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)
If Unemployed:
o Notarized statement signed stating that there is no earned income at this time
Additional Eligibility Information (Documents required)
o Foster child
> Child with an incarcerated parent
©  Child in the custody of/living with a family member other than mother or father
o 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
bate completed: PLEASE RETURN COMPLETED APPLICATION & DOCUMENTS TO:

Items needed:

____ ABC Child Application Dawson Education Cooperative
== PIFth Certificote Attn: ABCSS Pre-K Program
____ Social Security Card

—__ Immunization Record 711 C“I’ITOH Street

. 001 o] Income Arkadelphia, AR 71923
____Proof of Residency

___Dental Form PHONE: 870-246-1450

___ Well Child Screening Form FAX: 870-246-1457

____Food Program Eligibility Form



FOR OFFICE USE ONLY
School District:

Student Name: Assigned Class:

School District Residing In: Tuition Fee:
Date Enrolled:

ARKANSAS BETTER CHANCE FOR SCHOOL SUCCESS
CHILD APPLICATION

PRIMARY CAREGIVER INFORMATION

Parent or guardian with most contact with child)
9

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?




APPENDIX F +2018-2019 SLIDING FEE SCALE CHART "

__Sliding Fee Scale-Up to 250% FPL 2019-2020

Family Size |up t0 200% |upt0212.5%  |up to 225% upto237.5%  Jupto250% ' [Not eligible
2 50 - $2818.33$2818.34 - $2994.48 $2994.49 - $3170.63($3170.64 - $3346.77 $3346.78 - $3522.92 $42,275.16 yr
3 $0 - $3555.00[%$3555.01 - $3777.19 $3777.20 - $3999.38/$3999.39 - $4221.56 |$4221.57 - $4443.75 $53,325.12 yr
4 $0 - $4291.67 |$4291.68 - $4559.90 $4559.91 - $4828.13/$4828.14 - $5096.35 $5096.36 - $5364.58 $64,375.08 yr
5 $0 - $5028.33 [$5028.34 - $5342.60/35342.61 - $5656.88/$5656.89 - $5971.15 $5971.16 - $6285.42 $75,425.16 yr
6 $0 - $5765.00/35765.01 - $6125.31 $6125.32 - $6485.63/56485.64 - $6845.94 |56845.95 - $7206.25 $86,475.12 yr
7 $0 - $6501.67 |$6501.68 - $6908.02 $6908.03 - $7314.38/$7314.39 - $7720.73 $7720.74 - $8127.08 $97,525.08 yr
8 50 - $7238.3357238.34 - $7690.73|$7690.74 - $8143.13|$8143.14 - $8595.52 |$8595.53 - $9047.92 $108,575.16 yr
FEE % No Fee 20% 40% 60% 80% Full Rate
T — :
Center/FH Fee . PN T 1 G ey VIS0 SR (L ERS] N 4y S bR o] oW i b el
{per child) $0 '$99.32 $198.64 829796 | - $397.28 - $496.60
Monthly ] e R R R gy PR e ST Y E :
HIPRY/PAT Fee | .80 Ll oo d ali Ui e s
(perchiid) | =80 | 83712 | $185.60

Page | 54



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
Ezriy 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: (Tul) Legal Name) o ) ) o
First Middle ILast (Nickname)

Child’s Social Security Number (REQUIRED): - - School Distriet

Daes your child receive Medicaid/ARKids? Yes DNO D If yes, Medicaid Number -
Date of Birth B Age o Sex: Male [:I Female D

Race: (check all that apply): African American (Biack)[:[ White D Asian D Hispanic D

American Indian/Native American [:, Native Hawaiian/Pacific Islander D

County of Parent Residence: o

Parent or Legal Guardian Name:

Address: o ___________jm Gity: ____*__\_T________ State: Zip

Home Phone ~_ WorkPhone Cell Phone

Day Time Phone# . e-mail address:

Child’s Primary Care Physician: - o . Clinic Phone

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

Center Information:

Name Address City Zip Phone
Nume of Classroom Teacher

Has your child had any previous evaluations: Yes D NoD Has your child received therapy: Yes DNO D

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 |:| No I:I Language or Hearing impaired; Yes DNO 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 arcas: 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:

Foroffice use only: RCVDby ) on / A

Revised August 2017
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ADE-SPED
REQUIRED
FORM
AUG 2017

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

Name: ID: Datea of Birth:

Age: Grade: __ Local Education Agency:

Medicaid Number:

With parental consent, the scheol 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 granis the school district the ability
to release student information for the purpose of billing Medicaid.

By signing below, you are indicating the following:

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

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

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

* | understand that information o be released may include: student's name, date of birth, social security number,
Medicaid ID, disability, IEP and evaluations, type of service(s), times 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 to
my child, unless revoked by me.

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

« [understand that revoking my consent does not change the school district’s responsibility to provide all required IEP
services to 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 [ Yes (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 covered by private insurance.

Name: 1D: Date of Birth:

S ——

Age: Grade: Local Education Agency:

Medicaid Number:

Information Related to Billing Third Party Insurance:

Tille 42 Cods of Federal Regulations (CFR), Part 433, Subpart D, Third Party Liability, requires that all third party
sources must be utilized befors reimbursement can be made by Medicaid. Part 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 thal 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, should attempt to exhaust third party liability prior to making claims to
Medicaid.

Please check one of the following:

[ 1do NOT give permission to the school district to bill my private insurance for healthcare services delivered
in the school.

L1 1 give my permission to the school to bill my private insurance for healthcars 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 o 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 cara
physician. | understand only one (1) of them will be my primary care physician.

1

PHYSICIAN NAME

& ey
PHYSICIAN NAME

3.
PHYSICIAN NAME

CHANGES:

I want to change my primary care physician because:

BENEFICIARY SIGNATURE  (Parent/Guardian Signature)

MEDICAID 1.D. NUMBER

DATE

DIMS-2808 (Rev. 4/07)



