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Number in household:  ___

Number of children in household:  ___

Do you have a child who is 0-3 yrs. old?

Y
or
N
(Circle One)

Are you presently receiving KTAP?  


Y 
or 
N 


Do you have

___ a medical card




___ private insurance




___ KCHIP (KY Children’s Insurance Program)




___ No medical insurance

Do your children receive   
 ___ free lunch 
___ reduced lunch 

Whether or not your children receive free meals at school, does your family meet eligibility guidelines for free meals?


Y 
or
N

If your children are NOT receiving free meals at school, but you feel you are eligible, would you like to receive an application?
Y
or 
N


Are you in need of childcare services:


___ during work hours


___ in an emergency

___ in the summer

 ___ on days when school is not in session 
___ after school

___ before school

Do you receive a childcare subsidy?

Y
or
N

Does your child presently receive childcare from:


___  a relative
___ friend/neighbor
___ local daycare center (name: _____________)

Are you interested in training to be childcare provider?

Y
or
N


(Please circle Y or N)

Do you need assistance with any of the following:
Clothing…………………………………………………………………………………………………
Y
or
N

Food………………………………………………………………………………………………………
Y
or
N

Housing…………………………………………………………………………………………………
Y
or 
N

Financial Assistance (utilities, rent, etc.)……………………………………..
Y
or
N

School supplies……………………………………………………………………………………..
Y
or
N

Holiday asssistance………………………………………………………………………………
Y
or
N


Do you need assistance with any of the following:

Medical………………………………………………………………………………………………
Y
or
N

Dental………………………………………………………………………………………………..
Y
or
N

Vision………………………………………………………………………………………………….
Y
or
N

Hearing………………………………………………………………………………………………
Y
or
N

Head Lice Prevention……………………………………………………………………..
Y
or
N

Transportation to Medical Appointments………………………………….
Y
or
N

Immunizations………………………………………………………………………………….
Y
or
N

School Physicals………………………………………………………………………………
Y
or
N

Stress Management……………………………………………………………………….
Y
or
N

Anger/Conflict Management………………………………………………………..
Y
or
N

Stepfamily/Extended Family Counseling…………………………………..
Y
or
N

Divorce/Separation Counseling……………………………………………………
Y 
or
N

Grief/Loss Counseling…………………………………………………………………..
Y
or
N

Family Violence Counseling……………………………………………………………
Y
or
N

Drug/Alcohol Counseling……………………………………………………………….
Y
or
N

Do you feel like your child needs assistance with:
Gangs…………………………………………………………………………………………………
Y
or
N

Peer Pressure…………………………………………………………………………………..
Y
or
N

Drug/Alcohol Counseling……………………………………………………………….
Y
or
N

Anger/Conflict Management………………………………………………………….
Y
or
N

Self-esteem
…………………………………………………………………………………………
Y
or
N

Stress…………………………………………………………………………………………………
Y
or
N

Information on teen pregnancy……………………………………………………
Y
or
N

Information on nutrition (exercise, weight control)……………………
Y
or
N


Do you need assistance with any of the following:
GED Preparation……………………………………………………………………………………
Y
or
N

Help with budgeting my money………………………………………………………….
Y
or
N

Help with Parenting skills
…………………………………………………………………..
Y
or
N

Job Training
……………………………………………………………………………………………
Y
or
N

Participating in Parent Groups or clubs
……………………………………………
Y
or
N

Training in computer skills…………………………………………………………………..
Y
or
N

Workshops for new and expectant parents……………………………………..
Y
or
N

Literacy training……………………………………………………………………………………..
Y
or
N

If we offered a class or group that was of interest to you, what time would you like to meet?

___ Mornings
___Early Afternoons
___Evenings

___Weekends

Would you need childcare during the meeting(s)?

Y
or
N

Do you or your children have access to a computer other than at school or work?
Y   or
  N

Do you or your children have access to the internet other than at school or work? 
Y   or
  N

Comments or other needs that should be addressed:

You do not have to identify yourself on this survey.  However, if you would like more information on any of the areas mentioned, we will contact you if you give us your name and address.  Thank you for your time!

Name:

Address:

Phone: 
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