
 

Youth & Family Services  
Child Development Center  
and Head Start® Programs 

 

ENROLLMENT 
APPLICATION 

 

We are pleased that you are applying for our program! 
Youth & Family Services Head Start is a comprehensive 
program that provides early childhood education, 
access to health services and resources, meals and 
snacks, and advocacy services for enrolled families. 

YFS Head Start recognizes parents as the primary 
educators of their children and actively encourages 
family partnerships. Through involvement in our 
program, you will have many opportunities to learn and 
grow with your child. We look forward to sharing the 
YFS Head Start experience with you and your family. 

 

Complete this application 
 

Call our offices to schedule a registration 
appointment. 

Please plan to bring the following documentation to your 
appointment: 

 Completed application (mandatory for enrollment) 
 Family’s proof of income (mandatory for enrollment) 
 Proof of birth 
 Immunization record (current for age as required by 

SD school immunization law 13-28-7.1) 

 

  

YFS Child Development Center 
• 120 E. Adams St., Suite 

100 Rapid City, SD 57701 
(605) 342-4233 
 

YFS Home-Based Head Start 
• 1920 N. Plaza Blvd.   

Rapid City, SD 57702           
(605) 342-4195 
(800) 568-0202 
 

YFS Rapid City Head Start 
• 120 E. Adams St., Suite 

100 Rapid City, SD 57701        
(605) 342-4233 
 

• 410 E. Monroe St.    
Rapid City, SD 57701          
(605) 341-6448 
 

• 421 Don Williams Dr.     
Box Elder, SD 57719          
(605) 341-6448 
 

Head Start® is a registered 
trademark of HSS. 

STEP 1 

STEP 2 



 
Youth & Family Services 

Child Development Center and 
Head Start Enrollment Application  

CHILD INFORMATION  
First 
 

Middle Last 

Street 
 

City 

State 
 

Zip County 

Mailing Address (if different than living address) 
 
Date of Birth Gender (circle)           Male           Female Primary Language Spoken in Child’s Home 

 
Race (please circle all that apply)          American Indian/Alaskan Native          Black or African American 
                                                                     White                 Asian                              Native Hawaiian/Pacific Islander 
 

Ethnicity 
Is this Child Hispanic/Latino?  Yes   No 

Health/Dental Care Information             Oyate Health Services           Medicaid/CHIP        Private health insurance           Private dental insurance  
(circle all that apply)                                  Oyate Dental Services           Tri Care                     No health insurance                  No dental insurance 
 

Child’s Doctor 
 

Name of Clinic 

Child’s Dentist 
 

Name of Clinic 

PARENT/GUARDIAN WHO RESIDES IN CHILD’S HOME 
First 
 

Middle Last 

Date of Birth Relationship to Child 

Cell Phone (          ) 
 

Work Phone (          )  Message Phone (        ) 

Email  
 
Employment              Are you employed? (circle)  Yes / No   If yes, where: _____________________________________________________________________________  
                                          If yes, please circle: Full Time / Part Time / Seasonal / Retired / Disabled 
                                     Are you an active member of the U.S. Military? (circle) Yes / No                           
                                     Are you a veteran of the U.S. Military? (circle) Yes / No 

Education                  Please circle highest level completed: Less than high school graduate / high school graduate or GED/ associate degree, vocational school, or some college/  
                                    advanced degree or bachelor’s degree 
 
                                    Are you currently attending school or training if yes, where? _______________________________________________________________ 
 

Is this parent covered by health insurance?  (circle) Yes / No 

PARENT/GUARDIAN WHO RESIDES IN CHILD’S HOME (IF APPLICABLE) 
First 
 

Middle Last 

Date of Birth 
 

Relationship to Child 

Cell Phone (          ) 
 

Work Phone (          ) Message Phone (         ) 

Email  
 
Employment              Are you employed? (circle)  Yes / No   If yes, where: _____________________________________________________________________________  
                                                                                       If yes, please circle: Full Time / Part Time / Seasonal / Retired / Disabled 
                                     Are you an active member of the U.S. Military? (circle) Yes / No                           
                                     Are you a veteran of the U.S. Military? (circle)  Yes/ No 

Education                  Please circle highest level completed: Less than high school graduate / high school graduate or GED/ associate degree, vocational school, or some college/  
                                    advanced degree or bachelor’s degree 
 
                                    Are you currently attending school or training/ if yes, where? _______________________________________________________________ 
 

Is this parent covered by health insurance?  (circle) Yes / No 

For CDC Program Use 

GrowthStep #:___________________ Enrolled Date:___________________ 

Classroom:_____________________ Age:_________ RCAS:_____________ 



 
Please list all other persons living in the child’s home who are NOT included on the previous page. 

