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Phone 931.289.4135 • Fax 931.289.3220 • www.highlandrim.org 

Permission to Obtain or Release Confidential Information 

 

I, _________________, give Highland Rim Head Start permission to obtain or release confidential 

information from various agencies or individuals regarding my child, _______________. 

 

My consent, unless revoked in writing, is valid through June 30, 2021. 

 

Information that may be requested or released may include, but is not limited to, the following: 

 

Physical Exam/Records   Dental Exam/Records 

  Lab/X-ray Results    Immunization Records 

  Developmental Assessment  Screening Results 

  Birth Certificate     Individual Education Plan 

  Health Insurance Card    Mental Health Records 

  Individual Family Service Plan   

  Others as necessary 

 
 
 
 
 
__________________________    _____________________________ 
Signature of Parent/Guardian    Signature of Head Start Staff 

 
_________________________    _____________________________ 
Relationship to Child     Date 

http://www.highlandrim.org/


HIGHLAND RIM HEAD START 
P.O. Box 208 • 3215 Highway 149 
Erin, Tennessee  37061 
_____________________________________________________________________ 
 

Program Permission Form 
 
 

 
I HEREBY GIVE MY PERMISSION for my child to receive the examinations and services checked below.  I 
understand that I will be notified in advance of the date and place of health services and that I may attend.  I 
understand that I will be notified of the results of all screenings and assessments.  I understand that all 
screenings will be provided free of charge to Head Start children. Head Start Funds may be used for 
professional medical and dental services when no other source of funding is available. 
 
 Service       Yes    No 
 Dental Exam/Fluoride      ___ ___ 
 Hearing Screening      ___ ___ 
 Vision Screening      ___ ___ 
 Speech/Language Screening     ___ ___ 
 Developmental Assessment     ___ ___ 
 Social Emotional Screening     ___ ___ 
 Mental Health Consultant Observation   ___ ___ 
 
IN ADDITION, I GIVE MY PERMISSION for the following:  Yes No 
 
For my child to participate in field trips.    ___ ___ 
 
For my child to be transported by Head Start staff to participate ___ ___ 
in any Head Start activity. 
 
For my child’s photo/video to be taken as approved and   ___ ___ 
supervised by Head Start Staff. (some pictures may be included  
on in-house publications and on social media sites) 
 
Consent for Child’s Emergency Medical/Dental Treatment 
 
I, _________________________, hereby give my consent for needed emergency medical or dental treatment 
of the child listed below by any licensed physician or dentist while under the care of Highland Rim Head Start 
and for the transport of the child to and from the source of emergency treatment. This care may include 
examinations and any test which, in the opinion of the physician or dentist, are deemed necessary or 
advisable. This does not include the right to perform surgical operations without my consent, except in the case 
of an emergency when, after an effort has been made to locate me, I am found to be unavailable. This consent 
is valid for the time period my child is enrolled in the Head Start Program. 
 
The above items have been explained to me.  To the best of my knowledge, I have answered all the items 
correctly.  I understand that I will be given advance notice before my child participates in any of the above 
activities. 
 
___________________________  ___________________________ 
Signature of Parent/Guardian       Signature of Head Start Staff  
 
___________________________  ___________________________ 
Date                 Date 

Child’s Name: ___________________________ Center: _______________ 



Highland Rim Head Start 
Family Partnership Agreement 

 
The Family Partnership Agreement is an ongoing opportunity for your family 
to build a positive relationship with the program staff on a volunteer basis, 
while identifying your family’s goals and planning strategies for achieving 
those goals. This Family Partnership Agreement is a goal-setting process 
throughout the program year. Your family advocate will meet with your 
family periodically to complete and follow-up with this agreement either in 
the home, center, or community location depending on your preference. 

 
 

 
Students Name: «Childs_Name» 

Parents Name: «Parent_Name» 

Center: «Center» 

 
_____ I agree to participate in the Family Partnership Agreement. 
 
_____ I do not wish to participate in the Family Partnership Agreement at this time. I understand that 

if in the future, I would like to participate, I will be free to do so, and that my decision to not 
participate does not in anyway exclude me from receiving Head Start Family Services. 

