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Waninawakang  SEQ CHAPTER \h \r 1
  Aboriginal Head Start
                        66 Princess Street, P.O. Box 1617   Sioux Lookout ON     P8T 1C3 
                   Email: wahs@bellnet.ca Tel: (807) 737-7519    Fax: (807) 737-7520 
          Pre-Registration Form
Child Information

Last Name: ________________________   First Name:___________________  M.I ____________

Date of Birth: Month______  Day_____ Yr______    Age: _____  Male ____    Female____
Aboriginal Ancestry   Status ___     Non-status___     Metis ___   Inuit ____

Does your child have special needs? Allergies, speech … ___________________________________

_________________________________________________________________________________

Toilet ready?  Yes ___   No ___   If no, when do you expect your child to be ready ______________
Parent/ Guardian Information
Last Name: ________________________   First Name:___________________  M.I ____________

Last Name: ________________________   First Name:___________________  M.I ____________

Home Address ____________________________Sioux Lookout ON  P8T _____

Home Phone # ___________________   Cell#__________________ Work #__________________

Number of people in household:  Adults ___________   Children ______________

Employment Status __ Full time   ___ Part time    ___Seasonal    __ Unemployed   __ School

Family Structure

Yearly Net Income

Highest Level of Education

__  Single Parent

  ___ less than 20,000

__Grade 8

__ 2 Parents (married/common law)        ___ 20 – 40,000 

__ High School

__ 2 Parents (parent/step parent)         ___ 40 – 60,000
            __ College/University
__ Adoptive Parent           
  ___  60 – 80,000

__Training Program

__ Foster Parent

  ___ more than 80,000
___Other ____________________
How did you hear about Head Start _________________________________________________

Is/has your child been in day care. Where? __________________________________________

Please initial each statement and sign below
___ I understand that this is the first step in the application process and does not guarantee my acceptance. 

___ I understand that I will be contacted by WAHS to complete additional application papers.
___  I understand that in order for my child to be considered for acceptance, my child will need up-to-date immunizations.
I certify that this information is true and that incorrect information may disqualify my family from the Program.  The information above is for recruitment purposes only and that this information is confidential and will be shared only with WAHS staff and that I will be notified if my child is selected to attend the WAHS program.

_________________________________________


____________________________________

Parent/Legal Guardian Signature




Date
