________________     
     How satisfied are you with your family's access to medical and dental care for your children?   
      □ 3-We have strong support from our family, friends, and LEA or Part C service providers. 
       This is an area of significant strength in my family.      
  □ 2-Our child is receiving support, but we would like to know more about our rights and the  
      kinds of services available to him/her. My family could benefit from some support in this area 
  □ 1-We are not satisfied with the support that our child is receiving and are concerned that our  

  

     child's needs are not being met. My family could benefit from significant support in this area. 
□ 0-Our child is not receiving services and we need help securing support. My family needs help 
in this are right now. 
  

For staff use only: 0 1 2 3         

2. Birth Certificate               
     Do you have a Certified Birth Certificate for all of your child(ren)?     

 

□ Yes my child's teacher has a copy. 
□ No, I need help obtaining one        

For staff use only: 0 1 2 3         

C. Self-Sufficiency 
1. Housing/Community               
     How satisfied are you with your housing and community?      
  □ 3-We own our home, or maintain a stable rental without any housing subsidy assistance. 
       This is an area of significant strength in my family.      
  □ 2-We have stable subsidized housing that meets our basic needs, OR would like to find a nicer 
       house or neighborhood.  My family could benefit from some support in this area.   
  □ 1-We are living doubled up with friends or family or in an unsafe or poorly maintained house or 
       apartment OR we are having trouble affording our current rent.  My family could benefit from 
       significant support in this area.       
  □ 0-We are about to get evicted or are in danger or being homeless.  My family needs help in this 

  
     area right now. 
                

For staff use only: 0 1 2 3         

2. Transportation               
     How satisfied are you with your current transportation situation?     

  
□ 3-We have a car or easy access to public transportation. This is a significant strength for my  
    family. 

  □ 2-We have a car or access to public transportation, but sometimes I need help getting to 
      appointments or getting the children to school. My family could benefit from some support in 
      this area.         
  □ 1-We often have trouble getting to work, school, shopping or other appointments and need to  
      rely on others.  My family could benefit from significant support in this area.   
  □ 0-Our lack of transportation is making it impossible to get to school, work, shopping.  My 
      family needs help in this area right now.       
For staff use only: 0 1 2 3         
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3. Employment 
                  
     How satisfied are you with your family's current job or employment situation?    

  

□ 3-My current job provides sufficient income to meet all of my family’s needs and wants, and/or  
    I am a stay-at-home parent, and/or I am a full time student. -This is an area of significant  
    strength in my family. 

  
□ 2-I have a job, but would like a better one-My family could benefit from some support in this   
    area. 

  
□ 1-We need help finding employment OR have been out of work for a long time. –My family   
    could benefit from significant support in this area.  

  

□ 0-We need help finding work in order to support our children. –My family needs help in this  
    area right now.  
  

For staff use only: 0 1 2 3         
4. Education 
                  
     How satisfied are you with your current educational situation?      
  □ 3-I am completely satisfied with my current lever of education.  My educational level allows me  
      to meet my employment goals and dreams.  This is an area of significant strength in my family. 
  □ 2-I have completed high school or have my GED, but would like to further my education OR  
      have some college/technical training and interested in pursuing more.  My family could benefit 
      from some support in this area.       
  □ 1-I need help getting my GED/high school diploma. My family could benefit from significant  
      support in this area.        

  
□ 0-I cannot read or write in English or my native language OR I cannot find a job because of my    
    level of education. -My family needs help in this area right now.  

For staff use only: 0 1 2 3         
5. Nutrition 
                  
     How satisfied are you with your nutritional needs?       
  □ 3-We are completely satisfied, my family has enough food.     
  □ 2-We do alright/We receive SNAP Assistance      
  □ 1-We receive SNAP Assistance, but sometimes it isn't enough.      
For staff use only: 0 1 2 3         
6. Utilities 
                  
     When it comes to my Utilities:         
  □ 3-All of my utilities are paid.        
  □ 2-My utilities are sometimes past due, but I am able to make payment arrangements and  
       keep them.         
  □ 1-We currently have payment arrangements on a past due utility bill and cannot keep the  
       arrangements.         
  □ 0-We are about to have a Utility cut-off and cannot make payment arrangements.   
For staff use only: 0 1 2 3         

