2019-2020 SCHOOL YEAR

IMPORTANT INFORMATION REGARDING THE
ARKANSAS BETTER CHANCE FOR SCHOOL
SUCCESS ENROLLMENT PROCESS

It is extremely important that each item on the registration checklist is
turned in along with the application. If we do not receive each document on
the checklist, your child's application will not be considered for enrollment.
Once complete application packets are submitted, they will be reviewed and
it will be determined if your child qualifies for the ABCSS Pre-K Program.

Tentatively, acceptance letters will be sent out in June 2019

Thank youl

PLEASE RETURN COMPLETED APPLICATION & DOCUMENTS TO:
Dawson Education Cooperative
Attn: ABCSS Pre-K Program
711 Clinton Street
Arkadelphia, AR 71923
PHONE: 870-246-1450
FAX: 870-246-1457



DAWSON CO-OP ABCSS PRE-K
APPLICATION PACKET

ALL DOCUMENTS BELOW MUST BE COMPLETE BEFORE
APPLICATION IS CONSIDERED

ABC Child Application
Copy of Child's Birth Certificate
Copy of Child's Social Security Card
Current Immunization Record
Proof of Income: Please provide one of the following for each caregiver
o 30 days current paystubs
o Income Tax Form (2018)
o W2 (2018)
Lf Unemployed:
o Notarized statement signed stating that there is no earned income at this time
Additional Eligibility Information (Documents required)
o Foster child
o Child with an incarcerated parent
©  Child in the custody of/living with a family member other than mother or father
©  Child with immediate family member arrested for or convicted of drug-related
offenses
o Child with a parent activated for overseas military duty
Proof of Residency
Dental Form
Well Child Screening Form (will receive form with acceptance letter)
USDA Food Program Eligibility Form(will receive form with acceptance letter)
Screening Packet
With the signature(s) below, I agree that the above requirements are completed and that all information is accurate. I
understand that the submission of false documentation to receive ABC services may result in exclusion from participation in
any DHS program (including Medicaid) and referral for criminal prosecution.
Child's Name: School District Residing In:
Parent Signature: Date:

FOR OFFICE USE ONLY

Dre completed———— PLEASE RETURN COMPLETED APPLICATION & DOCUMENTS TO:
____ABC Child Application Dawson Education Cooperative

- gi:;zlc;;;r;f:;ifzard Attn: ABCSS Pre-K Program

: Immunization Record 711 Clinton Street

ol Arkadelphia, AR 71923

: Dental Form PHONE: 870-246-1450

____Well Child Screening Form FAX: 870-246-1457

Food Program Eligibility Form



FOR OFFICE USE ONLY
School District:

Assigned Class:

Student Name:

Tuition Fee:

School District Residing In:

Date Enrolled:

ARKANSAS BETTER CHANCE FOR SCHOOL SUCCESS
CHILD APPLICATION

PRIMARY CAREGIVER INFORMATION

(Parent or guardian with most contact with child)

Primary Caregiver Name (First/Middle/Last):

Date of Birth: Cell/Home Phone: Work Phone:

Gender: Ethnicity/Race: Primary Language:

Current address:

City: State: Zip Code:

Mailing address (if different):

Current Housing: Homeless Own Rent Other

Current Housing Date:

Employment Status (Full Time/Part Time): Employer Name:

Education Level (High school, college, etc.): If attending school, where:

Annual income from Work sources:

Secondary CAREGIVER INFORMATION

(2™ Parent or guardian in household with child and is used for determining eligibility)

Secondary Primary Name (First/Middle/Last):

Date of Birth: Cell/Home Phone: Work Phone:

Gender: Ethnicity/Race: Primary Language:

Current address:

City: State: Zip Code:

Current Housing: Homeless Own Rent Other

Current Housing Date:

Employment Status (Full Time/Part Time): Employer Name:

Education Level (High school, college, etc.): If attending school, where:

Annual income from Work sources:




HOUSEHOLD INFORMATION

Number in family (#of immediate family members living in the house. (Parent, Guardian, Siblings):

Number in household (The total number of people living in the house):

List the name and relationship to the child enrolled of all family members in the household:

Name: Relationship:

CHILD INFORMATION

Name (First/Middle/Last):

Date of Birth: Social Security Number:
Gender: Ethnicity/Race: Primary Language:
Has the child attended state-funded Pre-K (ABC) program before: Yes No

If so, where?

