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Pre-Kindergarten Application 

Student Full Name : ___________________________ _ 

Birthdate: __________ _ Birth Country: __________ _ 

Gender: Male __ _ Female __ _ Race/Ethnicity: __________ _ 

Social Security: __________ _ Primary Language: __________ _ 

Secondary Language: _______ _ Speaks English at Home?: yes/ no 

Name of physician or emergency care provider: ________________ _ 

Physician phone number: ________________________ _

Physician Address: ____________________________ _

Child's birth weight: __________________________ _ 

List any allergies: _____________________________ _

Does this child have any special dietary needs? ________________ _ 

Does this child receive any special education services? _____________ _ 

Does this child have medical insurance? Yes/ No 

Name of Medical Insurance Provider _____________________ _ 

List all siblings living in the household: (Name, Age, School of children birth-78 years old) 

Child's name: Age: School: 

Child's name: Age: School: 

Child's name: Age: School: 

Child's name: Age: School: 

Child's name: Age: School: 

I declare under the penalty of perjury and the rules and regulations of the Arkansas Better Chance program that the 
information supplied is true and correct. I understand that the information I supplied may be independently verified by the 
Arkansas Division of Child Care and Early Childhood Education and that any false statements may result in exclusion from 
DHS programs and criminal prosecution. 

Signature of Primary Caregiver: ________________ Date: ______ _
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