El Dorado County Office of Education

Child Development Programs

6767 Green Valley Road, Placerville, CA 95667

(530) 295-2270 // 295-2276 // FAX 626-9511

	IN-KIND for month (m)____ / (y)_____

	Teacher/Site/Unit#: __________ / ________ / ______


	Parent/Guardian Name:__________________________
Child’s Name: _________________________________



[image: image1.png]


HEAD START

Form: H-F-411 HS\\0910
Check ( ( ) child’s days of attendance.  Each check represents transition time and gives 15 minutes of In-Kind.  If a child is Head Start only each check represents 30 minutes.
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Activities for classroom improvement/Meetings attended
	Date
	Activity
	Time spent
	Location
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TOTAL _____ H / _____ M


Time spent working in the classroom.
	Date
	Time spent
	Date
	Time spent
	Date
	Time spent
	Date
	Time Spent
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TOTAL _____ H / _____ M


	Donation of Space
_____________________________________________________________________

Address: **Location of Space ($15 for a home)         ( check if child’s home

_____________________________________________________________________

Total Days Used: _______________________________________________________

This months’ goals:


	Donation of Goods:
Item:
________________________
Value: 
___________________________


________________________

___________________________

________________________

___________________________


________________________

___________________________



Total
$ __________________________



	
	________________________________________________________________________

Signature, Parent/Guardian

________________________________________________________________________

Signature, other than Parent/Guardian

________________________________________________________________________

Head Start Representative



	REMEMBER  TO  COMPLETE  THE  REVERSE  SIDE

	:::: THIS SPACE FOR OFFICE USE ONLY ::::

	TOTALS:
	H/M____________
	Days Used ______________
	Donated Goods $______________
	Data Entered:


Interactive activities done at home.

	Date
	Description of Activity
	Time spent
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If someone provides child care for a parent to volunteer in the classroom or attend a Head Start meeting, please use the


“Child Care In-Kind”


form available from your teacher.














