








Crossroads Head Start / Early Head Start H-307
Authorization for Emergency Care to Minors 

I the undersigned parent with legal custody or legal guardian of the minor listed below: 

Minor/Child’s Name ___________________________ DOB: ________________ 

Address: _____________________________________ Phone: ________________ 

Allergies: _____________________  Health problems: _______________________ 

Last Tetanus Shot Date: ________ Insurance/HMO: _______________________ 

Primary Care Physician: __________________________________________________ 
(OR Provider ON CALL) 

Primary Care Dentist:  __________________________________________________ 
(OR Provider ON CALL) 

I do hereby authorize any X-ray examination, anesthetic, dental, medical, or surgical 
diagnosis or treatment by any physician or dentist licensed by the State of Oklahoma 
and hospital service that may be rendered to said minor under the general, specific or 
special consent of: CROSSROADS HEAD START/EARLY HEAD START 
The temporary custodian of the minor; whether such diagnosis or treatment is 
rendered at the office of the physician or dentist, or at a hospital licensed by the State of 
Oklahoma.  I authorize the physician or dentist to call in any necessary consultant at 
his/her/ their discretion.  I further authorize said physician or dentist to exercise 
his/her/ their discretion in authorizing the disposal of any severed tissues or member. 

It is understood that this consent is given in advance of any specific diagnosis or 
treatment being required, but is given to encourage those persons who have temporary 
custody of the minor, and said physician or dentist to exercise his/her/their best 
judgment as to the requirements of such diagnosis or medical, or dental treatment. 

This consent shall remain effective the current school year, unless sooner revoked in 
writing, delivered to said physician or dentist, or said persons instructed with the 
custody, care and control of said minor. 

___________________________ 
Date 

___________________________ 

________________________________          
Parent/Guardian

________________________________          
Witness

Rev. 7/31/2022

Date 



N-606
Child and Adult Care Food Program (C A C F P ) 

Enrollment Form 

Rev. 7/30/2022 

Center: _________________________________________________ 

1. Child’s Name _________________________________ Date of Birth ______________ 

2. Normal Days in Attendance

       
Sunday Monday Tuesday Wednesday Thursday Friday Saturday 

3. Head Start Facilities Only:  Indicate session and sign and date form.

 A.M.        P.M.       All Day

4. Special Dietary Needs     Yes     No

(If yes, attach signed special diet form or medical statement)

5. Normal Hours of Attendance   _______________   to ________________

 am / pm   am / pm 

6. Normal Meals Eaten

 Breakfast  Lunch  PM snack

7. Signature of Parent / Guardian   _____________________________ Date ___________

 

Name of Parent / Guardian  ____________________________________________________________ 

Address ________________________________ City ___________________ Zip ___________ 

Contact Number ________________________________________ 

Renewal Updates 

If there are no changes to the above information, sign and date.   If there are changes, a new 

enrollment form must be completed, signed, and dated. 

Parent / Guardian Signature Date 

 ____________________________________  _________________________________ 

____________________________________  _________________________________ 

____________________________________  _________________________________ 

____________________________________  _________________________________ 

____________________________________  _________________________________ 

____________________________________  _________________________________ 



Crossroads Head Start / Early Head Start D-216
Authorization To Release & Receive Information 

Rev 7/31/2022 

FROM/TO:  Crossroads HS/EHS            TO/FROM:  ______________________________ 

____________________________________________   _________________________________________________   
 Contact Person/Contact Information        Contact Person/Contact Information 

Child’s Name:  ______________________________________________    Date of Birth:  _____ /_____/ _____ 

Parent/Guardian:  _________________________________  Phone #:  _________________________  
____________________________________________________________________________________ 

 Address, City,  State,  Zip 

I (we), the undersigned, do hereby authorize the above persons, education institutions, firms, physicians, 
clinics, hospitals or agencies to release and/or receive the following confidential information in written or  
verbal form:  (check all that apply)   
 Any information necessary for provision of services     ___ Treatment Plan      ___Diagnosis     ___Dental

 Requested documentation from providers     ___ Treatment Provided      ___Medications     ___Physical

     ___ Education Plan (IEP/ HSS/IFSP)      ___ Evaluation/testing results      ___Progress Notes     ___Well Child 

     ___Immunization     ___Pertinent Medical Information________________________________________________ 

The above information is released for the following purpose and that purpose only.  Any other use is 
forbidden: Referral for services/coordination & collaboration of services   

I understand that my records are protected by state and federal law, and cannot be disclosed without my 
written consent unless otherwise provided for by law.  I also understand that I may revoke this consent in 
writing at any time unless action has already been taken based upon this consent and in any event this 
consent expires one year from the date of signature.        

