St 6: 1 6 Nati on, Head Star
Bldg. #9-7201 Vedder Road, Chilliwack, B.C. V2R 4G5 Phone (604) 824-6505
Fax (604) 824-8159

Notice to the Parent/Caregiver

Registrations for the 2009-10 Preschool and/or Family Program:

-It takes up to one week to process one’s registration application. Head Start staff has to
make sure that all the important information is provided. This is required for licensing
and safety purposes.

-Once the registrations are complete. You will then be contacted by Mary D. Stewart,
the Head Start Coordinator. She will let you know when your child is starting preschool
or when your family is starting the Family Program.

-As well, if you require transportation she will give you the bus driver’s name and phone
number.

-We offer a morning Preschool class from 9-11am. If we receive enough registrations we
will offer an afternoon Preschool class. If we don’t have enough registered for the

afternoon class, your child’s name will be put on a waiting list.

Welcome to the Head Start Family Program/Preschool.



STO:Lb NATION HEAD START REGISTRATION (2009-2010)

Chil d’s Name Birth Date Registered First Nation Band
Or Self-identified

Parent’' s Names: Birthday (month/day) | First Nation Band
Phone #: Address:
Message #:
Family L] Married/common law [] Single
Status _ )
L] widowed [ Divorced
L] On-reserve (1 Off-reserve

Car egi ver’ s Name: Phone:

EMERGENCY INFORMATION
Family Doctor: Phone #:
Permission to call Doctor and/or Ambulance in case of an Emergency  Yes No
Emergency contact #1: Phone #:
Emergency contact #2: Phone #:

Parent Allergies:

HEALTH INFORMATION

Child’s Medical # Status # Lbs. | M/F | Preschool Family Prog.
Y/N Y/N
Y /N Y /N
Y/N Y/N
Y /N Y /N

Does your child(ren) have any medical problems (breathing, epilepsy, etc) or Allergies?
V Yes VU No Ifyes, please identify

Child Name: Specifics:
Child Name: Specifics:
l s your chil d’-to-datehhmu i iYesatVi Non & pNot Immunized

If no, please explain:

Immunizations records submitted* V Yes V¥V No *Need to submit for Preschool
Permission to obtain immunization records from Sto:lo Nation HealthDept. Vv Ye st No

Information we should know about your child (special diet, behavior, speech, vision, hearing, etc)




(Preschool Only)

Is there a custody agreementinplace VvV Yes V¥ No

If there is a legal custody agreement in place, the Preschool requires a copy for yourctld s f

RELEASE OF ALL CLAIMS AND AGREEMENT TO INDEMNIFY

I understand that my child(ren) must be under my or my caregiver’s supervision at all times while
participating in the Head Start program.

l, hereby waive and release employees, volunteers,
contractors and its agents from any and all liability for any injury, loss or illness suffered by myself or
my children, arising directly or indirectly by any reason, during the transportation to and participation in
the Head Start Program.

| give permission for Head start to include my family and | in any pictures, videos, calendars, web site,
display boards, during our on going activities throughout the year. Please sign and date below.

The following people are authorized to pick my child up from Preschool: (Preschool Only)
1) 2)

3) 4)

5)

Signature of Parent/Guardian Date:
Signature of witness Date:

Transportation Needed: Yes / No

Fully Potty trained (Preschoobnly): Yes / No

Notes:

Office Use Only: Years of Participation: 1% 2" 3" 4" 5t 6" 7"

Date Registered: Staff Signature:

Date entered into Data Base: Custody Paperson file: 'Y N
(if applicable)
Immunization Submitted: Y /N Date Immunization Records put on file:




Needs Asessnent 2009010

Family name:

Date:

Please check off the topics that interest you.
This will help in the planning of Head Start activities, parent workshops and information to be handed out.