 
 

Parent Signature_________________________________       Date ______________________ 
 
   



Parents Name:                                                         Child’s Name:  ___________________ 
 

Family Needs Assessment 
 
 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 

 
 
 
 
 
 
 
 
 
******************************************************************************************************************* 
If a bus service was offered at your child’s Head Start center, would you utilize this resource? 
Door to door bus service would not be offered.  Meeting points would be determined based on need. 

 
YES / NO 

******************************************************************************************************************* 

We are here to assist you with information, resources, referrals, and opportunities for 
training.  Please let us know how we can support your needs and interests. 
 

Do you have any emergencies or need any immediate crisis assistance in the following 
areas?  (Check all that apply) 
Food:  (Nutrition, Pyramid, Safety, Labeling)       � 
Clothing:           � 
Utilities Assistance:         � 
Homelessness/Shelter:         � 
Counseling:          � 
Domestic Violence:         � 
Child Abuse/Neglect:         � 
Alcohol/Drug Abuse:         � 
None at this time:         � 

**************************************************************************************************************** 
Family and Personal Needs. Do you need any of the following? (Check all that apply)  
Health Care Access/Health Insurance:      � 
Child Support Assistance:        � 
Foster Care Resources:        � 
Father Engagement:         � 
English as a Second Language:       � 
Food Programs (Food Stamps/WIC)       � 
Employment Resources (Internet Access, Job Applications, Unemployment 
Benefits):           � 
Continuing Education (High School Diploma, GED, College, Career 
Technical Education):         � 
Budgeting/Savings:         � 
Parenting Skills and Education (Stages of Development, Home Safety): � 
Housing:           � 
Health Education (Prenatal, Dental, CPR/First Aid, Communicable Diseases): � 
Assistance to Families of Incarcerated:      � 
Other: __________________________________________________________ 

Office Use Only 
 

Date Completed: ___________ Needs Identified:  YES / NO   Resources Provided:  YES / NO 
 
Comments: 
_____________________________________________________________________________________
_____________________________________________________________________________________ 
 
Staff Initials: _______________         



ADDENDUM TO ENROLLMENT FORM FOR CHILD CARE 
 

Highland Rim Economic Corporation 
Name of Child Care Facility 

 
Instructions: This Addendum may be used to meet the enrollment data requirements of the Child 
and Adult Care Food Program as mandated by the Interim Rule issued on September 1, 2004, by the 
U.S. Department of Agriculture. The Addendum will be valid for one calendar year following the date 
of the parent’s or guardian’s signature. 
 
Participant Name: ________________________ 
 
Normal Days of Care (Circle as Appropriate): 
 
 Monday    Tuesday    Wednesday    Thursday    Friday    Saturday    Sunday 
 
Normal Hours of Care during School Year:  8am    to    2pm 
 
        ________ to ________ 
 
Normal Hours of Care during summer:  ________ to ________ 
(Through end of June only) 
        ________ to ________ 
 
 
Participant Meals (Circle as Appropriate): 
 
 Breakfast   AM Supplement   Lunch 
 
 PM Supplement  Supper    Evening Supplement 
 
 
 
Parent/Guardian Name: ________________________ 
 
 
Parent/Guardian Daytime Telephone Number:  Area Code: _____ Number: ______________ 
 
 
 
___________________________________________  ________________________ 
                 Signature of Parent/Guardian    Date of Signature 
 
 
 
 
 
 
 
 
 
 
 



 
 
 

 
STATE OF TENNESSEE 

DEPARTMENT OF HUMAN SERVICES 
 
 
 
 

PERSONAL SAFETY CURRICULUM NOTIFICATION FORM 
 
 
Since 1985, Tennessee law has required that children in child care agencies receive annual instruction in 
personal safety, including child sexual abuse prevention. The personal safety curriculum shall include a 
Department-recognized component on the prevention of child abuse. 
 