7. Family Finances 
               
     Do you or your family have financial needs at this time?      
      □ Yes, Please describe your current needs: __________________________________________ 
  □ No          
            
For staff use only: 0 1 2 3         
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8. Other Family Needs               
     Clothing          
     Are you or any member of your household in need of clothing?      
  □ Yes (Please list sizes and gender): _______________________________________________ 
  □ No          
     Legal Services          
     Are you in need of legal Services?        
  □ Yes (Please briefly explain): ____________________________________________________ 
  □ No          
     WIC Services          
     Are you/or your child receiving WIC services?       
  □ Yes (Please list members in household receiving): _________________________________ 
  □ No (Please explain WHY) _____________________________________________________ 
                    
For staff use only: 0 1 2 3         

D. Support for Family Members 
1. Family Health and Wellness             
     How satisfied are you with the current quality of your medical care for yourself and other adult family          
     members?          
  □ 3-All of the adults in our family are healthy and have high quality medical care.     
      This is an area of significant strength in my family.      
  □ 2-We use a local clinic when we get sick, but do not have insurance or a regular doctor.   
       My family could benefit from some support in this area.     
  □ 1-Some of the adults in our family have chronic health conditions and do not have the care  
     that we need.  My family could benefit from significant support in this area.    
  □ 0-We cannot afford the medication for adult members who are sick OR currently have an 
     untreated medical/dental problem.  My family needs help in this area right now.   
     Do you or any other adults living in your home smoke?  □ Yes     □ No       
     If yes, would you like assistance with quitting?  □ Yes     □ No          
For staff use only: 0 1 2 3         

2. Emotional Support               
     The following are the criteria for Depression:       
     1. Depressed mood or irritable most of the day, nearly every day (feeling sad or empty).    
     2. Decreased interest or pleasure in most activities, most of each day.     
     3. Significant weight change or change in appetite (increased or decreased).     
     4. Change in sleep: (can't sleep at all, or sleeping too much).      
     5. Fatigue or loss of energy.         
     6. Guilt/Worthlessness: Feelings of worthlessness or excessive or inappropriate guilt.    
     7. Concentration: less ability to think or concentrate, or more indecisiveness.     
Based on these symptoms, are you interested in learning about counseling resources in your community? 
 □ Yes     □ No                    
For staff use only: 0 1 2 3         

3. Family Resources               
     Would you like resources or support for relationship safety? Circle:     Yes     No     N/A    
     Would you like resources for healthier relationships with your partner? Circle:     Yes     No     N/A   
     Would you like resources or support for healthier relationships with your children? Circle:   Yes    No    N/A 
     Do you or your children have an active order of protection against another person? Circle:  Yes    No    N/A 
For staff use only: 0 1 2 3         
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4. Alcohol and Drug Use               
     Would you be interested in help finding a support group that addresses one or more of the following  
     addictions:          
  □ Alcohol          
  □ Drugs          
  □ Gambling         
  □ Sex Addiction         
  □ Internet Addiction         
  □ Eating Disorders         
  □ Family members of addiction        
     Would you be interested in a rehabilitation treatment program for yourself or a family member?   
  □ Yes □ No □ N/A        
For staff use only: 0 1 2 3         
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Family Strengths Self-Assessment Signature Page 
          

Enrollment Home Visit 
Parent/Guardian Signature: ______________________________________ Date: ____________________ 
            
Staff Signature: ________________________________________________ Date: ____________________ 
            
Family Advocate Signature: ______________________________________ Date: ____________________ 
            
Updates to FSA: ____________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
□ Please check here if you would like your Family Advocate to follow-up with you.     
1st Parent/Teacher Conference Date        
Parent/Guardian Signature: ______________________________________ Date: ____________________ 
            
Staff Signature: ________________________________________________ Date: ____________________ 
            
Family Advocate Signature: ______________________________________ Date: ____________________ 
            
Updates to FSA: ____________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
□ Please check here if you would like your Family Advocate to follow-up with you.     
2nd Home Visit Date          
Parent/Guardian Signature: ______________________________________ Date: ____________________ 
            
Staff Signature: ________________________________________________ Date: ____________________ 
            
