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(ii) Aligns with the Head Start Early 
Learning Outcomes Framework: Ages 
Birth to Five and, as appropriate, state 
early learning standards, and, is suffi-
ciently content-rich within the Frame-
work to promote measurable progress 
toward goals outlined in the Frame-
work; and, 

(iii) Has an organized developmental 
scope and sequence that includes plans 
and materials for learning experiences 
based on developmental progressions 
and how children learn. 

(2) Support staff in the effective im-
plementation of the curriculum and at 
a minimum monitor curriculum imple-
mentation and fidelity, and provide 
support, feedback, and supervision for 
continuous improvement of its imple-
mentation through the system of train-
ing and professional development. 

(3) If a program chooses to make sig-
nificant adaptations to a curriculum or 
curriculum enhancement to better 
meet the needs of one or more specific 
populations, a program must: 

(i) Partner with early childhood edu-
cation curriculum or content experts; 
and, 

(ii) Assess whether the adaptation 
adequately facilitates progress toward 
meeting school readiness goals con-
sistent with the process described in 
§ 1302.102(b) and (c). 

(4) Provide parents with an oppor-
tunity to review selected curricula and 
instructional materials used in the pro-
gram. 

(e) Group socialization. (1) A program 
that operates the home-based option 
must ensure group socializations are 
planned jointly with families, con-
ducted with both child and parent par-
ticipation, occur in a classroom, com-
munity facility, home or field trip set-
ting, as appropriate. 

(2) Group socializations must be 
structured to: 

(i) Provide age appropriate activities 
for participating children that are in-
tentionally aligned to school readiness 
goals, the Head Start Early Learning 
Outcomes Framework: Ages Birth to Five 
and the home-based curriculum; and, 

(ii) Encourage parents to share expe-
riences related to their children’s de-
velopment with other parents in order 
to strengthen parent-child relation-

ships and to help promote parents un-
derstanding of child development; 

(3) For parents with preschoolers, 
group socializations also must provide 
opportunities for parents to participate 
in activities that support parenting 
skill development or family partner-
ship goals identified in § 1302.52(c), as 
appropriate and must emphasize peer 
group interactions designed to promote 
children’s social, emotional and lan-
guage development, and progress to-
wards school readiness goals, while en-
couraging parents to observe and ac-
tively participate in activities, as ap-
propriate. 

(f) Screening and assessments. A pro-
gram that operates the home-based op-
tion must implement provisions in 
§ 1302.33 and inform parents about the 
purposes of and the results from 
screenings and assessments and discuss 
their child’s progress. 

§ 1302.36 Tribal language preservation 
and revitalization. 

A program that serves American In-
dian and Alaska Native children may 
integrate efforts to preserve, revitalize, 
restore, or maintain the tribal lan-
guage for these children into program 
services. Such language preservation 
and revitalization efforts may include 
full immersion in the tribal language 
for the majority of the hours of 
planned class operations. If children’s 
home language is English, exposure to 
English as described in § 1302.31(b)(2)(i) 
and (ii) is not required. 

Subpart D—Health and Mental 
Health Program Services 

§ 1302.40 Purpose. 

(a) A program must provide high- 
quality health, oral health, mental 
health, and nutrition services that are 
developmentally, culturally, and lin-
guistically appropriate and that will 
support each child’s growth and school 
readiness. 

(b) A program must establish and 
maintain a Health and Mental Health 
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Services Advisory Committee that in-
cludes Head Start parents, profes-
sionals, and other volunteers from the 
community. 

[81 FR 61412, Sept. 6, 2016, as amended at 89 
FR 67810, Aug. 21, 2024] 

§ 1302.41 Collaboration and commu-
nication with parents. 

(a) For all activities described in this 
part, programs must collaborate with 
parents as partners in the health, men-
tal health, and well-being of their chil-
dren in a linguistically and culturally 
appropriate manner and communicate 
with parents about their child’s health 
and mental health needs and develop-
ment concerns in a timely and effec-
tive manner. 

(b) At a minimum, a program must: 
(1) Obtain advance authorization 

from the parent or other person with 
legal authority for all health, mental 
health, and developmental procedures 
administered through the program or 
by contract or agreement, and, main-
tain written documentation if they 
refuse to give authorization for health 
and mental health services; and, 

(2) Share with parents the policies for 
health or mental health emergencies 
that require rapid response on the part 
of staff or immediate medical atten-
tion. 