I want the agency listed above to accept a copy of this form as valid consent to share information on an as 
needed, if needed basis to assist with service coordination and treatment planning.  If I do not sign this form, 
information will not be shared and I will have to contact the agency personally to give them information they 
need.  I hereby release any person, educational institution, firm, physician, clinic, hospital, or agency from 
liability for information furnished pursuant to this authorization. 

_________________________________________________________________ ______/______/______ 
Signature of Authorizing Person Date 

________________________________________________________________  ______/_____/_______ 
Staff signature, credentials & title  Date 

The Head Start/Early Head Start program is unable to pay for this service and we make no charge when we respond to 
authorized requests for information. 

  

If the records to be disclosed are education recourse, they are maintained and released in accordance with the Family 
Education Rights and Privacy Act (FERPA).  Parents or eligible students shall be provided a copy of the records to be 
disclosed if requested.  

THE INFORMATION I AUTHORIZE FOR RELEASE MAY INCLUDE INFORMATION THAT COULD BE CONSIDERED 
INFORMATION ABOUT COMMUNICABLE DISEASE WHICH MAY INCLUDE, BUT ARE NOT LIMITED TO, DISEASES 
SUCH AS HEPATITIS, SYPHILIS, GONORRHEA AND THE HUMAN IMMUNODEFICIENCY VIRUS, ALSO KNOWN AS 
ACQUIRED IMMUNE DEFICIENCY SYNDROME (AIDS). 

Prohibition on re-disclosure:  This information has been disclosed to you from records whose confidentiality is 
protected by federal law.  Federal regulations when applicable (42 CFR Part 2) prohibit you from making any further 
disclosure of this information except with specific written consent of the person to whom it pertains.  A general 
authorization for the release of medical or other information if held by another party is not sufficient for this purpose.  
Federal regulations state that any person who violates any provision of this law shall be fined not more than $5,000.00 
in the case of each subsequent offense. 







D-217 

Rev. 7/31/22 

 

 

Dear Parent/Guardian, 

Because your child's first 5 years of life are so important, we want to help you provide the best 
start for your child.  You've been invited to participate in an Ages & Stages Questionnaires, 
Third Edition (ASQ-3) and Ages & Stages Questionnaires®: Social Emotional, Second Edition 
(ASQ:SE-2™), online screenings to help you keep track of your child's development.  The 
questionnaire may be provided twice a year.  You will be asked to answer questions about some 
things your child can and cannot do.  The ASQ-3 questionnaire includes questions about your 
child's communication, gross motor, fine motor, problem solving, and personal social skills. The 
ASQ-SE questionnaire includes questions about your child’s ability to calm down, take direction 
and follow rules, communicate, perform daily activities (e.g. eating, sleeping), act independently, 
demonstrate feelings, and interact with others. 

To participate in this screening study, please access the following URL by typing it into your 
Internet Browser: 

http://asqonline.com/family/4aa829 

Please make sure you use your child's legal name.  This needs to be completed before your 
child’s entry into the classroom.  We look forward to your participation! 

Sincerely, 

 
Terrie Vicknair 
Program Director 
Crossroads Head Start/Early Head Start 
 

http://asqonline.com/family/4aa829
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                                                                                                                                                                          E-EE-521 

                                                

Tablets/Cameras in the Classroom 

Purpose of this Policy 

Photographing and Filming Children using the COR Advantage observation tool will offer a 
complete picture of child growth for teachers and families. 

Teachers understand: 

To ensure the collections and use of children’s photos, Crossroads Head Start/Early Head Start 
Teachers and Staff will: 

 Protect the personal information of the individual. 