Public Chapter 1032 passed by the General Assembly in 2008 requires that child care agencies have a personal 
safety curriculum, including a child sexual abuse component, for children enrolled in the agency, and that 
parents/legal guardians be informed about the curriculum, methods and terminology that will be used in 
teaching children about personal safety. The Department of Human Services was directed to provide guidelines 
for this curriculum, but individual child care agencies may choose a curriculum that accomplishes the same 
goal, and may use different terminology in the curriculum. The child care agency is required to allow 
parents/legal guardians to review and ask questions about the curriculum, and to meet with representatives of 
the child care agency if they have questions. 
 
In addition, the child care agency must obtain from parents/legal guardians a form acknowledging that they 
have been notified of the child sexual abuse/personal safety curriculum being used by the child care agency in 
which the child is enrolled. A copy of the form is required to be maintained in the child’s record. 
 
“Keeping Kids Safe” is the sample personal safety curriculum offered by the Department. This curriculum takes 
a holistic approach to the safety of children. The curriculum is composed of the following units: Self Esteem, 
Family & Friends, Feelings, Problem Solving, Personal Safety (general) and Personal Safety (4-5 year olds), 
and Safety Around Me. All sessions begin with group time and are followed by supplemental activities that give 
children additional practice in understanding the concepts. The curriculum uses hand puppets to serve as a 
group motivator and to introduce the stories. Together staff and parents decide what terminology to use when 
referring to the genitals, either the correct anatomical terms or the general term “private body parts.” 
 
 

    



Keeping Kid’s Safe 
 
Child’s Name: _____________________________ 
 
 
        “Keeping Kids Safe” is the personal safety curriculum used by our child care agency 
 
        Our agency uses another personal safety curriculum described below 
 
Method of Instruction: Each classroom at Highland Rim Head Start has a “Keeping Kids Safe” curriculum 

binder that includes a variety of stories, activities, and puppets to utilize when teaching this safety curriculum to 

the children. 

 
Sample Terminology: The terminology used when teaching the safety curriculum must be voted on by the 

parents/guardians. If your child is 4 years of age, would you prefer “private body parts”, or the anatomically 

correct term of the body part to be used? (Please circle the one you prefer). *3 Year olds will be taught 

“private body parts”* 

 
The instructional materials used in the agency personal safety curriculum are available for review by the parents 
or legal guardians. 
 
 
I/We acknowledge that we have been provided an opportunity to review the agency’s personal safety 
curriculum and been notified of the sexual abuse/personal safety curriculum for our child/children. 
 
 
___________________________________________   __________ 
Signature of Parent or Legal Guardian     Date 
 
 
___________________________________________   __________ 
Signature of Parent or Legal Guardian     Date 
 
 
___________________________________________   __________ 
Signature of Agency Representative      Date 



Child’s Name:                                                                 DOB:                                                 Center/Classroom: 
 

Health History 
 

Physical, Psychological, and Social Development 
 

Does your child have a Primary Care Physician and Dentist?   Dr._______________     Dentist______________ 
 
Does your child have Insurance? Medical_______________ Dental_______________ 
 
Has your child ever been hospitalized or operated on? Yes or No Explain: _____________________________ 
 
Has your child ever had a serious accident injury? I.e. Broken Bone?   Yes or No Explain: _______________________ 
 
Does your child have any problems with ears/hearing?   Yes or No Explain: _______________________________ 
 
Has your child ever had a convulsion/seizure?   Yes or No 
 If yes, was seizure/convulsion related to high fever?   Yes or No Date last occurred: _______________ 
 
Is the child under doctor’s care for Asthma?   Yes or No           Type of Medication Prescribed: _________________ 
 
Is your child on any medications that would be needed at school?   Yes or No     
Type of Medication: ______________________      Reason for medication: ______________________ 
 