[89 FR 67810, Aug. 21, 2024] 

§ 1302.42 Child health status and care. 
(a) Source of health care. (1) A pro-

gram, within 30 calendar days after the 
child first attends the program or, for 
the home-based program option, re-
ceives a home visit, must consult with 
parents to determine whether each 
child has ongoing sources of contin-
uous, accessible health care—provided 
by a health care professional that 
maintains the child’s ongoing health 
record and is not primarily a source of 
emergency or urgent care—and health 
insurance coverage. 

(2) If the child does not have such a 
source of ongoing care and health in-
surance coverage or access to care 
through the Indian Health Service, the 
program must assist families in access-
ing a source of care and health insur-
ance that will meet these criteria, as 
quickly as possible. 

(b) Ensuring up-to-date child health 
status. (1) Within 90 calendar days after 
the child first attends the program or, 
for the home-based program option, re-
ceives a home visit, with the excep-
tions noted in paragraph (b)(3) of this 
section, a program must: 

(i) Obtain determinations from 
health care and oral health care profes-
sionals as to whether or not the child 
is up-to-date on a schedule of age ap-
propriate preventive and primary med-
ical, mental health, and oral health 
care, based on: the well-child visits and 
dental periodicity schedules as pre-
scribed by the Early and Periodic 
Screening, Diagnosis, and Treatment 
(EPSDT) program of the Medicaid 
agency of the State in which they oper-
ate, immunization recommendations 
issued by the Centers for Disease Con-
trol and Prevention, and any addi-
tional recommendations from the local 
Health and Mental Health Services Ad-
visory Committee that are based on 
prevalent community health problems; 
and 

(ii) Assist parents with making ar-
rangements to bring the child up-to- 
date as quickly as possible; and, if nec-
essary, directly facilitate provision of 
health services to bring the child up- 
to-date with parent consent as de-
scribed in § 1302.41(b)(1). 

(2) Within 45 calendar days after the 
child first attends the program or, for 
the home-based program option, re-
ceives a home visit, a program must ei-
ther obtain or perform evidence-based 
vision and hearing screenings. 

(3) If a program operates for 90 days 
or less, it has 30 days from the date the 
child first attends the program to sat-
isfy paragraphs (b)(1) and (2) of this 
section. 

(4) A program must identify each 
child’s nutritional health needs, taking 
into account available health informa-
tion, including the child’s health 
records, relevant developmental or 
mental health concerns, and family 
and staff concerns, including special di-
etary requirements, food allergies, and 
community nutrition issues as identi-
fied through the community assess-
ment or by the Health and Mental 
Health Services Advisory Committee. 
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(c) Ongoing care. (1) A program must 
help parents continue to follow rec-
ommended schedules of well-child and 
oral health care. 

(2) A program must implement peri-
odic observations or other appropriate 
strategies for program staff and par-
ents to identify any new or recurring 
developmental, medical, oral, or men-
tal health concerns. 

(3) A program must facilitate and 
monitor necessary oral health preven-
tive care, treatment and follow-up, in-
cluding topical fluoride treatments. In 
communities where there is a lack of 
adequate fluoride available through 
the water supply and for every child 
with moderate to severe tooth decay, a 
program must also facilitate fluoride 
supplements, and other necessary pre-
ventive measures, and further oral 
health treatment as recommended by 
the oral health professional. 

(d) Extended follow-up care. (1) A pro-
gram must facilitate further diagnostic 
testing, evaluation, treatment, and fol-
low-up plan, as appropriate, by a li-
censed or certified professional for 
each child with a health problem or de-
velopmental delay, such as elevated 
lead levels or abnormal hearing or vi-
sion results that may affect child’s de-
velopment, learning, or behavior. 

(2) A program must develop a system 
to track referrals and services provided 
and monitor the implementation of a 
follow-up plan to meet any treatment 
needs associated with a health, oral 
health, social and emotional, or devel-
opmental problem. 

(3) A program must assist parents, as 
needed, in obtaining any prescribed 
medications, aids or equipment for 
medical and oral health conditions. 

(e) Use of funds. (1) A program must 
use program funds for the provision of 
diapers and formula for enrolled chil-
dren during the program day. 

