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Head Start/Early Head Start
Family Profile

Child’s Name: ______________________   Date of Birth: ______________
	Race (Optional):
□ White       
□ American Indian    
□ Black or African American
□ Native Hawaiian or other Pacific Islander        
□ Asian
□ Bi-Racial/Multi-Racial       
□ Other: ____________________      
□ Unspecified         
	Ethnicity (Optional)   
 □ Hispanic or Latino origin   
 □ Non-Hispanic or Latino origin




Parent/Guardian #1: _____________________________________________ Relationship:__________________

Parent/Guardian #2: _____________________________________________ Relationship:__________________

Purpose: 

The Family Profile/Assessment is designed for Head Start/Early Head Start families and staff to become aware of family strengths and possible concerns in order to set goals. With families’ permission and input, Head Start/Early Head Start staff will assist families in meeting goals by identifying community support systems and resources and by providing encouragement and guidance. 
CONFIDENTIALITY STATEMENT:
Information shared with Early Learning Connections will be kept confidential unless a release is authorized in writing. This form will be maintained in locked files.




	

HOUSEHOLD INFORMATIONResponsibility for Child belongs to: 
___ One Parent    ___ Two Parents    ___ Grandparent(s)    ___ Foster Parent(s)    ___ Non-Parent Custody     
Documentation of custody is needed if child is not living with parent or there is shared custody.

Other adults in the home:			 Other children in the home: Is there a parent not living with the child?    				___ Mother  ___ Father
Is there a legal reason why this parent should not be contacted?	___ Yes       ___ No
If yes, documentation is needed. If no, complete below: 
Parent’s Name: _____________________________________________________________________________
Address:____________________________________________________________________________________
Phone: _____________________________________________________________________________________							
Name: ______________________________________
Relationship to Child: _________________________
Phone: ______________________________________
Age: ___________  Birthday: ____________________

Name: ______________________________________
Relationship to Child: _________________________
Phone: ______________________________________
Age: ___________  Birthday: ____________________

Name: ______________________________________
Relationship to Child: _________________________
Phone: ______________________________________
Age: ___________  Birthday: ____________________

Name: ______________________________________
Relationship to Child: _________________________
Phone: ______________________________________
Age: ___________  Birthday: ____________________

	Name: 
	Age: 
	Sex: 
	Date of Birth:
	Relationship:

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	



Do any of the adults or children have previous Head Start or Early Head Start experience: 																_____
What is your home language? 	                                 	 Are there any other languages spoken in the home?  If so, which others?											
Do the adults in the household have health insurance? 	 Yes		  No  
If yes, the name of the health insurance 								__________
EDUCATION
Program
Check Highest Level Completed
GED Classes

High School Diploma

Associates Degree

Bachelor’s Degreee

Job Training Program

Professional Certification Program

Licensing Program



Parent #1 							Parent #2Program
Check Highest Level Completed
GED Classes

High School Diploma

Associates Degree

Bachelor’s Degreee

Job Training Program

Professional Certification Program

Licensing Program







Are you currently enrolled in a school? ___ Yes   ___ No
Are you interested in finding more information about:  GED _______    College _______      Military _______ Licensing Program ________                              Professional Certification Program ________                 Job Training ________

Are you currently enrolled in a school? ___ Yes   ___ No
Are you interested in finding more information about:  GED _______    College _______      Military _______ Licensing Program ________                              Professional Certification Program ________                 Job Training ________








EMPLOYMENTParent #2 Work: 
Employer’s Name: 				______
     Full-Time _____ Part-Time _____   Seasonal _____	 
If not employed, 
    Receiving Unemployment: 		____
    Retired  				____
    Fully Disabled: 			____
    Seeking Employment: 		____
	What kind:					
Parent #1 Work: 
Employer’s Name: 				______
     Full-Time _____ Part-Time _____   Seasonal _____	 
If not employed, 
    Receiving Unemployment: 		____
    Retired  				____
    Fully Disabled: 			____
    Seeking Employment: 		____
	What kind:							










FAMILY RESOURCES
What do you use for transportation? 											 
Does the family: rent_____   own _____   other _____		Is the housing HUD: 				
Do you feel your housing is adequate? 		______ Are there needs for emergency repairs? 		
Do you have working smoke detectors:  ___ Yes   ___ No	Explain? 						


FAMILY SERVICES
Sometimes families want support/help.  Would you like help with any of these situations?  
	Childcare
	Domestic Relations
	Social Security
	SSI

	Energy Assistance
	Budget Counseling
	Family Planning
	Mental Health Issues

	Disability Information
	Housing
	Low-Cost Furniture
	Weatherization

	Legal Aid
	Child/Spouse Abuse
	Drug/Alcohol Abuse
	Food Cupboards

	WIC
	Low-Cost Meal Planning
	GED/Literacy
	College

	Driver’s License
	Low-Cost Clothing
	Public Transportation
	Behavior/Discipline



Is your child /family currently involved with other programs helping the family? (I.e. CYS, Family First, Center For Community Resources). If so, would you be willing to sign a release form so we can partner with that agency? 
															

FAMILY INVOLVEMENT 
What do the adults like to do in their free time? 								______
What does the family like to do as a family? 										
Your use of types of technology:	TV ___	Cell phone ___	Laptop ___	Tablet ___     Desktop ___ 
Your child’s use of technology:	TV ___	Cell phone ___	Laptop ___	Tablet ___     Desktop ___ 
Do you consider your neighborhood safe? 										
Do you consider your home to be safe? _________________________________________________		
Have you or your family ever experienced any disasters or emergencies? 						
When you need help or support, where do you go? 									
Is the family involved in any organizations in the community? (I.e. church, volunteer work) 																			
What dreams do you have for you and your family? 																								
Thank you for providing information about your child and family. We will keep this information private. Please sign below and indicate if you would like a copy of your profile.  	
Signature: _________________________________ Relationship to child: _______________________Date:_______ Signature: _________________________________ Relationship to child: _______________________Date:_______ Staff Signature:______________________________________________ Date: ________________________________ Would you like a copy? ______Yes  ______No          Date Copy Given: ___________________					

Would you like a copy?       Yes         No                            Date Copy Given: 			
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SERVING ARMSTRONG, BEAVER, BUTLER, INDIANA, &
LAWRENCE COUNTIES