 Respect parent’s and/or guardian’s choice to withhold from their child being 
photographed. 

 Comply with agency internet use expectations. 

 Notify parents/guardians when photos will be taken and how they will be used each 
time. 

 Children may not be featured in a group or another child’s photograph. 

 Tablets are NOT to leave the classroom or center. 

Parents understand: 

 Children’s information is protected all times. 

 These photos are used for the sole purpose of showing children growth and 
development across all School Readiness Domains. 

 Photos will not be used in any fashion that will hurt, harm, or disgrace any person’s in 
the photos. 

 Children develop at their own rates in their own time and some photos may show 
children engaging many different skills and levels of development. 

 

Child’s Name: ______________________________________________________ 

Staff Sign: ______________________    Parent Sign: _______________________ 

Date: __________________                      Date: __________________ 



Building for the Future
This day care facility participates in the Child and Adult Care Food Program 
(CACFP), a federal program that provides healthy meals and snacks to children 
receiving day care.

Each day millions of children participate in CACFP at day care homes and centers 
across the country.  Providers are reimbursed for serving nutritious meals which 
meet United States Department of Agriculture (USDA) requirements.  The pro-
gram plays a vital role in improving the quality of day care and making it more 

Meals CACFP homes and centers follow meal patterns established by USDA.

Breakfast Lunch or Supper Snacks (Two of the Five 
Groups)

Milk, 1%
Fruit
Vegetable
Grains

Milk, 1%
Meat or Meat Alternate
Grains
Fruit
Vegetable

Milk, 1%
Meat or Meat Alternate
Grains
Fruit 
Vegetable

Participating
Facilities 

of bringing nutritious meals and snacks to participants.  Participating facilities 
include:

•

• —Licensed or approved private homes.
• —Centers in low-income areas provide free snacks to

school-age children and youth.
• —Emergency shelters provide food services to homeless

children.

-
ing children:
• Children aged 12 and under
• Migrant children aged 15 and younger
• Youths through the age of 18 in At-Risk Programs in needy areas

Contact
Information If you have questions about CACFP, please contact one of the following:

    State Department of Education
Child Nutrition Programs
2500 North Lincoln Boulevard
Oklahoma City, Oklahoma 73105-4599
405-521-3327

This institution is an equal opportunity provider.

Sponsoring Organization/Center

Crossroads Youth and Family Services Inc.
Head Start/Early Head Start
1333 W. Main
Norman, Ok 73069 (405) 292-6440

N-610A
Distributed in August of 2022

Rev. 7/31/22
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Dear Medical Professional: 

One of your patients has recently enrolled in Crossroads Head Start/Early Head Start Program. 
Head Start/Early Head Start is a federally funded early childhood development program that 
strives to assure all of our enrolled children are up-to-date on the Early, Periodic Screening, 
Diagnosis and Treatment guidelines published for our state. We ask that you fill out the 
following information for us to ascertain whether the above named child is current in the 
recommended periodicity schedule. We wish to act as partners with the health care community 
in assuring Head Start/Early Head Start families are accessing preventive health care for their 
children and themselves. It is not necessary to send a copy of the child’s medical record as long 
as this form is signed and returned to us. 

*Some items we would like to draw your attention to:

• Testing of the Hemoglobin/Hematocrit is required at 12 months or after,
according to the EPSDT schedule.

• Testing for Lead is required for every child in our program, whether or not
it is apparent they have been exposed to lead, at 12 months of age and
again at 24 months of age or after, according to the EPSDT schedule.

We appreciate your assistance in completing this form. 