(2) A program may use program funds 
for professional medical and oral 
health services when no other source of 
funding is available. When program 
funds are used for such services, grant 
recipient and delegate agencies must 
have written documentation of their 
efforts to access other available 
sources of funding. 

[81 FR 61412, Sept. 6, 2016, as amended at 89 
FR 67810, Aug. 21, 2024] 

§ 1302.43 Oral health practices. 
A program must promote effective 

oral health hygiene by ensuring all 
children with teeth are assisted by ap-
propriate staff, or volunteers, if avail-
able, in brushing their teeth with 
toothpaste containing fluoride once 
daily. 

§ 1302.44 Child nutrition. 
(a) Nutrition service requirements. (1) A 

program must design and implement 
nutrition services that are culturally 
and developmentally appropriate, meet 
the nutritional needs of and accommo-
date the feeding requirements of each 
child, including children with special 
dietary needs and children with disabil-
ities. Family style meals are encour-
aged as described in § 1302.31(e)(2). 

(2) Specifically, a program must: 
(i) Ensure each child in a program 

that operates for fewer than six hours 
per day receives meals and snacks that 
provide one third to one half of the 
child’s daily nutritional needs; 

(ii) Ensure each child in a program 
that operates for six hours or more per 
day receives meals and snacks that 
provide one half to two thirds of the 
child’s daily nutritional needs, depend-
ing upon the length of the program 
day; 

(iii) Serve three- to five-year-olds 
meals and snacks that conform to 
USDA requirements in 7 CFR parts 210, 
220, and 226, and are high in nutrients 
and low in fat, sugar, and salt; 

(iv) Feed infants and toddlers accord-
ing to their individual developmental 
readiness and feeding skills as rec-
ommended in USDA requirements out-
lined in 7 CFR parts 210, 220, and 226, 
and ensure infants and young toddlers 
are fed on demand to the extent pos-
sible; 

(v) Ensure bottle-fed infants are 
never laid down to sleep with a bottle; 

(vi) Serve all children in morning 
center-based settings who have not re-
ceived breakfast upon arrival at the 
program a nourishing breakfast; 

(vii) Provide appropriate healthy 
snacks and meals to each child during 
group socialization activities in the 
home-based option; 

(viii) Promote breastfeeding, includ-
ing providing facilities to properly 
store and handle breast milk and make 
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accommodations, as necessary, for 
mothers who wish to breastfeed during 
program hours, and if necessary, pro-
vide referrals to lactation consultants 
or counselors; and, 

(ix) Make safe drinking water avail-
able to children during the program 
day. 

(b) Payment sources. A program must 
use funds from USDA Food, Nutrition, 
and Consumer Services Child Nutrition 
programs as the primary source of pay-
ment for meal services. Head Start 
funds may be used to cover those al-
lowable costs not covered by the 
USDA. 

[81 FR 61412, Sept. 6, 2016, as amended at 89 
FR 67810, Aug. 21, 2024] 

§ 1302.45 Supports for mental health 
and well-being. 

(a) Program-wide wellness supports. To 
support a program-wide culture that 
promotes mental health, social and 
emotional well-being, and overall 
health and safety, a program must use 
a multidisciplinary approach that: 

(1) Coordinates supports for adult 
mental health and well-being, includ-
ing engaging in nurturing and respon-
sive relationships with families, engag-
ing families in home visiting services, 
and promoting staff health and 
wellness, as described in § 1302.93. 

(2) Coordinates supports for positive 
learning environments for all children; 
supportive teacher practices; and strat-
egies for supporting children with so-
cial, emotional, behavioral, or mental 
health concerns. 

(3) Secures ongoing mental health 
consultation services and examines the 
approach to mental health consulta-
tion on an annual basis to determine if 
it meets the needs of the program. 

(4) Ensures mental health consulta-
tion services are available at a fre-
quency of at least once a month. 

(i) If a mental health consultant is 
not available to provide services at 
least once a month, programs must use 
other licensed mental health profes-
sionals or behavioral health support 
specialists certified and trained in 
their profession or recognized by their 
Tribal governments, such as peer spe-
cialists, community health workers, 
promotores, traditional practitioners, 
or behavioral health aides, to ensure 

mental health supports are available 
on at least a monthly basis. 