Name                                                                                   Relationship to Child                                         Date of Birth                        Phone Number                               Emergency Contact  

 
 

Yes            No 

 
 

Yes            No 

 
 

Yes            No 

 
 

Yes            No 

 
 

Yes            No 

 
 

Yes            No 

 
 

Yes            No 

 
 

Yes            No 

 
 

Yes            No 

BIOLOGICAL MOTHER/FATHER: LIST HERE IF SHE/HE DOES NOT LIVE IN THE HOME 
Name Address Phone # 

Name Address Phone # 

Have you ever been married to this person? (circle)                  No                
                                                                                                              Yes, on the pick-up list                 
                                                                                                              Yes, NOT on the pick-up list due to legal documents prohibiting pick up 
Is this person and emergency contact for this child? (circle)    Yes / No (this may not exclude this person from having access to the child) 

EMERGENCY CONTACTS/AUTHORIZATION TO RELEASE CHILD  
Persons listed below must be at least 13 years of age. Each person you list will be granted access to your child including visitations, drop-offs, and pick-ups at/from YFS programs 
and facilities. Persons listed are approved to receive information in regards to your child as needed unless restricted in writing by their parent/guardian. Persons listed will be 
utilized as alternate points of contact for emergencies. Required to list at least one local contact. 

Full Name 
 

Relationship to Child 

Address    
 

City State Zip 

Cell Phone (           )                                                         Home Phone (              )                                                      Work Phone (              ) 
 
Full Name 
 

Relationship to Child 

Address    
 

City State Zip 

Cell Phone (           )                                                         Home Phone (             )                                                      Work Phone (             ) 
 
Full Name 
 

Relationship to Child 

Address   
 

City State Zip 

Cell Phone (           )                                                         Home Phone (             )                                                      Work Phone (             ) 
 
Full Name 
 

Relationship to Child 

Address   
 

City State Zip 

Cell Phone (           )                                                         Home Phone (             )                                                      Work Phone (             ) 
 
Full Name 
 

Relationship to Child  

Address   
 

City State Zip 

Cell Phone (           )                                                         Home Phone (             )                                                      Work Phone (             ) 
 



CHILD INFORMATION 
It is the policy of Youth & Family Services to not discriminate on the basis of race, sex, age, color, national origin, or disabilities in the provision of services and employment. 
YFS does not discriminate in the provision of services to children with disabilities, including children with diabetes, in all YFS programs, including but not limited to child care, 
camps, before-after-school programs, classes and recreational programs; the provision of reasonable modifications, including diabetes management, is not limited to urgent, 
non-routine situations.

List any food allergies/intolerances your child has:_____________________________________________________________________________________________________ 
Is your child on any special diet prescribed by a health care professional or do you restrict foods because of religious preference? (circle)  Yes / No 
     If yes, please describe:_________________________________________________________________________________________________________________________ 

List any skin allergies/intolerances your child has:_____________________________________________________________________________________________________ 
List any health concerns that may limit activity such as asthma, hearing, vision conditions, high blood pressure, previous surgery, disabling conditions, or other. Write ‘none’ if 
     nothing applies:______________________________________________________________________________________________________________________________ 
Does the identified health concerns require accommodations or modifications? (circle) Yes / No 
     If yes, please request YFS’ Reasonable Accommodations/Modifications packet from program staff. This packet must be completed and returned to the program director 
     before the request can be reviewed. 

Do you have any concerns about your child’s overall health, development, speech, or social skills? (circle) Yes / No 
     If yes, please describe:_________________________________________________________________________________________________________________________ 
Has your child ever received an evaluation for health or developmental concerns? (circle) Yes / No 
     If yes, when and where did the evaluation take place:________________________________________________________________________________________________ 
Did the evaluation result in eligibility for the child and family to receive Early Intervention Services? (circle) Yes / No 
     If yes, is the child currently on an IFSP or IEP? (circle) Yes / No 
     If yes, please provide a copy of the most current plan for HS and EHS children.  
Is your child currently receiving services to address any special needs? (circle) Yes / No 
     If yes, who is the service provider (example Lifescape):_______________________________________________________________________________________________ 

Is your child potty-trained?  Yes (requirement for school-age program)  No 
     If no, does your child wear diapers or pull–ups? (N/A for School Age)  Yes - size_____________  No 
Does your child attend public school? (circle) Yes / No  If yes, Where: ________________________________________________________ Current grade: _________  

               If enrolled in RCAS preschool, circle the days of the week your child attends: M /T /W /TH /F Time: _______________ 
  Does your preschooler ride a RCAS school bus? (circle) Yes / No 

CUSTODIAL INFORMATION 
Who has PHYSICAL custody of this child:_____________________________________________________________________________________________________________ 
Who has LEGAL custody of this child:_______________________________________________________________________________________________________________ 
     If DSS has physical or legal custody of this child, who is the caseworker:_________________________________________________________________________________ 

Is there a protection/restraining order in effect regarding this child? (circle) Yes / No 
     If yes, please explain and provide a copy with your application:________________________________________________________________________________________ 
Are there any special visitation orders we should be aware of: (circle) Yes / No 
     If yes, please explain and provide a copy with your application: ________________________________________________________________________________________ 