Family Advocate Signature: ______________________________________ Date: ____________________ 
            
Updates to FSA: _____________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
□ Please check here if you would like your Family Advocate to follow-up with you.     
2nd Parent/Teacher Conference Date        
Parent/Guardian Signature: ______________________________________ Date: ____________________ 
            
Staff Signature: ________________________________________________ Date: ____________________ 
            
Family Advocate Signature: ______________________________________ Date: ____________________ 
            
Updates to FSA: ____________________________________________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
□ Please check here if you would like your Family Advocate to follow-up with you.     
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F&CE 509 
Crossroads Head Start/Early Head Start 

Family Strengths and Goals 
Strengths: ___________________________________________________________________________ 
 

Goal Name/Descriptor: ________________________________________________________________ 
 

Objectives for achieving outcome goal:       Timeline: 

- Step 1          ____________ 

- Step 2          ____________ 

- Step 3          ____________ 

- Step 4          ____________ 

- Step 5          ____________ 

- Other objectives, strategies or action steps:     ____________ 

o _____________________________________________________________________ 

o _____________________________________________________________________ 
 

EHV: Teacher Initial _______________     Parent Initial ______________     Date ____________ 
Notes: _________________________________________________________________________ 
_______________________________________________________________________________ 
_______________________________________________________________________________ 
 

□ Referral 
Given 

Fall PT/C Teacher Initial ____________     Parent Initial ______________     Date ____________ 
Progress: _____________________________________________________________________ 
_____________________________________________________________________________ 
_______________________________________________________________□ Goal Complete 
 

□ Referral 
Given 

 

HV Teacher Initial _________________     Parent Initial ______________     Date ____________ 
Progress: _______________________________________________________________________ 
_______________________________________________________________________________ 
_________________________________________________________________□ Goal Complete 
 

□ Referral 
Given 

 

Spring PT/C Teacher Initial __________     Parent Initial ______________     Date ____________ 
Progress: _______________________________________________________________________ 
_______________________________________________________________________________ 
_________________________________________________________________□ Goal Complete 

□ Referral 
Given 

 

 

□ Check here if a father-figure will be participating in goal progress and/or completion. 
 

Partnership Agreement: We agree that we will work to achieve this goal. 
 

Signature of Parent/Guardian: ____________________________________________ Date: _________________ 
 

Signature of Crossroads Staff: ____________________________________________ Date: _________________ 
 

Child’s Name: ______________________________________________ Center: __________________________ 
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F&CE 513 

Crossroads Head Start/Early Head Start 
Volunteering, Ways You Can Help 

 
Parent/Guardian Name: ______________________________Relationship to Child: ________________ 
 

 

Parent Responsibilities: Our program believes that parents and family members are a child’s primary 
educators and are valuable contributors to our program.  For this reason, we have high expectations for 
families. 
 

 

Our program is always looking for volunteers to support our program.  Volunteering in your child’s 
classroom, or getting involved in other ways, can be helpful in developing a resume full of experience, 
leadership and job skills.  We ask each family to support our program by contributing at least 30 
volunteer hours during the program year. 
 
Listed below are a variety of ways you can volunteer. 
Please check all the activities that you are interested in. 
A staff member will follow up to get you involved. 
 

_____PARENT COMMITTEE: Participate in the leadership of your child’s center by attending   
          monthly meetings, discussing issues and collaborating with staff. 
 

 _____POLICY COUNCIL: Represent your child’s center by attending monthly meetings and  
          voting on many of the important decisions affecting the entire program. 
 
_____REGULAR CLASSROOM VOLUNTEERING: Assist teachers in the classroom, read to      
          individual children or small groups, help during meals or transitions; etc.  
 
_____SPECIAL CLASSROOM ACTIVITIES: Share your interests with the children by  
          teaching a song or share a cultural activity, etc. 
 
 _____REPRESENT THE PROGRAM at community events/meetings or to recruit new families. 
 
_____CONTRIBUTE SKILLS to support center operations—e.g. landscaping, sewing,  
          carpentry, plumbing. 
 

          Skill(s): __________________________________________________________________ 
 
When would you most likely be available to volunteer your services? 
Day(s) of the week/time(s) of day: _______________________________________________________ 
 
Please sign: I am committed to supporting the Head Start program in the way state above.  I will do my 
best to contribute at least 30 hours of volunteer service during the program year. 
 