Will this child be enrolled in a HIPPY Program (Home Instruction for Parents of Preschool Youngsters)? Yes No

If so, which HIPPY Program?

List any allergies:

Does the child have any special dietary needs?

Is the child receiving any special education services?

Medical Insurance (for child): __ Yes ___ No

Specify:___ Aetna Global Benefits ___ AHA Care ____ Ambetter ___ ARKids 1 ___ ARKids A___ ARKids B
—_Blue Advantage ___ Blue Cross Blue Shield ___ CareFirst ___ Cigna ___ Health Network for Louisiana
____ Medicaid ____ Medicare ___ Private Health Coverage ____ QualChoice ____ TriCare

United Healthcare

SIGNATURE

I declare under the penalty of perjury and the rules and regulations of the Arkansas Better Chance program
that the information supplied is true and correct at the time of application. I understand that the information I supplied
may be independently verified by the Arkansas Division of Child Care and Early Childhood Education and that any false

statements may result in exclusion from DHS programs and criminal prosecution.

Signature of Primary Caregiver: Date:




Child’s Name:

School:

Date of child’s last Dental exam?

Month/Date/Year

Name of Dentist?

Name of Clinic?

Does your child have dental insurance?

What is the name of the insurance
company?




Sliding Fee Scale-Up to 250% Federal Poverty Level (FPL) 2018

Family Size up to 200% up to 212.5% up to 225% up to 237.5% up to 250% Not eligible

1 $0- $2023.33 $2023.34-52149.79  |$2149.80-52276.25 |$2276.26-$2402.71 |$2402.72-$2529.17 $30,350.16

2 S0 -$2743.33 $2743.34-52914.79 $2914.80-53086.25  [$3086.26-53257.71 [$3257.72-$3429.17 $41,150.16

3 S0 - $3463.33 $3463.34-$3679.79 $3679.80-53896.25  |$3896.26-54112.71 |$4112.72-54329.17 $51,950.16

4 S0-$4183.33 $4183.34-54444.79 $4444.80-54706.25  54706.26-54967.71 |$4967.72-55229.17 mmm‘do.a

5 S0 - $4903.33 $4903.34-55209.79 $5209.80-$5516.25  |$5516.26-55822.71 |$5822.72-56129.17 md”mmo.;

6 $0 - $5623.33 $5623.34-55974.79 $5974.80-$6326.25  [56326.26-$6677.71 |$6677.72-57029.17 $84,350.16

3 S0 - $6343.33 $6343.34-$6739.79 $6739.80- $7136.25 [$7136.26-$7532.71 [$7532.72-$7929.17 mmm__mo.a

8 S0 - $7063.33 $7063.34-$7504.79 $7504.80-$7946.25  |$7946.26-58387.71 |$8387.72-$8829.17 MHomH@mo.Hm
FEE % No Fee 20% 40% 60% 80% Full Rate

Monthly

Center/FH Fee

(per child) $0 $97.20 $194.40 $291.60 $388.80 $486




ABC Required Screening Packet

Please fill out each page

Your child will be screened in the following areas:

*Speech *Vision *Hearing *General Development



Dawson Education Service Cooperative
Eariy Childhood Special Education Department
711 Clinton Street, Suite 201
Arkadelphia, AR 71923
Office (870) 246-7928 Fax (870) 246-3130

Screening Consent Form

Child’s Name: (Tull Legal Name)

First  Middle Last (Nickname)

Child’s Social Security Number (REQUIRED); . - School District

Daes your child receive Medicaid/ARKids? Yes [ JNo [_] If yes, Medicaid Number
Date of Birth S Age o Sex: Male l:! Female D
Race: (check all that apply): African American (Black)D White D Asian l:l Hispanic D