STO:

LO CULTURE & HALQ(Q

EARLY CHILDHOOD DEVELOPMENT:

o Becoming aware of St6:16 Culture O Your home as a learning environment
o Upcoming Cultural Events o School readiness; preparing for Kindergarten
o Awareness of other First Nation groups o Child growth & development
o Halq’eméylem Language (intro) o Understanding how my child learns through play
o Sto:10 Songs, children’s songs, etc G Infant massage
o Other 0 Mimic Baby, sign language
C | 'would like to teach a traditional arts & crafts Other

project.

Eg. Social events

PARENT & FAMILY INVOLVEMENT SOCIAL SUPPORT

o Input from Grandparents & Elders o Home visits with Head Start workers
o Becoming involved in Head Start’s Family — oriented o Family Issues

activities: e.g. Family night’s / Gym Night’s, etc o Getting to know other parents
o Parent Input/Feedback; Parent Advisory Committee o Self- improvement; relieving stress
o Father involvement in Head Start o Organizing & being involved in Head Start’s events
o Single Parenting o Becoming aware of other Family Support Groups and

C Virtues Parenting/positive discipline

C I'would like to teach a contemporary arts & craft
project.

o Other

Services

Become aware of Sto: 16 Nation’s Support Services
o Other

O

HEALTH PROMOTION

1 Safety (fire safety, home safety, toy safety, poison cg

seat safety,etc)
Dental Care/Dental Plans
1 vision/hearing testing

—

—

1 Effects of Drugs & alcohol/protecting your children
Immunizations
i Ot her

—

Taking care of your ill child/Common childhood disea

NUTRITION PROMOTION
O Native Traditional Foods
O Nutritional Information/ getting vitamins from food
O Pregnancy & Nutrition
0O Food Allergies/lactose intolerance
0O Breastfeeding
00 Making baby food/ideas on what to feed baby
O Ot her

Please check off the type of information workshops

you would be interested in.

o Communication

o Residential School Trauma

o Addictions; Drugs or Alcohol Abuse, etc

o Sexual Abuse

o Play Therapy for children

o Boundary Setting in relationships

o Healthy Relationships

o Anger Management: stress management, etc

o Please write down other: Topics

I would like to participate in :
C One-one-one
C Groups

Do you get any support from your:
o Family o0 Friends o Community Services/Band Office

Did any one in your Family attend a Native
Residential School?

o Yourself o Mother o Father o grandparent
(This information will be useful for upcoming Grant
funding)




l*l Health Santé

Canada Canada

CHILDREN’S ORAL HEALTH INITIATIVE
PERMISSION FORM

To be completed by Parent or Caregiver:

Please print the name of the child you are permitting to receive dental services:

Child’s Legal Last Name Child’s Legal First Name Date of Birth Registration #
(Year/Month/Day) (9 or 10 digit number)
Health History

Yes No Don’t know?
‘Does your child have any heart problems? ] 0 O
iDoes your child have any bleeding problems? O O O
Does your child have any allergies? O O O
1;If yes, please explain:
Does your child have any other health conditions? ( i.e. cleft palate) O O |
If yes, please explain: ) |
‘ Complications or reactions to these procedures are unusual. However, if your child has any complications or -
* _ reactions to these services, please contact the nurse or dental professional.

By signing below I,

A) give my permission for my child (named above) to receive any of the following dental services:
* screening

= fluoride varnishes
= painless fillings
* dental sealants
* instruction on healthy dental habits
«  Xyheox Qe
B) give my permission for Health Canada to collect and use information about my child for the
purposes of the First Nations and Inuit Health Branch (FNIHB) Children’s Oral Health Initiative;

C) understand that dental program records and data information may be used by FNIHB, Health
Canada, for management and administration purposes only;

D) confirm that I have read and understand the content of this Permission Form.

E) This consent will remain in effect until it is withdrawn either in writing or verbally by a
parent/caregiver or the above-named child.

Parent or Caregiver, please print your name and telephone number:

Parent / Caregiver’s Last Name Parent / Caregiver’s First Name Telephone number

Parent or Caregiver Signature Today’s Date(year/Month/Day)
5, AR Bormand 2 g