Parent/Guardian Signature: __________________________________________ Date: ______________ 
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F&CE 502 

Crossroads Head Start/Early Head Start 
PARENT EDUCATION SURVEY 

 
Child’s Name: ____________________________________________________ Site: ______________ 
 
Parent Signature: __________________________________________________ Date: ______________ 
 

□ Check here if you are not interested in any topics 
Please let us know what kinds of educational topics would be of interest to you by checking these topics 
below.  This will be used to plan activities in your center that best meet your needs. 
 

Health 
 _____Car Seat Installation   _____Family Fitness Fun 
 _____American Red Cross Certification _____“Small Smiles” Oral Health 
 _____First Aid/Child & Infant CPR  _____Safety Risk and Prevention-top 5 risks 
 _____Childhood diseases/illnesses  _____What to do when your child gets sick 
 _____Coping with Head Lice   _____Create and Maintain Healthy habits 
 _____Why Lead Screens Are Important 
 

Nutrition 
 _____Health Meal Planning   _____Health weight for families 
 _____Selective eating in children  _____Recognizing & changing eating 
 

Life Skills 
 _____Adult Education opportunities  _____Home ownership 
 _____Balancing work and family  _____Learning about legislative issues 
 _____Budgeting and money management _____Learning Basic computer skills 
 _____Opening a Bank Account 
 

Family Issues 
 _____Anger Management Techniques _____Single Parenting 
 _____Gambling issues   _____Step-parenting and blended families 
 _____Parent Support Groups   _____Substance abuse 
 _____Positive mental health in family _____Support for foster families 
 _____Sexual abuse prevention information 
 

Children 
 _____Affordable recreational activities _____Ages and Stages/Child development 
 _____Child abuse prevention info  _____Learning activities to with children at home 
 

Parenting 
 _____Being Consistent   _____Helping children feel good about self 
 _____Establishing family rules and limits _____Natural consequences 
 _____Positive Discipline   _____Reasonable expectations 
 _____Children and sexuality   _____Reducing power struggles 
 

Male Involvement 
 _____Getting Dads involved   _____Building relationships with you children 
 _____Impact Fathers have on their children _____Male Involvement activities 
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2022-2023 

EDUCATION SECTION 
 
 

Place the following information behind this page in order as follows: 
 

□ Individualizing Goals (E-EE-501) 

□ Portfolio Individual Child Checklist (E-EE-506)  

□ COR Progress Overview  
     (High/Scope COR Computer Generated Form) 

□ Observation and Captions Family Report 
     (High/Scope COR Computer Generated Form) 

□ Crossroads Family Survey (E-EE-511) 

□ Tablets/Cameras in the Classroom (E-EE-521) 
 
 
 
 
 
 
 
 
 

**This section must be completed yearly. 

□ Year One  

□ Year Two  

□ Year Three  
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Crossroads Head Start/Early Head Start           E-EE-501 
Individualizing Goals 

Child’s Name: ____________________               Enrollment Home Visit #1 

Approaches to Learning:                                                                                         Accomplished___Date_________ 
 

Social and Emotional Development:                                         Accomplished___Date_________ 
 

Physical Development and Health:                                                                            Accomplished___Date_________ 
 

Language, Literacy, and Communication:                                Accomplished___Date_________ 
 

Mathematics:                                Accomplished___Date_________ 
 

Creative Arts:                                Accomplished___Date_________ 
 

Science and Technology:                                Accomplished___Date_________ 
 

Social Studies:                                Accomplished___Date_________ 
 

English Language Learning(If Applies):                                Accomplished___Date_________ 
 

1. Distribute COR Information 
Booklet and explain process 
Complete (Teacher initial) 
______ 

2. Set Individual child goals 
Form E-EE-501 
Complete (Teacher initial) 
______ 
 

3. Explain Portfolio Process 
 
Complete (Teacher initial) 
______ 
 

Parent/Teacher Comments: 
 