American Indian/Native American ]:' Native Hawaiian/Pacific Islander D

County of Parent Residence:

Parent or Legal Guardian Name:

Address: o ___r_lm City: ___*j____ State: Zip

Home Phone WorkPhone _ Cell Phone -
Day Time Phone# . e-mail address:

Child’s Primary Care Physician: o o - Chnic ——

Child attends (please circle one): Day Care/ Iead Start / Preschool / Mother’s Day Out / Home Based

Center Information:

Name Address City Zip Phone
Nume of Classroom Teacher

Has your child had any previous evaluations: Yes ]:] No D Has your child received therapy: Yes [:]No l:]

If yes 1o either of the above questions, please explain;

Are their any behavioral issues? If so, please explain:

Will an interpreter be needed?  Yes D No I:l Language or Hearing impaired: Yes D No D
(specify lang.)

I give permission to have my child screened by Dawson Education Service Cooperative Special Services Program. The screening
may include one or more of the following areas: speech, development, motor, vision and/or hearing. If you have any questions
you may call 870-246-7928

Parent Signature for consent to screen: Date:

For office use only: RCVD by on / /

Revised August 2017



A AL R AR AR R R R R R R

_‘rm._ SRS [PUOROWZ-HEDOS pue djaiy-yjas—uw04 bunods pue podoy oipea) 77 S9IRDOSSY WNMLLINDG  (5:28K G-} 11| UBBIIS POOUP|IY) Aseg AJNVYDINE 601
o AN (simys bunayiol 3 ‘sjjrys Buissaig g "uys Bunes v) 9] 7 sjipys Buissaxg g soy jey0
= d13HT3S ¥0d TVL01 I : ik
LB (37— sis Bunatial 5 103 ot N ol B B DR
© :.|Im | =3l 218 4o Jsopy “ 0=suugawos | 0= onvAiey i i o s200 |9 |
— 37 | b |“
W | {PSpulWal to payse Bupuise pue mm:_no:m ?Wzmﬂwﬂ.ﬂﬁ pue %umtao?cwc%yﬂr_%_h:mcrw%ﬂ |t
o _ Buisq inoyum umo saysy vo EGEEE a1 0y ob $90Q ['ZL Wz SSsup AEDidwo) ok | yssaygjaswiy sassap Aaiadwan) say |
i =, ] | |
W & 3 10 00 ww%mu e hm_w.g _ i réunﬂ““m“ 0 = saunawos ‘ 0 = ONJAasey __
0 _ mwuﬂﬁ mcvcsﬂ mﬂh *M%«BE Ew..% 0= Pwiawos _ 0 = Ch/Ruey 13223 ‘AN Myl 40 5o
sEM 10) ; 3 !
0. * wabuapny sy | SAEHEHSL | ¢PasIuBLnSUN J3sIal/yastuly ssaip s30Q |'s
nl.u. | ¢spoau bupsjio) By 10 a1ed axe s30Q | 'L} 2T z=(own | g
_l._n_ ||..H+ | i _Muﬂmcmwpwum ._o%u_ _M..H [ w SHUGALOS) Sa\ 0=0ON
Zf Z = WA Al o 1sop _ 0= PWeAOS ~ 0 = oNiEn o I | i
L }
w ” ; [ Hpa 10)
_ ¢bunayoy | | ,
O i Jaye Apuspuadapur jjasiayyyfsstuly sdim s30q | w paunbai jou sj Buluaise) ¢012j2A JO ‘Buiky buipdng rewayly
(g — ~ £S30YS Jaysiy uo 1nd saoq |
m ¥ | (suopsanb omy assy; Jo sjendasdde aiow 8l Ao samsuy) | YO SIPE Bu =
= | t=awnay 0 1s0py _ 0 = SaWNaA0g m 0 = opufjRizy _ = . .
Q : . : | &/ SiIiS Bunez v Joy jejo)
—— | cbunajioy sane yasiyypesuny adm o1 1dwane s20Q | ‘01 | U] reeumsapnon | ommemmes ] PO
V\..._. YT | =aunua oo | o=swmuos | s (1514 J3Y/sIY Ut po.: ‘s186U1} JaU/sIY Ul 310} B pjoy ss0q |'g
Q ¢(4o3m e Juepixae auo uey) ity — T N : — e
o alow ou) Ayod 1o 12)101 3y Ui (,33d ) euun 5300 |6 V7T bmumapioRoN | g=sugewos | g
w e s = - 33423 40 3231d e 10 o1e30d payeq Jo 3d3(d e se yons
K # bemmwsapson | p=sumawos | 0=l 'poOy 1405 BURIND Joj 310y 34 10 BPIS BYL 35N 5200 |2
£(493M B JUSpINIE BU0 uey) siow ou) fned Jo =1 = T g
131103 3y Uy (,dood,,) Fualusrow [Bmaq sney sa0Q | '8 Sl e _. S e w i ks
— - - | £peoy jo buijds ou 1o 31 Yim ‘umop apisdn Loods ayy Buwm
H ieunRspEon | o~somues | 0= Ny | Inoyum Linow Jaysly vy uoads au adejd S90P ‘53 Y
{BuUIglop yym diay spasu ays/y 41 uana) _ ¢uoods e asn $300 |’
jas1aymasuny Ag Anod Jo 19)101 ay3 uo 186 saoQ | "L siinis bune3 [y