(ii) If the program uses other licensed 
mental health professionals or behav-
ioral health support specialists, the 
program must ensure their regular co-
ordination and consultation with men-
tal health consultants. 

(5) Ensures that all children receive 
adequate screening and appropriate fol-
low up and the parent receives referrals 
about how to access services for poten-
tial social, emotional, behavioral, or 
other mental health concerns, as de-
scribed in § 1302.33. 

(6) Facilitates multidisciplinary co-
ordination and collaboration between 
mental health and other relevant pro-
gram services, including education, 
disability, family engagement, and 
health services. 

(7) Builds community partnerships to 
facilitate access to additional mental 
health resources and services, as need-
ed, including through the Health and 
Mental Health Services Advisory Com-
mittee in § 1302.40. 

(b) Mental health consultants. A pro-
gram must ensure that mental health 
consultants provide consultation serv-
ices that build the capacity of adults in 
an infant or young child’s life to 
strengthen and support the mental 
health and social and emotional devel-
opment of children, including consulta-
tion with any of the following: 

(1) The program to implement strate-
gies that promote a program-wide cul-
ture of mental health, prevent mental 
health challenges from developing, and 
identify and support children with 
mental health and social and emo-
tional concerns; 

(2) Child and family services staff to 
implement strategies that build nur-
turing and responsive relationships and 
create positive learning environments 
that promote the mental health and so-
cial and emotional development of all 
children; 

(3) Staff who have contact with chil-
dren to understand and appropriately 
respond to prevalent child mental 
health concerns, including internal-
izing problems such as appearing with-
drawn; externalizing problems such as 
behavioral concerns; and how exposure 
to trauma and substance use can influ-
ence risk; 
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(4) Families and staff to understand 
mental health and access mental 
health interventions or supports, if 
needed, including in the event of a nat-
ural disaster or crisis; 

(5) The program to implement poli-
cies to limit suspension and prohibit 
expulsion as described in § 1302.17; and 

(6) The program to support the well- 
being of children and families involved 
in any significant child health, mental 
health, or safety incident described in 
§ 1302.102(d)(1)(ii). 

[89 FR 67810, Aug. 21, 2024] 

§ 1302.46 Family support services for 
health, nutrition, and mental 
health. 

(a) Parent collaboration. Programs 
must collaborate with parents to pro-
mote children’s health and well-being 
by providing medical, oral, nutrition 
and mental health education support 
services that are understandable to in-
dividuals, including individuals with 
low health literacy. 

(b) Opportunities. (1) Such collabora-
tion must include opportunities for 
parents to: 

(i) Learn about preventive medical 
and oral health care, emergency first 
aid, environmental hazards, and health 
and safety practices for the home in-
cluding health and developmental con-
sequences of tobacco products use and 
exposure to lead, and safe sleep; 

(ii) Discuss their child’s nutritional 
status with staff, including the impor-
tance of physical activity, healthy eat-
ing, and the negative health con-
sequences of sugar-sweetened bev-
erages, and how to select and prepare 
nutritious foods that meet the family’s 
nutrition and food budget needs; 

(iii) Learn about healthy pregnancy 
and postpartum care, as appropriate, 
including breastfeeding support and 
treatment options for parental mental 
health, including depression, anxiety, 
and substance use concerns; 

(iv) Discuss information related to 
their child’s mental health with staff, 
including typical and atypical behavior 
and development, and how to appro-
priately respond to their child and pro-
mote their child’s social and emotional 
development; and, 

(v) Learn about appropriate vehicle 
and pedestrian safety for keeping chil-
dren safe. 

(2) A program must provide ongoing 
support to assist parents’ navigation 
through health and mental health sys-
tems to meet the general health and 
specifically identified needs of their 
children and must assist parents: 

(i) In understanding how to access 
health insurance for themselves and 
their families, including information 
about private and public health insur-
ance and designated enrollment peri-
ods; 

(ii) In understanding the results of 
diagnostic and treatment procedures as 
well as plans for ongoing care; 

(iii) In familiarizing their children 
with services they will receive while 
enrolled in the program and to enroll 
and participate in a system of ongoing 
family health care; and 

(iv) In providing information about 
how to access mental health services 
for young children and their families, 
including referrals if appropriate. 