Follow UP Needed: Yes____ No ____ 
 

Parent Signature: _________________________ Date: __________ 

Staff Signature: ___________________________ Date: __________ 
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Crossroads Head Start/Early Head Start          E-EE-501 
Individualizing Goals 

Child’s Name: ____________________       Parent Teacher Conference #1 

Approaches to Learning:                                                                                         Accomplished___Date_________ 
 

Social and Emotional Development:                                         Accomplished___Date_________ 
 

Physical Development and Health:                                                                            Accomplished___Date_________ 
 

Language, Literacy, and Communication:                                Accomplished___Date_________ 
 

Mathematics:                                Accomplished___Date_________ 
 

Creative Arts:                                Accomplished___Date_________ 
 

Science and Technology:                                Accomplished___Date_________ 
 

Social Studies:                                Accomplished___Date_________ 
 

English Language Learning(If Applies):                                Accomplished___Date_________ 
 

1. Share #1 COR Family Report 
 

 

Complete (Teacher initial) 
______ 

 

2. Update Individual child goals 
Form E-EE-501 
Complete (Teacher initial) 
______ 
 

3. Share Portfolio Progress 
 
Complete (Teacher initial) 
______ 
 

Parent/Teacher Comments: 
 

Follow UP Needed: Yes____ No ____ 
 

Parent Signature: _________________________ Date: __________ 

Staff Signature: ___________________________ Date: __________  
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Crossroads Head Start/Early Head Start      E-EE-501 
Individualizing Goals 

Child’s Name: ____________________                                     Home Visit #2 

Approaches to Learning:                                                                                         Accomplished___Date_________ 
 

Social and Emotional Development:                                         Accomplished___Date_________ 
 

Physical Development and Health:                                                                            Accomplished___Date_________ 
 

Language, Literacy, and Communication:                                Accomplished___Date_________ 
 

Mathematics:                                Accomplished___Date_________ 
 

Creative Arts:                                Accomplished___Date_________ 
 

Science and Technology:                                Accomplished___Date_________ 
 

Social Studies:                                Accomplished___Date_________ 
 

English Language Learning(If Applies):                                Accomplished___Date_________ 
 

1. Share #2 COR Family Report 
 

Complete (Teacher initial) 
______ 

 

2. Set Individual child goals 
Form E-EE-501 
Complete (Teacher initial) 
______ 
 

3. Share Portfolio Process 
 
Complete (Teacher initial) 
______ 
 

Parent/Teacher Comments: 
 

Follow UP Needed: Yes____ No ____ 
 

Parent Signature: _________________________ Date: __________ 

Staff Signature: ___________________________ Date: __________ 
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Crossroads Head Start/Early Head Start   E-EE-501 
Individualizing Goals 

Child’s Name: ____________________       Parent Teacher Conference #2 

Approaches to Learning:                                                                                         Accomplished___Date_________ 
 

Social and Emotional Development:                                         Accomplished___Date_________ 
 

Physical Development and Health:                                                                            Accomplished___Date_________ 
 

Language, Literacy, and Communication:                                Accomplished___Date_________ 
 

Mathematics:                                Accomplished___Date_________ 
 

Creative Arts:                                Accomplished___Date_________ 
 

Science and Technology:                                Accomplished___Date_________ 
 

Social Studies:                                Accomplished___Date_________ 
 

English Language Learning(If Applies):                                Accomplished___Date_________ 
 

1. Share #3 COR Family Report 
 

Complete (Teacher initial) 
______ 

 

2. Update Individual child goals 
Form E-EE-501 
Complete (Teacher initial) 
______ 
 

3. Received Portfolio 
 
Complete (Teacher initial) 
______ 
 

Parent/Teacher Comments: 
 

Follow UP Needed: Yes____ No ____ 
 

Parent Signature: _________________________ Date: __________ 

Staff Signature: ___________________________ Date: __________ 
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 Crossroads Head Start/Early Head Start E-EE-506 

Portfolio Individual Child Checklist 
 
Child’s  Name:     

 September Parent/Teacher 
Conference #1 

Home Visit #2 Parent/Teacher 
Conference #2 

Child Photo(EHS) 
Self-Portrait (HS) 
 

    

Drawing/Marking Sample(EHS) 
Writing Sample (HS) 

    

Approaches to Learning 
 

    

Social and Emotional 
Development 
 

    

Physical Development and 
Health 

    

Language, Literacy, and 
Communication 
 

    

Mathematics 
 
 

    

Creative Arts 
 
 

    

Science and Technology 
 
 

    

Social Studies     

Check items as they are gathered.  Cross-referencing these items are acceptable;       
for instance, the writing sample and name-writing sample may be the artifact for 

Language and Literacy also.  Make a copy of items to be cross-referenced and     
place in appropriate sections. 

