SNHS Child Development Program
Head Start/Early Head Start

FAMILY RESIDENCY FORM
Child Name: _________________________________________  		DOB: _______________________
This form is to help determine family residency and to determine if the family is qualified for additional services under the McKinney-Vento Act.
Is the family home address a temporary living arrangement?                                ___Yes      ___No
Is this temporary living arrangement due to a loss of previous housing?               ___Yes      ___No
Is this temporary living arrangement due to economic hardship?                           ___Yes      ___No
Explain: ________________________________________________________________________________
_______________________________________________________________________________________
If all of the above are answered NO, you may stop here.
_________________________________________________________________________________________________________________________________________________________________
If any of the above are answered YES, please complete the following:
Where is the family currently living?
___ With another family in a house or apartment
___ In an emergency shelter
___ In transitional housing
___ In a hotel/motel
___ Moving from place to place
___ In a location not designed for sleeping accommodation such as a car, park or campsite

Address of Current Residence: ___________________________________________________________or
Name of Motel/Shelter: _________________________________________________________________or
Name of “general area” of current residence: _________________________________________________
[bookmark: _GoBack]Contact Name: _____________________________________Contact Number: _____________________

I have given a true and complete statement of facts necessary to allow determination of eligibility. I understand that actions may be taken which may affect my family’s participation in the SNHS Head Start/Early Head Start program for intentionally providing or attempting to provide false information. I authorize the SNHS Inc. Head Start/Early Head Start program to verify my household income and any other information needed to determine my child’s eligibility for Head Start/Early Head Start. I give permission to release information regarding my above statement to Head Start for this purpose.

 __________________________________________			___________________________
Signature of parent/guardian							Date

Third Party Verification:  Person Contacted: ______________________________     Date: ____________

Verification Statement: ____________________________________________________________________
_______________________________________________________________________________________

____________________________________________          		____________________________
Staff Signature								Date
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