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FY19 Program Focused Coaching Support Application (PFC)

     Did your Early Education and Care licensor or supervisor recommend this service to you?                                               Yes  No
     
     If yes, why? _______________________________________________________________________________________________

     Does your program accept subsidized children (voucher and/ or contract)?                                                                           Yes  No

     Does your program accept children who are considered “high needs” by EEC?                                                                     Yes  No

     What is the licensed capacity of your program? ____________________ What is your current enrollment? ________________

     How many teaching staff work in your program?         Full Time: _____________________ Part Time: _____________________
     
     How many administrative staff are in your program?  Full Time: _____________________ Part Time: _____________________

     Does your program participate in the Quality Rating and Improvement System (QRIS)?                                                     Yes  No

     What level of the QRIS have you been granted by EEC? ___________________________________________________________

     Does your program have a current Continuous Quality Improvement Plan (CQI) or Professional Development Plan(PDP)?
                                                                                                                                                                                                                                  
                                                                                                                                                                                                                                   Yes  No

     Is you program Accredited?                                                                                                                                                                        Yes  No

 Consultation on Leadership/Management

 Coaching to Improve Program Quality and Practice

                  Strengthening Families Improvements Intervention

                  Environmental Improvements 

                  Interaction Improvements 

Contact Person: ____________________________________________ Date: ________________________________________

Program Name: _____________________________EEC Program Number: _________________ Email: _________________

Program Address: ________________________________ City: ___________________ State: ______ Zipcode: ___________

Cell Phone Number: ________________________________________ Program Phone Number: ________________________

What type of Program Focused Coaching Support are you looking for? (Please check all that apply)
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Please include copes of your PQ Registry Staff Profile Summaries for each staff member in your program.

Please identify your program strengths:

Please identify challenges that you feel exist within your program: 

Please list 3 goals that you have for your program within the next 12 months:

Is there anything else you would like us to know about your program or this application for the Program Focused Coaching
Support?  

Would you be interested in working with other local programs as part of a professional learning community or for shared
training opportunities within this project?

Are there any issues you feel may impact your participation in Program Focused Coaching Support? 
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