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	ASSURANCES, CERTIFICATION AND SIGNATURE OF AUTHORIZED OFFICERS

	NAME OF PROGRAM
	


	IMPORTANT—REQUIRED SIGNATURES

Please note who MUST sign this grant application on behalf of your agency:

· Public schools—Superintendent AND ABC Director/Coordinator
· Cooperative—Board President AND Early Childhood/ABC Coordinator
· Sole Proprietorship—Owner
· Partnership—ALL Partners
· Other Corporation—Board Chairperson and Director


	
By affixing my/our signature below, I/we agree to the following:
1. To operate an ABC program, if approved, according to all Arkansas Department of Education Rules Governing the Arkansas Better Chance (ABC) Program.
2. To operate the ABC program according to the ABC budget approved by DCCECE, ADE and the State Board of Education.
3. To notify the ABC staff of ANY change in program status, including staff changes, within 5 working days of the change.
4. To maintain a child care license, remain in substantial compliance with all licensing regulations and to notify the Child Care Licensing Unit of any changes in program status.
5. To maintain financial documentation of all ABC expenditures and keep such documentation on file for audits by DHS, Legislative Audit or Independent Audit personnel.
6. To obtain approval from ABC staff prior to dismissing or expelling a child from the program for behavioral issues. 
7. To collaborate with local early childhood partners, including Head Start, school districts, Special Education (IDEA, Part B Section 619) and private early childhood providers, in order to provide seamless services and information to families and the community and to serve children in the most appropriate environments.  
8. To enter into specific partnership agreements with Head Start, if the agency has not already done so, as required by the current Head Start reauthorization legislation.
9. To share aggregated pre-kindergarten outcomes data (Work Sampling) annually with local school districts.
10. To participate in longitudinal research.


	
CERTIFICATION:  Under penalty of perjury, I certify that I/we have the authority to apply for the ABC grant on behalf of the above named agency.  If approved, this agency shall implement the ABC program in accordance with all governing rules, regulations and procedures.  I understand that refusal to do so shall be grounds for termination of funding.  I understand that submission of any false or misleading information shall be grounds for termination of funding, as well as referral for criminal prosecution.  


	
	

	


	Signature of Authorized Officer
	Print Name
	Date

	
	

	


	Signature of Authorized Officer #2 
	Print Name
	Date



