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             U.C.C.A.C., Inc. Early Head Start 

            Prenatal Home Visiting Application        



      Serving Kingston Area Only

          For application call: 845-339-3836 ext. 401 or 409
_________________________________________________________________
MOTHER’ S  NAME
               
                                               MOTHER’ S DATE OF BIRTH
                                         TODAY’S DATE

_________________________________________________________________ MOTHER’S HOME PHONE                                                                      MOTHER’S WORK PHONE                          MOTHER’S ALTERNATE/CELL #    
_________________________________________________________________                                                                                                     FATHER’S NAME                                                                         HOME PHONE                             WORK PHONE                  ALTERNATE/CELL#

________________________________________________________________________________________________________________________________________________

STREET ADDRESS



                 CITY/TOWN
                                 ZIP CODE     
                          COUNTY

MAILING ADDRESS (IF DIFFERENT FROM ABOVE)                   CITY/TOWN
                                 ZIP CODE                                       COUNTY
Primary Language:                                                                   Total # Adults in household: _______________

Total # of children in household:_______________
[image: image3.wmf]Estimated delivery date:________ Is this pregnancy considered high risk? _____Yes _____No 

Have you received prenatal care? ___Yes ___No

Who provides your prenatal care?____________________________   Date of last prenatal visit________________ 

Are you receiving WIC ______  Yes ____No

Mother’s health insurance provider:____________________  Mother’s Dental Provider:________________________________










Assurance of Confidentiality: The information on this application is being requested on a  voluntary basis.  Some of the information will be used for  statistical   purpose only.  If you prefer not to provide some of the information it  will not effect the services we try to deliver.  However some information is  required for   eligibility requirements.   All information is kept confidential.
EARLY HEAD START/HEAD START ADMINISTERED BY  ULSTER COUNTY COMMUNITY ACTION COMMITTEE, INC.

�EMBED Presentations.Drawing.12  \* MERGEFORMAT \s���


Prenatal Home Visitor will contact you to arrange a Wait List appointment





Bring to interview:                   


Current proof of all household income:


	3 recent pay stubs


              Last years income tax return


	 D.S.S. Services Award Letter/Health insurance card


	Proof of  Social Security benefits 





Pregnancy confirmation from doctor or clinic





Notify Early Head Start/Head Start of any changes in your household/address/phone contact information.





                                                        Office use code FID#___________________ 
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