Respectfully, 

Health Coordinators 

Crossroads Head Start/Early Head Start 
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ashleea@crossroadsyfs.com 
303-2227

Crossroads Head Start/Early Head Start H-301 

Medical Data Collection Form 

CHILD’S NAME:  

DATE of Well-Child Visit: 

AGE at Time of Visit: 

DOB: 

2M 4M 6M 9M 12M 15M 18M 24M 30M 3YRS 4YRS 

Height: Weight: 

Is child current with EPSDT schedule? Yes No 

Are Immunizations Up-to-date? Yes  No 

Hearing screening performed? Yes No Results: Within Normal Limits Concerns 

Vision screening performed? Yes No Results: Within Normal Limits Concerns 

Speech screening performed? Yes No Results:  Within Normal Limits Concerns 

Dental screening performed? Yes No Results: Within Normal Limits Concerns 

12-Months of Age or Later

****Hgb/Hct

Date of Test 

Results: Within Normal Limits Out of Range 

12-Months of Age

****Lead

Date of Test 

24-Months of Age or Later

****Lead

Date of Test 

Results: Within Normal Limits Out of Range 

Results: Within Normal Limits Out of Range 

Healthcare Facility Name: 

Health Provider Signature: 

Please Send Form With Parent/Guardian, Or Fax/Scan To: 
Cleveland &Pottawatomie Co. 
(405) 292-6440
Fax (405) 292-6442
tabathar@crossroadsyfs.com 

Comanche County 
(580) 248-0474
Fax (580) 248-4784
vickib@crossroadsyfs.com 

Lincoln &Seminole Co. 
(405) 303-2224
Fax (405)  

Date Sent: 

Date Received by Crossroads 

Fluoride Treatment performed? Yes No 

mailto:ashleea@crossroadsyfs.com
mailto:tabathar@crossroadsyfs.com
mailto:vickib@crossroadsyfs.com
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Dear Dental Professional: Date: _______________ 

Crossroads Youth & Family Services is a federally-funded Head Start and Early Head Start 

program that must comply with federal regulations that aim to promote healthy lifestyles for the 

children that attend our program.  The attached form requests necessary information regarding 

the dental health of one of our students under your care.  Please complete the form in its entirety.  

In particular, fluoride treatments or fluoride varnishing is of great importance for the children 

in our program and is strongly recommended by the National Head Start Association.  To help us 

identify which children in our program have received such a treatment, please be sure to check 

either ‘yes’ or ‘no’ next to the question “Fluoride Treatment?” on the attached form.     

Thank you for your cooperation and assistance with this form. 

Respectfully, 

Cleveland, Pottawatomie, Seminole EHS Counties
Phone (405) 292-6440
(405) 292-6442 FAX

Comanche County 

Phone (580) 248-0474 

(580) 248-4784 FAX

Lincoln and Seminole HS Counties
Phone (405) 303-2224
(405) 303-2227 FAX

Rev. 7/31/22



Crossroads Head Start/Early Head Start H-301A

Dental Data Collection 

Dear Health Care Professional: 

One of your patients,  _________________________________ D.O.B. ________________ recently 

enrolled in Crossroads Head Start/Early Head Start Program.  Head Start/Early Head Start is a federally 

funded early childhood development program that strives to assure all of our enrolled children are up-to-

date on the Early, Periodic Screening, Diagnosis and Treatment guidelines published for our state.  We ask 

that you fill out the following information for us to ascertain whether the above named child is current in 

the recommended periodicity schedule.  We wish to act as partners with the health care community in 

assuring Head Start/Early Head Start families are accessing preventive health care for their children and 
themselves.  It is not necessary to send a copy of the child’s medical record as long as this form is signed 

and returned to us. 

We appreciate your assistance in completing this form. 

Respectfully, 

 Date sent: ____________ 

Date Received by Crossroads ______________ 

Rev. 7/31/22

Cleveland, Pottawatomie, Seminole EHS Counties 
Phone (405)292-6440
(405) 292-6442  FAX
tabathar@crossroadsyfs.com

Comanche County 

Phone (580) 248-0474 

(580) 248-4784  FAX

vickib@crossroadsyfs.com

Lincoln and Seminole HS Counties
Phone (405) 257-2321
(405) 257-5737 FAX
ashleea@crossroadsyfs.com

Date of Last Oral Exam:  _______________________ 

Results of examination:  No Treatment Required Treatment required   
  Treatment Started - Next Appt.Date________
 Treatment Complete 

Prophylaxis done?  Yes  No 

Fluoride treatment?  Yes  No 

Next dental exam due: ____________________ 

 _________________________________________________________ 
Please print Dentist Name Legibly  

__________________________________________________________ ______________________ 

Dentist Signature Date 

Page 2 of 2 
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