Date Parent Signature Date Staff Signature  Date 
P/T Conference #1  

 
   

Home Visit #2  
 

   

P/T Conference #2  
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                                     Crossroads Head Start/Early Head Start E-EE-511 

Family Education Survey 
 
 

1.  How would you like the program to support or reflect your traditions or if your family does not have 
any family traditions, how would you prefer us to work with you and your child if/when we have any 
activities planned in which you do not approve of? 
____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
 
2.  What are some traditions or personal celebrations that are meaningful to your family?  Such as 
events coming up (new baby, marriage, etc.) that are planned for your family. 
____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
 
3. Do you have any special talents, abilities, or cultural celebrations that you would like to share with 
your child’s class? 
____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
 
4. How would you like to participate in activities in the classroom? 
____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
 
Crossroads Head Start/Early Head Start has adopted the policy not to accept outside food into the 
classrooms so we can ensure the safety of our children and to help us meet food safety guidelines. 
 
*Classroom staff will recognize children’s birthdays simply and appropriately to provide all children the 
same opportunities.  During the month of a child’s birthday or in May, for summer birthdays, 
Crossroads Head Start/Early Head Start will provide a purposeful and fun experience parents are 
welcome to share.  You may participate in a game, help with an art project or just be there to share a 
snack with your child.  We appreciate your cooperation regarding birthday celebrations.  The day will 
be a fun, happy time for your child and his/her friends.  All children must be treated equally by 
allowing staff to implement these celebrations, we ensure all children receive equal recognition. 
 
Parent Signature: ____________________________________________ Date: ____________________ 
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2022-2023 
Progress Notes Section 

 
Progress Notes are REQUIRED a MINIIMUM of once per month. 

 

□ Year One □ Year Two □ Year Three 
□ August □ August □ August 

□ September □ September □ September 

□ October □ October □ October 

□ November □ November □ November 

□ December □ December □ December 

□ January □ January □ January 

□ February □ February □ February 

□ March □ March □ March 

□ April □ April □ April 

□ May □ May □ May 

□ June □ June □ June 

□ July □ July □ July 
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Crossroads Head Start/Early Head Start 
Progress Notes 

 
Document on-going assessment, treatment progress, behavioral concerns, developmental milestones, 
etc…on these pages.  Treatment progress includes examination dates, treatment dates, Medicaid 
application process, etc…Include any and all contacts pertinent to the child’s health both physical and 
emotional, and as well as any family information which effects the child’s well-being, e.g. divorce, 
change in residents, illness, etc.  A minimum of one entry per month must be recorded.  Solicit and 
document family input on developmental/behavioral concerns.  Each entry must be dated and SIGNED 
by the staff person making the notation.  All entries must be based on relevant facts not personal 
opinion. 

_______________________________________________________________
_______________________________________________________________
_______________________________________________________________
_______________________________________________________________
_______________________________________________________________
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_______________________________________________________________
_______________________________________________________________
_______________________________________________________________
_______________________________________________________________
_______________________________________________________________
_______________________________________________________________
_______________________________________________________________
_______________________________________________________________
_______________________________________________________________
_______________________________________________________________
_______________________________________________________________
_______________________________________________________________
_______________________________________________________________
_______________________________________________________________
_______________________________________________________________ 
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2022-2023 

TRANSITION SECTION 
 

Place the following information behind this page in order as follows: 
 
 
Early Head Start 

□ Individual Transition Plan for 2 ½ year old transitioning from EHS (T-201) 

□ Approved Extension Letter Form (T-207) 
 
Head Start 

□ Head Start Transition Authorization Form (T-202) 
 

(Place all of the above if Applicable, see key to forms on Transition Plan) 