13A9] [IF¥S SPIW 3 193421 153q 1y uondudsap 1o asucdsal 1 3P0 pue Way |ea pesy :suondaliq

RuUILeXg

Jaypea)

welibosgfoouss

Aeg

Jeuy

by

91eQ Yuig
Buluaaing
40 8leQ

(spaabaip)(shuasey

auwen s,y v

SIBIS [PUOROW-[RID0S puk m—u&.ﬁumiiﬁuem Suwui0og pue 1x0day g e

Buaied




53)U35 |BUOIIOWT- -ae— '
% 1%35 [EUOROLIZ-{e1205 pue djaty-jjag—uiod buriods pue ioday Jaudeal  DT] ‘S3ILPOSSY WINJNILINDG  (5188K ~€) [1] UBIS POOLPIIY A3 JONVOIYE 011
-
L
=
ﬂ.dl o/ (s101A24ag puE s)INS |BID0SCIY D PUE ‘33UBPYUDD-J19S PUE UONEANOWY 4
e S1334 yum sdiysucle oy pue A2ld ‘3 ‘) Npy yum ﬁ___m:owuwwm ‘)
TVNOLLOWA-1VIDOS 404 TVLOL
w b/ sioiAeydg PuE SjinS [eposold D 10) (a0 —
o HTT imwnen oo | 0 = Bunswos | 0= onrsey ) v/ 4924 \pim sdjysuopefay pue Aejd 3 104 |30
: Tiasdn Bumab 16 BUinogs tf | = Wi 24 josopy _ 0 =sawgawos _ 0= onhpuey {
(¥a woyy buuieigas pue uods poob e Buisg Aq Jauuew ajgeidse . £SeInAnDe Aeyd olui suoiaIp m
m Ue Ul ainjiey Jo Jawuioddesip e o) 13 5300182 | |equan aesodsodul 10 suopdaup jeqian amb 530(] | "0z
o T vmamaposon | o=swmwes | 0= oy | VT tmwmepjomon | p=sumwos | o=ondmey
e ¢UI00ssSED B BUAES| 10 LUOOILIEY a4} OF BLIob S (pns ‘papisal| | _ ¢ifegpry Jo "ber as00b-5pnp-pnp
m_.._ aq Aew jey) Aunpe ue ul Buibebus 31039 10 s 13410 0} Buopq | 52 Yons ‘auseb dnoib-sbiey e uy Aanpeisdoos fed 5300 |61 |
w s 181 sBuiyy Buisn auogaq voissiud 10} Ynpe ue yse ss0q |2z U L =594 | a=oN !
5 v L=oWNO@jONON | 0=saunawos _ 0= onhiaiey 1 M ¢Aued e 03 LoReiALL ue
ot 07 DOYSE 1,Us) SUs/en I Usha SUINT BUrje] DU SO8waa "sainT - Buipuaixa Jo saep Aed soy Jaao Buiwod Aq sa1e0sda) oYM |
nlu. 3{2) pue 318y 0} PadU 34 1daddE IO PUR)SIpUN s30( |'97 PUE 3502 I 3Us/oy Wioym ynm pusuy 1saq e aney 5800 "9l |
= (¥ L =Wy 3y jo 3o _ 0 = SPWEHLOS _ 0 = oNAaiey ! :llm_ | =59 | 0=0oN !
o LUoIaIqo anpun _ £PuBLl 158q
o 1N0LIM SuIMm %) s30p npe ue Aq pasiniadns 4|5z | | 10 |eID3OS e S| OLM JUO 1NQ SPU3LY |B19A3S BABY 5300 |*£1 |
» SIGIAR\Bg PUE S[IYs [EP05013 | D ool N SORIeIONA pu v 72
il |7/ 90uapBucD-jjas pue UORSAJIOW 40} (€301 » DY R SeoRed 0 405 imal