Does the child or any immediate family members have any of the following health concerns, specify which: Yes or No 
Asthma    Diabetes    Liver Disease     Bleeding Tendencies     Heart/Blood Vessel Disease     Sickle Cell Disease     Chronic Condition    Other 
(explain): _______________________________________________________________________________ 
 
Does your child have frequent: Urinary infections or trouble urinating or stomach pain, vomiting, diarrhea? Yes or No 
 
Are there any conditions/treatment/care that has not been discussed that may affect your child while at school?  (i.e. 
premature birth < 4lbs or born addicted to a substance)   Yes or No                       
If yes explain: _______________________________________________________________________ 
 
Does your child have a diagnosed disability, with an IEP/IFSP?  Yes or No    
Provide copies of IEP/IFSP, or any documentation regarding diagnosis   
 
Is your child toilet trained?   Yes or No 
 
Does your child need help with using the restroom?   Yes or No      
If yes explain: _______________________________________________________________________ 
 
Do you give permission for Head Start Staff to assist your child in toilet training?   Yes or No 
 
How does your child respond to adults he/she does not know?  
Shy  Friendly              Open to anyone           Cowards or Hides behind parent           Warms up with time     
Other: ________________________________________________________________________ 
 
Does your child have any difficulties saying what he/she wants to do or do you have any trouble understanding your child? 
Yes or No 
If yes explain: _________________________________________________________________ 
 
Have there been any recent changes or problems in your child’s life that may affect your child’s behavior?   Yes or No  
If yes explain: ________________________________________________________________________ 
 
Do you have any concerns regarding your child’s behavior?   Yes or No     
If yes explain: ________________________________________________________________________ 
 



Child’s Name:                                                                 DOB:                                                 Center/Classroom: 
 

Nutrition 
 

How would you describe your child’s appetite?   Good             Fair              Poor 
 
Any recent changes in appetite?   Yes or No           
If yes explain: _______________________________________________________ 
 
How does your child react when introduced to new foods? Willing to try anything               Refuses to try anything new 
Other: ___________________________________________________________ 
 
Does your child choke or gag on food?   Yes or No        
If yes explain: _____________________________________________________ 
 
Does your child eat things that are not food?   Yes or No     
If yes explain: _________________________________________________ 
 
Is your child on a special diet due to religious/medical reasons?   Yes or No  
If yes explain: ____________________________________ 
 
Is your child diagnosed with a Food Allergy or any Non Food Allergies?   Yes or No    
If yes explain allergic reaction: 
_________________________________________________________________________ 
 
Is an EpiPen (Epinephrine Auto Injector) prescribed?   Yes or No  
 
Does your child feed him/herself?   Yes or No   If yes, how? Eats with fingers___ Uses fork/spoon ___ Uses regular cup/glass ___ 
 
 
Parent/Guardian Signature: ____________________________________________    Date: ________________ 
 
Head Start Staff Signature:  ____________________________________________   Date: ________________ 

 
 

***If your child will be needing medication while at school (this includes Inhaler or EpiPen), an 
Individualized Health Action Plan must be completed and signed by the child’s medical 

doctor, parent/guardian, teacher, and Health Service Manager before attending school.*** 
 

*** If your child has a food allergy, a Special Diet Request Form must be completed and signed 
by the child’s medical doctor and submitted to your Family Advocate before child attends 

school so that accommodations may be made.*** 
 
 



 



 



        
 

STATE OF TENNESSEE DEPARTMENT OF HUMAN 
SERVICES 

CITIZEN PLAZE BUILDING 400 
DEADERICK STREET 

NASHVILLE, TENNESSEE 37243-1403 
 

TELEPHONE: 615-313-4700 FAX: 615-532-9956 
TTY: 1-800-270-1349 

www.tn.gov/humanservices 
 
 

Influenza Information Notification Form 
 
PUBLIC CHAPTER 687 requires the Department of Human Services and 
the Department of Health to work together to educate parents of children 
in child care agencies regarding the importance of immunizing their 
children against influenza. The Department of Human Services works 
with child care agencies to ensure that this information is distributed 
annually to parents in August or September. 