[81 FR 61412, Sept. 6, 2016, as amended at 89 
FR 67811, Aug. 21, 2024] 

§ 1302.47 Safety practices. 

(a) A program must establish, train 
staff on, implement, and enforce a sys-
tem of health and safety practices that 
ensure children are kept safe at all 
times. A program should consult Caring 
for our Children Basics, available at 
http://www.acf.hhs.gov/sites/default/files/ 
ecd/caring_for_our_children_basics.pdf, 
for additional information to develop 
and implement adequate safety policies 
and practices described in this part. 

(b) A program must develop and im-
plement a system of management, in-
cluding ongoing training, oversight, 
correction and continuous improve-
ment in accordance with § 1302.102, that 
includes policies and practices to en-
sure all facilities, equipment and mate-
rials, background checks, safety train-
ing, safety and hygiene practices and 
administrative safety procedures are 
adequate to ensure child safety. This 
system must ensure: 

(1) Facilities. All facilities where chil-
dren are served, including areas for 
learning, playing, sleeping, toileting, 
and eating are, at a minimum: 
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(i) Meet licensing requirements in ac-
cordance with §§ 1302.21(d)(1) and 
1302.23(d); 

(ii) Clean and free from pests; 
(iii) Free from pollutants, hazards 

and toxins that are accessible to chil-
dren and could endanger children’s 
safety; 

(iv) Designed to prevent child injury 
and free from hazards, including chok-
ing, strangulation, electrical, and 
drowning hazards, hazards posed by ap-
pliances and all other safety hazards; 

(v) Well lit, including emergency 
lighting; 

(vi) Equipped with safety supplies 
that are readily accessible to staff, in-
cluding, at a minimum, fully-equipped 
and up-to-date first aid kits and appro-
priate fire safety supplies; 

(vii) Free from firearms or other 
weapons that are accessible to chil-
dren; 

(viii) Designed to separate toileting 
and diapering areas from areas for pre-
paring food, cooking, eating, or chil-
dren’s activities; and, 

(ix) Kept safe through an ongoing 
system of preventative maintenance. 

(2) Equipment and materials. Indoor 
and outdoor play equipment, cribs, 
cots, feeding chairs, strollers, and 
other equipment used in the care of en-
rolled children, and as applicable, 
other equipment and materials meet 
standards set by the Consumer Product 
Safety Commission (CPSC) or the 
American Society for Testing and Ma-
terials, International (ASTM). All 
equipment and materials must at a 
minimum: 

(i) Be clean and safe for children’s 
use and are appropriately disinfected; 

(ii) Be accessible only to children for 
whom they are age appropriate; 

(iii) Be designed to ensure appro-
priate supervision of children at all 
times; 

(iv) Allow for the separation of in-
fants and toddlers from preschoolers 
during play in center-based programs; 
and, 

(v) Be kept safe through an ongoing 
system of preventative maintenance. 

(3) Background checks. All staff have 
complete background checks in accord-
ance with § 1302.90(b). 

(4) Safety training—(i) Staff with reg-
ular child contact. All staff with regular 

child contact have initial orientation 
training within three months of hire 
and ongoing training in all state, local, 
tribal, federal and program-developed 
health, safety and child care require-
ments to ensure the safety of children 
in their care; including, at a minimum, 
and as appropriate based on staff roles 
and ages of children they work with, 
training in: 

(A) The prevention and control of in-
fectious diseases; 

(B) Prevention of sudden infant death 
syndrome and use of safe sleeping prac-
tices; 

(C) Administration of medication, 
consistent with standards for parental 
consent; 

(D) Prevention and response to emer-
gencies due to food and allergic reac-
tions; 

(E) Building and physical premises 
safety, including identification of and 
protection from hazards, bodies of 
water, and vehicular traffic; 

(F) Prevention of shaken baby syn-
drome, abusive head trauma, and child 
maltreatment; 

(G) Emergency preparedness and re-
sponse planning for emergencies; 

(H) Handling and storage of haz-
ardous materials and the appropriate 
disposal of biocontaminants; 

(I) Appropriate precautions in trans-
porting children, if applicable; 

(J) First aid and cardiopulmonary re-
suscitation; and, 

(K) Recognition and reporting of 
child abuse and neglect, in accordance 
with the requirement at paragraph 
(b)(5) of this section. 