o VT v=susaagoron | 0= 5WYSWOS | 0 = opyfauey [ ] LT i=supsmjoson | 0 = saunauos | 0 = onfasey !
A ¢[Puad e Bujddey SUOBLIOS 10 SPISING 510U BUMEW | | NOA Lym seap) pue siybnoy) ;sysiy aleqs 5200 '9
hmu B 52 |2NS 'SUONIBIISIP JOUIW BIe 3J3L} UBLM U3AD Cp 0} _ A L= awn 3y) 1o 150 _ 0 = SBWNaWoS _ 0 = opuhkaiey
— pa3ySe Usaq Sey ays/ay JBYM UO Pasndo} UIeLa) s30Q { ‘P2 _ {PUS48aM 33 180 PIP BYS/eY 1BLM 10 ‘S1ad 10 siequisul
7] t=outagporon | o=swmwos | 0 = onsAasey | | Anwey sausiy o saweu ‘saxl ays@y sBuy) se yans ‘yasisy| |
Topiie opUBS. 1 Afaswiy 1neqe noA ylim uopewsojul buueys folua s30Q |51
B pUB 3JUIPLUO3 YIIM isel MU ydeoidde $90Q | *£2 VT i=sunspjowon | 0 = saupatLos | 0 = oNdhaey
Lf L = By 341 0 150 _ 0 = SHNFW0S 0 = oNAaey ] ¢Addey si ayspy usgm
~ ¢2be J9)|1e3 Ue 1e Leyy s3] bujjpmep Aq sdewisd | nof yum sbujjaa, saussiy Bueys o3 piemioy ooj 2300l
SHeIS BUs/al 1ByM ysiuiy O} S3)| 3Us/aY 1yl Moys ss0q | ‘2z YT t=wnmanpwson | gmsumawes | o= onkumy
Y] \raugagopop | o=sawgawos ] 0 = opykmiey $>PeqP2) 2A11IS0d SUIRS aLjS/al] UsLm
7531630 10 KR8 WSesNLIu3 pue apud Jo sBuyas} tpm puodsa) s80(1 | "€1
| Gnasb-jlews e ul pabebua uaym 1salzu) ueueWw 5300 _ 1z SYNPY im sdiysuonesy| ‘g
DUIPPUOI-§[o5 PUE UOHBATION | 5 STUHS TWNOILOW I ONY 171008

(prmmum) S3TEDG [eUOnIOW-[RI0S puk djPy-Jj2s

B3NN EEEEENNRNERNNNNI]




ADE-SPED
REQUIRED
FORM
AUG 2017
Parental Consent to Access Public Insurance and to
Release Personally ldentifiable Information

Name: ID: Date of Birth:

Age: Grade: Local Education Agency:

Medicaid Number:

With parental consent, the school district can seek federal Medicaid reimbursement for the cost of the health services the
school district provides to children who are eligible for Medicaid, and who receive those services that are identified in their
individualized education program (IEP). In order to seek the federal Medicaid funds for reimbursement, the school district
must disclose information from your child's education records to Medicaid and Medicaid billing agencies.