 
 
 
I/We acknowledge that we have received information on the importance of 
immunizing children against influenza. 
 
 
Signature of Parent or Legal Guardian Date 
 
 
Signature of Parent or Legal Guardian Date 
 
 
Signature of Agency Representative Date 
 
 

HS – 3034 Revised 9-12-11 
 

http://www.tn.gov/humanservices


Parent Name:_____________________      Child’s Name: ____________________________ 
  

Parent/Guardian Parent Meeting Topics: 
 
The following topics may be offered during the program year according to parent/guardian 
interest(s). (Circle all that apply): 
 
Child Growth and Development Family Engagement & Education Health & Safety 

Developmental Milestone (3-5 yrs) Parenting Skills Child Health 

Social-Emotional Development Goal Setting Nutrition 

School Readiness Job Skills & Training Child Abuse Prevention 

Kindergarten Transition Stress & Time Management Disaster Preparedness Plan 

Managing Challenging Behaviors Parents as Teachers Counseling Resources 

Positive Discipline Grandparents Raising Children Childproofing Your Home 

Understanding Child & Parent 
Temperament Budgeting/Money Management First Aid/CPR 

Reading with Children Crafts/Activities Healthy Eating & Cooking with 
Children at Home 

Toileting Training Resume Writing/Job Readiness Importance of Dental Health 

Other: 
____________________________ 

Other: 
____________________________ 

Other: 
____________________________ 



CODE OF CONDUCT 
 
All HREC employees, volunteers, Policy Council members, Parent Committee members, and the 

Board of Directors shall: 
 

• Maintain a standard of dress and grooming that reflect good taste and common sense; 
 

• Present a professional, concerned, and impartial attitude with every individual seeking 
services; 

 
• Not solicit nor accept gratuities, favors, or anything of monetary value from contractors or 

potential contractors or vendors; 
 

• Not subject anyone to sexual harassment; 
 

• Maintain confidentiality and protect the privacy of personally identifiable information about 
children and families and staff members; 

 
• Maintain a drug free environment; 

 
• Not profit financially through dealings with the agency (does not include staff salaries); 

 
• Not smoke within fifty (50) feet of an agency building or around children enrolled in an 

agency program; 
 

• Not allow the use of corporal punishment and total/extended isolation as disciplinary 
measures in Head Start; 

 
• Respect and promote the unique identity of each child and family and refrain from 

stereotyping on the basis of gender, race, ethnicity, culture, religion, or disability; 
 

• Not allow a child to be left alone or unsupervised while under my care; 
 

• Use positive methods of child guidance. 
 
 
 
 
 

 

Signature Date 



Highland Rim Head Start  
Attendance Contract  

 

The Highland Rim Head Start program has an attendance policy that must be adhered to.  Your 
child’s regular attendance at school is needed in order for him/her to be successful in school. Children 
also need the consistency of schedules and routines in their lives, so attending on a regular basis is 
very important. 

 

I understand that: 
 

• My child must maintain regular attendance in the program (85% or higher). 
• I must contact my child’s teacher whenever my child will not be at school. 
• If I do not contact my child’s teacher when s/he will be absent, that absence will be 

documented as UNEXCUSED. 
• My family advocate is available to support me and my family. S/he will visit with me if there are 

any attendance concerns for my child and will offer any support and ideas s/he can. 
• If my child’s attendance becomes irregular and/or becomes a continual issue, another child in 

need of the program may be served in my child’s place, if a solution is not made to adhere to 
attendance policies. 

 
 
A Head Start staff member has reviewed the enrollment packet with me and I fully understand the 
documents.  I also understand what my role and responsibilities are as a participant in the Highland 
Rim Head Start program. 
 
 
________________________________________   _______________________ 
Parent/Guardian Signature       Date 
 
 
 
________________________________________   _______________________ 
Head Start Staff Signature       Date 
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