PREVIOUS ENROLLMENT INFORMATION 
Has anyone in your family previously been enrolled in Early Head Start or Head Start? (circle) Yes / No 
     If yes, please circle all that apply: YFS Early Head Start / YFS Head Start / YFS Child Development Center / YFS Home-Based / Non-YFS program

ADDITIONAL INFORMATION 
What is your current living situation: (circle) Own / rent / motel / shelter or mission / lives with relative /other:__________________________________________________ 
How long have you lived at this address:__________________________________________________________________________________________________________ 

Does your family have access to a reliable means of transportation: (circle) Yes / No 
     If yes, is it a: (circle)  Private vehicle / friend’s or relative’s vehicle / public transportation 
How many vehicles do you have in your household:____________________________ 

Are there any concerns or family situations that we should be aware of to help meet your child’s needs? (e.g. recent divorce, parental health, a crisis situation, etc.) 
(circle) Yes / No 
     If yes, please describe:_______________________________________________________________________________________________________________________ 
     __________________________________________________________________________________________________________________________________________ 
     __________________________________________________________________________________________________________________________________________ 

If you or your partner are currently pregnant, would you like information about YFS’ Early Head Start/Home-Based prenatal program? (circle) Yes / No 
If your child has younger siblings in the home, would you like information about YFS’ Early Head Start? (circle) Yes / No 

Does your family receive any of the following types of services or financial assistance? Please circle all that apply. 
SSI (Supplemental Security Income)    Child Support             TANF If yes, please list caseworker:__________________________________________________________ 
Child Care Assistance                SNAP/Food Stamps         WIC                        No Services 

How did you hear about our program? ___________________________________________________________________________________________________________ 



 
Youth & Family Services Consent Form 

 
Child’s Name:_______________________________________________________________________________________ 
Please check each of the following items:  

 Yes No  

1 

  I authorize Youth & Family Services (YFS) to include information about my child/family in YFS programming. 
I understand this information is distributed to program staff and other enrolled families. This information 
may include, but is not limited to: child/family name, child/family photographs, child/family achievements 
or successes, birthdays, and participation in program activities.  

2 
  I authorize my child to participate and accompany his/her class on field trips, including to locations with 

animals. A parent, guardian, or another responsible adult must supervise children enrolled in YFS’ Home-
Based Head Start during field trips.  

3 

  I authorize Youth & Family Services to photograph/video me, my child and/or my family. I understand that 
photographs and footage may be used for the purposes of publicity, illustration, commercials, and in the 
advertising of a product or service directly related to Youth & Family Services. (Children in custody of the 
South Dakota Department of Social Services are an automatic “No”.) 

4 
  I authorize Youth & Family Services to conduct screenings on my child. This includes, but is not limited to: 

concepts, language, physical, and social/emotional development. 
5   I authorize Youth & Family Services and/or personnel from a collaborating agency to observe my child. 

6 
  I authorize Youth & Family Services to consult with mental health experts to support my child’s mental 

health and social/ emotional well-being. 

7 
  I authorize Youth & Family Services and/or personnel from a collaborating agency to conduct a health 

screening on my child. I understand that this screening may include height, weight, vision, hearing, and 
blood pressure for my child.  

8 
  I authorize Youth & Family Services to release my address and/or phone number to collaborating agencies 

for program use related to screening and assessments. 

9 
  I authorize Youth & Family Services to provide a “Certification of Immunization” and the “Kindergarten 

Transition Record” to my local school as part of records required for kindergarten registration.  

10 
  I authorize Youth & Family Services to transfer my child’s/family’s record within Youth & Family Services 

programs in the event that my child/family transfers/participates from one program option to another. 
  
Confidential Statement 
Information shared with Youth & Family Services will be kept strictly confidential unless its release is authorized in writing. These 
forms will be maintained in locked files.  

• I hereby authorize Youth & Family Services to transport my child for all program purposes. Youth & Family Services staff will 
ensure that children are safely secured in their seats and assist them with buckling seatbelts.  

• I hereby give my consent for emergency medical treatment and transportation while my child is in the care of Youth & 
Family Services. I am aware and understand that I will be responsible for the payment of any medical treatment. 

• I understand I have the right to the information in my child’s file. Files are kept for three years. 
• I hereby release Youth & Family Services from all legal responsibilities or liability that may arise for acts I have authorized. 
• I understand that all enrolled Head Start children will be entered into the South Dakota Student Information System to 

conduct longitudinal studies of the effectiveness of Head Start. 
• I understand that Youth & Family Services Head Start uses photographs of my child and on-site cameras for the purpose of 

safety. 
• I would like a copy of this consent form: (circle) Yes / No 

Signature(s)__________________________________________________________  Date:___________________ 

Signature(s)__________________________________________________________  Date:___________________ 

 

Consent form is completed annually by the parent/guardian.                                                                Revised: Application and Consent 02/08/24 




