[insert logo]
Early Head Start/Child Care Partnership
Application 


Section 1 – Agency and Site Information

​​
	Agency name:


	Phone: ​​​​

	Address:


	Zip code:

	Primary contact name:


	Title:

	Primary contact phone (if different from above) or extension:


	Email:

	Secondary contact name:


	Title:

	Secondary contact phone (if different from above) or extension:


	Email:


	Participating Site or Program name (if in addition to or different from above):
	Phone:

	Address:

	Zip code:


	Type of Agency
	Funding Sources for 0-5 Center-Based Program/Family Child Care Home Network

	
	Not-for-profit child care center
	
	Child Care Assistance 

	
	For-profit child care center
	
	Head Start

	
	Faith-based organization
	
	Early Head Start

	
	Community-based organization
	
	State Pre-K

	
	
	
	Private pay/tuition

	
	
	
	Other:



	
	
	
	


	Program Numbers

	Center-Based Programs
	

	Number of sites:
	

	Total number of children served:
	Total number of classrooms:

	Age range served:
	Total number of staff:

	Percentage of families currently in program eligible for free or reduced lunch:

	Number of 0-3 children served:
	Number of 3-5 children served:

	Number of 0-3 classrooms:
	Number of 3-5 classrooms:

	Number of 0-3 teachers:
	Number of 3-5 teachers:

	Number of 0-3 supervisors:
	Number of 3-5 supervisors:

	Number of 0-3 family support specialists:
	Number of 3-5 family support specialists:

	
	

	Family Child Care Homes:

	Number of Homes:
	

	Total number of children served:
	Total number of classrooms:

	Age range served:
	Total number of staff:

	Percentage of families currently in program eligible for free or reduced lunch:

	Number of 0-3 children served:
	Number of 3-5 children served:

	Number of Providers/Teachers:
	Number of Supervisors:

	Number of 0-3 family support specialists:
	Number of other support staff:


Section 2 –Site Status 


	Quality Rating System

	Has the participating site been evaluated for the STATE Quality Rating System?

	Yes

What level has been achieved?  0     1     2     3     4

Date of last QRS rating:
	No

	Please describe your plans to apply or to achieve the next level in the Quality Rating System, if any.  




	NAEYC accreditation 

	Is the participating site NAEYC accredited?

	Yes

Most recent accreditation date:


	No

If formerly accredited, how long has accreditation been lapsed?

If in process of getting accredited, list step:



	What are your plans, if any, for NAEYC accreditation? 




Section 3 –Staff to Participate in the Partnership Project
Please list the program administrators and supervisors who would participate in the Partnership project.

	Name
	Job title
	Number of supervisees
	Length of time 

in position
	Length of time 

at this agency

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	 

	
	
	
	
	


Please list the 0-3 teachers who would participate in the Partnership project
	Name


	Job title
	Classroom name
	Classroom Age range
	Length of time 

at this agency

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Please list the 0-3 Family Support Specialists who would participate in the Partnership project
	Name
	Job title
	Length of time 

in this position
	Length of time 

at this agency

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Please list any additional staff who would participate in the Partnership project
	Name
	Job title
	Length of time 

in this position
	Length of time 

at this agency

	
	
	
	

	
	
	
	

	
	
	
	


Please explain here why these classrooms and staff were chosen to participate in the program.  Also, please attach brief statements from the staff listed in the application describing why they are interested in participating in the Partnership.
	


Section 4 – Logistics of Training and Reflective Practice Groups
	Scheduling Monthly Team Training

	Please check when you and your staff would like to have the monthly trainings.

	
	Monthly group training on Saturdays.  Best time for 3 hour trainings:

	
	Monthly group training in the evening.  Best time for 3 hour trainings:

	
	Monthly group training on Professional Development day(s) when center is closed to children.    
Currently scheduled PD Dates:                                       Best time for training:



	
	Combination.  Please describe:




L
	Scheduling Monthly Reflective Practice Groups (RPG) for Teachers

	Please check when you and your staff would like to have the monthly reflective practice groups.

	
	Monthly group on Saturdays.  Best time for 1.5 hour groups:

	
	Monthly group in the evening.  Best time for 1.5 hour groups:

	
	Monthly group during the day.  Best time for 1.5 hour group:

If you choose this option, please describe what steps will be taken to minimize children’s distress while they are separated from their teachers in training:



	
	Monthly group on Professional Development day(s) when center is closed to children.    

Currently scheduled PD Dates:                                       Best time for RPG:



	
	Combination.  Please describe:




Section 5 –Experience, Readiness, and Intentions
Through your participation in the Partnership, what changes in teachers’ practice are you hoping to see and that you think will promote or enhance children’s development, learning, and school readiness?  
What changes in your own practices and in those of supervisors are you hoping to see and that you think will support effective teaching?  

What changes are you hoping to see in how your program builds partnerships with families and engages them in their child’s care and education?
Thinking back to our approach to professional development on page ?? of the Partnership Overview, what is it about this initiative that you think will promote the improvements in practice identified above? 
Describe successes and challenges your program has had in promoting improvements in practice/incorporating change into the program in the past.  Discuss some of the lessons learned about the process.

Program Evaluation and Use of Data for Quality Improvement 

How do you use program evaluation data (i.e., child progress and outcome data like the GOLD, classroom quality data like the ITERS or the CLASS, program administration data like the PAS, or NAEYC accreditation tools) to help inform ongoing improvements in practice?  Please give an example.