Under the Family Educational Rights and Privacy Act (FERPA), parental consent is required in order to release student
personally identifiable information to agencies not identified in the Act. This consent grants the school district the ability
to release student information for the purpose of billing Medicaid.

By signing below, you are indicaling the following:

* lunderstand and agree that | am giving the school district permission to access my or my child's public benefits or
insurance.

« lunderstand that my child's education records and information about the services my child receives through an IEP
may be released to the Department of Human Services, Division of Medical Services, Arkansas Medicaid, and the
school district's Medicaid billing agent for the purpose of billing Medicaid.

* lunderstand that this may include sharing information with DHS, contracted billing agents, and/or a physician to
obtain necessary documentation to receive reimbursement for services provided through an IEP.

* lunderstand that information to be released may include: student's name, date of birth, social security number,
Medicaid ID, disability, IEP and evaluations, type of service(s), imes and dates services were delivered, and
progress notes.

¢ lunderstand that this consent will remain in effect at all times the district is responsible for providing IEP services fo
my child, unless revoked by me.

« lunderstand that | may revoke consent at any time by notifying the school district in writing.

« funderstand that revoking my consent does not change the school district’s responsibllity to provide all required IEP
services o my child at no cost to me.

* Before giving my consent below, | was provided with a written notice further explaining my rights and protections
under Part B of the Individuals with Disabilities Education Act (IDEA) regarding consent and the purpose of this
form.

Parent or Guardian Signature Date

Is your child covered by private insurance? [ No [JYes (If yes, please complete Third Party Liability Section)

Parental Consent to Access Public Insurance and to Release Personally Identifiable Information



Parental Consent to Release Personally Identifiable Information
Third Party Liability Section*

*This section should enly be completed if the student is covared by private insurance.

Name: iD: Date of Birth:

e

Age: Grade: Local Education Agency:
Medicald Number:

Information Related to Billing Third Party Insurance:

Title 42 Code of Faderal Regulations (CFR), Part 433, Subpart D, Third Party Liability, requires that all third party
sources must be utilized before reimbursement can be made by Medicaid. Pari B of the Individuals with Disabilities
Education Act (IDEA) prohibits a public agency from requiring parents, where they would incur a financial cost, to use
insurance proceeds to pay for services that must be provided to a child with disabilities under the *free appropriate public
education” requirements of these statutes. IDEA does not create exceptions to Title 42 CFR, Part 433, Subpart D. All

Medicaid providers, including school districts, shoutd attempt to exhaust third party liability prior to making claims to
Medicaid.

Please check one of the following:

[] tdo NOT give permission to the school district to bill my private insurance for healthcare services delivered
in the school.

I 1 give my permission to the school to bill my private insurance for healthcare services delivered in the school,

Private Insurance Information:
Insurance Company:

Address:

Phone:

Name of Policy Holder:

Policy Holder Date of Birth: Social Security Number:
Palicy Number:; Group Number:
Parent or Guardian Signature Date

Parental Consent to Access Public Insurance and to Release Personally Identifiable Information



Childs Name:

ARKANSAS MEDICAID PRIMARY CARE PHYSICIAN MANAGED CARE PROGRAM

PRIMARY CARE PHYSICIAN SELECTION AND CHANGE FORM

SELECTIONS:

I have picked the three (3) physicians named below in order of my preference to be my primary care
physician. | understand only one (1) of them will be my primary care physician.

1

PHYSICIAN NAME

2

PHYSICIAN NAME
3.

PHYSICIAN NAME
CHANGES:

I want to change my primary care physician because:

BENEFICIARY SIGNATURE  (Parent/Guardian Signature)

MEDICAID i.D. NUMBER

DATE

DMS-2808 (Rev. 4/07)



