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2011-2012 Pre-Kindergarten Application  
 

The Stanly County More at Four Pre-K Program is available to children in Stanly County who will be 4 years old on or 

before August 31, 2011 and who MAY BE ELIGIBLE. You must provide your child’s birth certificate and proof of 

residence including street address along with this completed application. After the application process is completed, you 

will be notified by mail if your child is eligible or not eligible.  If your child is eligible, you will receive a health 

assessment form which must be completed and returned with updated immunization records attached.  
               

 

Your answers to the following questions will help us to determine your child’s eligibility and will be kept strictly 

confidential.  Please answer all questions as accurately as possible. This survey is confidential and your individual 

answers will not be shared with anyone.  Reports of the application will not identify you in any way. 

 

 

Child’s Name _______________________________________________________________________ 

     Last                             First                                Middle        Nickname 

 

Child’s Gender:  ___Male        ___Female   Date of Birth ______/____/_____                           

       Month    Day     Year 

Child’s Ethnicity:  _____ Child is Hispanic or Latino or of Spanish origin 

              _____ Child is not Hispanic or Latino or of Spanish origin 

 

Child’s Race: (check at least one and all that apply) _____American Indian or Alaska Native _____Asian _____Black 

or African American ______Native Hawaiian or other Pacific Islander _______White/European American 

 

Is your child a U. S. Citizen?  _______ yes _______ no Is your child a N.C. Resident? _____yes ______no 

 

Military Status of Parent/Legal Guardian:   Active duty in US armed forces      Active duty in NC National Guard  

   Reserve Unit of armed forces and ordered to active duty in past, or next 18 months                

    One parent or legal guardian of this child was seriously injured or killed while on active duty  

 

Family Gross Income (Before Taxes): Complete One  (DO NOT LEAVE BLANK)  

Weekly_______________   Bi-weekly ______________   Monthly ___________   Yearly___________________  

 

 

 

Does your child have an IEP (Individualized Education Program)? _______ yes _______ no 

 

Does your child have a chronic health condition?           _____Yes _____No 

 If yes, what is the health condition? ____________________________________ 

          Medical/Health concerns _____________________________________________ 

 

Is your child currently receiving services for a special need or disability?  ____Yes  ____No 

  If yes, please (check all that apply): 

           _____ Speech Therapy             ______Physical Therapy  

           _____Educational Services      ______Other-Please Specify __________________________ 

           _____Mental Health Services  

Who provides these services?__________________________________________________________ 

 

Who presently cares for your child when you are at work or school? 

 ___Child Care Center; Name of Center ___________________________________ Town/City________________ 

 ___Parent/Home 

 ___Relative 

 ___Head Start; Name of Head Start ______________________________________ 

 ___Other – Please Specify _________________________________ 

 

If your child is not in child care now, has he/she ever been in a child care program?  

       ____Yes ____No  

 If yes, where did he/she attend? 

 Name of child care center _________________________________ Town/City ________________________  

 When was the last month and year  your child attended ___________________________________________ 
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Is your child currently receiving subsidy funds for child care? _________ On the subsidy waiting list?__________ 

 

Transportation may be provided.  If not, would you be able to provide transportation for your child?   Yes    No  

 

Stanly Regional Medical Center will be used in case of emergency unless otherwise listed: 

______________________________________________________________________________________________ 

 

Name & Phone # of Doctor or Medical Service Provider_______________________________________________ 

 

Name & Phone # of Child’s Dentist_______________________________________________________________ 

 

Child lives with:       Both parents    Single Mother    -Parent                     

                                                                    **  Legal guardian(s)   Other:______________________________________  

*If legal guardian, court ordered custody documents must accompany this application before it can be processed. 

 
Name of Parent(s) or Legal Guardian(s) Who Live in the home: 

 

___________________________________________________, Phone_______________, Alt phone_______________ 

Last                             First                                Middle 

 

___________________________________________________, Phone_______________, Alt phone_______________ 

Last                             First                                Middle       

 

Home Address______________________________________________________________________ 

               Street    City    State          Zip Code 

 

Mailing Address (if different)____________________________________________________________ 

                                                   Street   City   State           Zip Code 

 

How many people live in your household?  ____Total Number   ____ Number of Adults (parents and step-parents only) 

______Number of children     Ages of all children___________________________________________ 

 

County of Residence: ________________________________________________________ 

 

Email:  ____________________________________________________________________ 

 

Are the parents in this family employed or enrolled in school?  Please Check. 

 

Mother Working:     FFuullll--TTiimmee        PPaarrtt--TTiimmee        NNoott  WWoorrkkiinngg 

Employer________________________________ Work #_____________________________________ 

In School:     FFuullll--TTiimmee          PPaarrtt--TTiimmee 

School attending:________________________________________________ 

 

Father Working:     FFuullll--TTiimmee        PPaarrtt--TTiimmee        NNoott  WWoorrkkiinngg  

Employer:________________________________  Work #_____________________________________ 

In School:     FFuullll--TTiimmee        PPaarrtt--TTiimmee 

School attending:________________________________________________ 

 

 

 

 

PERMISSION TO ADMINISTER SCREENING & CONFIRMATION OF ACCURACY 
 I understand that if my child is enrolled he/she may also be screened to determine eligibility for other services 

that will help prepare him/her for kindergarten.  My signature gives the school permission to allow my child to 

be screened for Vision, Dental, Hearing, & overall development.   

 My signature also confirms that the information provided on this application is accurate and complete.   
                                  

              

Parent/Guardian’s Signature                                Date   