Participation in Professional Development Opportunities
Have you or other supervisors participated in any leadership development programs (e.g.,  ???? local initiative) in the past?   Are you currently participating in any leadership development programs?  If so, describe.
Are you or your participating staff currently receiving any coaching, technical assistance and/or consultation? If so, please describe the provider, the content, the frequency, and duration.
Are you or the participating staff currently participating in a college preparation program or any other training program or initiative?   If so, describe.
Transitions and Continuity for Children, Families, and Staff
What do you do to support the transition of children and families into your program, through your program, and into kindergarten?  
What are your thoughts about the potential benefits of keeping children and families with the same teaching team as long as possible?

Closing

Please describe anything else you would like us to know about your program.
Section 6 – Attachments 

Please include the following attachments with your application:

 FORMCHECKBOX 
   
Most recent self-assessment/program evaluation report and Quality Improvement Plan (if any)
 FORMCHECKBOX 
   
Most recent Professional Development Plan (if any)
 FORMCHECKBOX 
   
Current organizational chart
 FORMCHECKBOX 
   
Job descriptions of direct supervisors of teachers and family support specialists
 FORMCHECKBOX 
   
Any additional examples that illustrate how the program supports ongoing staff learning and improvement of practice- (e.g. meeting minutes or agenda, individual teacher improvement/professional development plan, memos)
 FORMCHECKBOX 
   
Stage of Change surveys completed by program leadership (program administrator and each participating supervisor)
 FORMCHECKBOX 
   
Statements of Interest- Brief statements from the staff listed in the application describing why they are interested in participating in the Partnership
Section 7 – Agreement and Signature 

Please read the statements below carefully.  Your initials indicate that you understand and are making the commitment to meet the following requirements if selected for the AGENCY’s Early Head Start/Child Care Partnership.

If selected for the program, the agency agrees that
 FORMCHECKBOX 
   
The program administrator and site supervisors will work collaboratively with the AGENCY consultant/coach to develop a mutually agreed upon schedule for all onsite professional development activities including monthly team training labs, reflective practice groups, classroom observations and coaching meetings, onsite leadership meetings, and evaluation activities 

 FORMCHECKBOX 
   
The program administrator and/or site supervisor will work collaboratively with the AGENCY consultant/coach to make arrangements for the professional development and evaluation activities (i.e. confirming training dates, arranging space, scheduling substitutes).

 FORMCHECKBOX 
   
The program administrator and site supervisor will develop an action plan collaboratively with the AGENCY consultant/coach and site staff to implement changes in program policies, procedures and practices to effect desired program improvements.

 FORMCHECKBOX 
   
The program administrator and/or site supervisor will reschedule a cancelled training, onsite Director meeting, or classroom coaching meeting within 2 weeks if the activity must be cancelled because of some unforeseen circumstance.

Coaching

 FORMCHECKBOX 
   
AGENCY consultants will meet with teachers in each participating classroom for up to 6 hours each month, and if needed, the agency will provide classroom coverage for part of this time to allow planning, review of video, and reflective dialogue.

 FORMCHECKBOX 
   
The family support specialists will join teachers in meeting with AGENCY Consultant/coach at least once per month.

 FORMCHECKBOX 
   
The direct supervisor of the teachers will join the AGENCY consultant/coach in at least one coaching cycle per month.

Training Labs and Reflective Practice Groups
 FORMCHECKBOX 
   
The teams of teachers listed in this application will participate in all monthly Training Labs and Reflective Practice Groups. 
 FORMCHECKBOX 
   
The family support specialists will participate in most monthly Training Labs (all that are relevant to their role).  The Family Support Specialists will also participate in a monthly Reflective Practice Group.
 FORMCHECKBOX 
   
The direct supervisors will attend all monthly Training Labs and Reflective Practice Group with teachers.  The program administrator is strongly encouraged to attend the Training Labs and some Reflective Practice Groups with teachers and FSSs.
 FORMCHECKBOX 
   
The program administrator and supervisors will attend all Leadership Training Labs and Leadership Reflective Practice Groups (A Leadership Training Lab or Reflective Practice Group will take place monthly).
Leadership Consultation
 FORMCHECKBOX 
   
The program administrator and the direct supervisors will meet together with the AGENCY consultants/coaches at least once per month.

 FORMCHECKBOX 
   
The direct supervisor will meet with the AGENCY consultant/coach one additional time per month.

Program evaluation

 FORMCHECKBOX 
   
The AGENCY evaluation team will conduct periodic classroom quality assessments.

 FORMCHECKBOX 
   
The AGENCY evaluation team will conduct periodic interviews and surveys with site staff.

 FORMCHECKBOX 
 
The AGENCY evaluation team will periodically collect examples of teachers’ child observation notes, individual goal plans, classroom lesson plans, center meeting agendas and descriptions of policies, procedures, or systems.
By signing below, I agree that everything contained in this application is accurate.  I understand and agree to the goals, activities, and commitments involved in participating in the pilot. The pilot program has been described to the participating staff listed in this application, and they also understand and agree to the goals, activities, and commitments involved in participating in the AGENCY Early Head Start/Child Care Partnership.  
Executive Director/Owner Signature: ____________________________________________________________
Executive Director/Owner Name:______________________________________________ Date: _____________
Site Director/Supervisor Signature: _______________________________________________________________

Site Director/Supervisor Name:__________________________ _____________________ Date: _____________
Due Date:  

Completed Applications with original signatures must be received by ??????????.
Mail or Deliver Completed Applications to:  

Name, Title, Street Address, City, State, ZIP
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