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	Enrollment Application

Revised June 2011


	201 WEST CHAPEL STREET

SANTA MARIA, CA  93458

(800) 894-0160 or (805) 922-2243
	120 WEST CHESTNUT AVENUE

LOMPOC, CA  93436

(805) 740-4555
	5681 HOLLISTER AVENUE

GOLETA, CA  93117

(805) 964-2347

	
	
	
	
	

	
	
	
	
	

	CHILD TO BE ENROLLED

	CHILD’S NAME
	DATE OF BIRTH
	SEX
	Child’s Race 
	child’s language

	
	
	M
	F
	
	□ English   □ Spanish    □ Other      

	ADDRESS (HOME)
	CITY, STATE AND ZIP CODE
	TELEPHONE NUMBER (HOME)

	MAILING ADDRESS (if different FROM above)
	CITY, STATE AND ZIP CODE
	TELEPHONE NUMBER (MESSAGE)

	Child lives with
	Both Parents
	(
	Mother
	(
	Father
	(
	Guardian
	(   
	  Foster (
	Dual Custody

	
	
	
	
	
	
	
	
	
	
	YES  (     NO  (

	PARENT/GUARDIAN

	Mother/Guardian Name
	Date of Birth
	Marital Status
	Education Level

	Address (if different from above)
	MOTHER’S language
□ English  □ spanish  □ other

	Place of Employment, School, or Training PROGRAM:       
	Telephone Number

	# OF hOURS / UNITS:
	( SEEKING EMPLOYMENT
	( Incapacitated
	( Seasonal
	

	are you a cac employee?          are you a relative of a cac Employee?
	if yes, name of employee:

	yes
	no
	yes
	no
	

	Father/Guardian Name
	Date of Birth
	Marital Status
	Education Level

	Address (if different from above)
	FATHER’S language

□ English  □ spanish  □ other

	Place of Employment, School, or Training PROGRAM:       
	Telephone Number

	# OF hOURS / UNITS:
	( SEEKING EMPLOYMENT
	( Incapacitated
	( Seasonal
	

	are you a cac employee?          are you a relative of a cac Employee?
	if yes, name of employee:

	yes
	no
	yes
	no
	

	OTHER SIBLINGS IN HOUSEHOLD 




(use back of this application for additional names)

 

	Child’s Name                                                         
	Date of Birth
	Child’s Name
	Date of Birth

	Child’s Name
	Date of Birth
	Child’s Name
	Date of Birth

	PROGRAM OPTIONS

	Indicate your preference by using “1”, “2”, and “3”, with “1” being your first choice:

	( Part Day Session (3-5yrs)
	( Full Day Session (18mo-5yrs)
(working or going to school full-time)
	( Home Based Option (0-5yrs)
	( Family Child Care Option (6wks-5yrs)
(working or going to school full-time)

	HOUSEHOLD

	Does any family member receive:
	cash aid
	Medi-cal
	S.S.I.
	wic
	Are you homeless?
	Form of transportation?

	
	Yes
	No
	Yes
	No
	Yes
	No
	Yes
	No
	Yes  
	No
	

	Were you referred to our Agency?
	Name of referring agency:
	Are you a Tapp client?

	Yes
	No
	
	Yes
	  No

	DISABILITIES

	Does your child have a disability?
	(Circle disability)
	

	Yes
	No
	SPEECH      HEALTH      PHYSICAL     MENTAL      OTHER:
	____________________

	If yes, has your child had an assessment which resulted in a diagnosis? 
	(documentation ATTACHED)

	Yes
	No
	IFSP         IEP

	OTHER INFORMATION

	Is there any other family need or situation you would like to share that would help us to serve you better?

	
	
	

	
	
	

	
	
	

	I CERTIFY, UNDER PENALTY OF PERJURY, THAT THE ABOVE INFORMATION AND THE DOCUMENTS I HAVE PROVIDED WITH THIS APPLICATION CONCERNING MY ELIGIBILITY ARE TRUE AND CORRECT TO THE BEST OF MY KNOWLEDGE.
Parent/Guardian Signature: _____________________________________________
Date: _________________



	(((((((((((((((((
	FOR OFFICE USE ONLY
	(((((((((((((((((

	( Verification of Income
	( Verification of Child's Age
	Date Application Received:
	

	( Child's Immunization Record
	( Verification of Full Day Eligibility 
	
	

	( Child’s Health Assessment
	( Documentation of CWS, Foster
	
	
	
	

	( Verification of Parental Status
	( Release for Eligibility (if applies)
	Date Application Comp. & Verified: 
	

	( Verification of Homelessness
	( IFSP / IEP Report
	
	

	Enrollment Staff Name:
	__________________________________
	
	