(ii) Staff without regular child contact. 
All staff with no regular responsibility 
for or contact with children have ini-
tial orientation training within three 
months of hire; ongoing training in all 
state, local, tribal, federal and pro-
gram-developed health and safety re-
quirements applicable to their work; 
and training in the program’s emer-
gency and disaster preparedness proce-
dures. 

(5) Safety practices. All staff, consult-
ants, contractors, and volunteers fol-
low appropriate practices to keep chil-
dren safe during all activities, includ-
ing, at a minimum: 

(i) Reporting of suspected or known 
child abuse and neglect, as defined by 
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the Federal Child Abuse Prevention 
and Treatment Act (CAPTA) (42 U.S.C. 
5101 note), including that staff comply 
with applicable Federal, State, local, 
and Tribal laws; 

(ii) Safe sleep practices, including en-
suring that all sleeping arrangements 
for children under 18 months of age use 
firm mattresses or cots, as appropriate, 
and for children under 12 months, soft 
bedding materials or toys must not be 
used; 

(iii) Appropriate supervision of chil-
dren at all times; 

(iv) Only releasing children to an au-
thorized adult; and 

(v) All standards of conduct described 
in § 1302.90(c)(1)(ii). 

(6) Hygiene practices. All staff system-
atically and routinely implement hy-
giene practices that at a minimum en-
sure: 

(i) Appropriate toileting, hand wash-
ing, and diapering procedures are fol-
lowed; 

(ii) Safe food preparation; and, 
(iii) Exposure to blood and body 

fluids are handled consistent with 
standards of the Occupational Safety 
Health Administration. 

(7) Administrative safety procedures. 
Programs establish, follow, and prac-
tice, as appropriate, procedures for, at 
a minimum: 

(i) Emergencies; 
(ii) Fire prevention and response; 
(iii) Protection from contagious dis-

ease, including appropriate inclusion 
and exclusion policies for when a child 
is ill, and from an infectious disease 
outbreak, including appropriate notifi-
cations of any reportable illness; 

(iv) The handling, storage, adminis-
tration, and record of administration 
of medication; 

(v) Maintaining procedures and sys-
tems to ensure children are only re-
leased to an authorized adult; and, 

(vi) Child specific health care needs 
and food allergies that include acces-
sible plans of action for emergencies. 
For food allergies, a program must also 
post individual child food allergies 
prominently where staff can view wher-
ever food is served. 

(8) Disaster preparedness plan. The 
program has all-hazards emergency 
management/disaster preparedness and 
response plans for more and less likely 

events including natural and manmade 
disasters and emergencies, and vio-
lence in or near programs. 

(9) COVID–19 mitigation policy. The 
program has an evidence-based COVID– 
19 mitigation policy developed in con-
sultation with their Health Services 
Advisory Committee (HSAC) that can 
be scaled up or down based on the im-
pact of COVID–19 in the community to 
protect staff, children, and families 
from COVID–19 infection. 

(10) Exposure to lead in water and paint 
prevention practices. A program must 
develop a plan to prevent children from 
being exposed to lead in water and 
paint in Head Start facilities. In facili-
ties where lead may exist, a program 
must implement ongoing practices, in-
cluding testing and inspection at least 
every two years, with support from 
trained professionals. As needed, a pro-
gram must pursue remediation or 
abatement to prevent lead exposure. 

(c) A program must report any safety 
incidents in accordance with 
§ 1302.102(d)(1)(ii). 

[81 FR 61412, Sept. 6, 2016, as amended at 86 
FR 68101, Nov. 30, 2021; 88 FR 1008, Jan. 6, 
2023; 89 FR 67811, Aug. 21, 2024] 

Subpart E—Family and Commu-
nity Engagement Program 
Services 

§ 1302.50 Family engagement. 
(a) Purpose. A program must inte-

grate parent and family engagement 
strategies into all systems and pro-
gram services to support family well- 
being and promote children’s learning 
and development. Programs are en-
couraged to develop innovative multi- 
generation approaches that address 
prevalent needs of families across their 
program that may leverage community 
partnerships or other funding sources. 
This includes communicating with 
families in a format that meets the 
needs of each individual family. 

(b) Family engagement approach. A 
program must: 

(1) Recognize parents as their chil-
dren’s primary teachers and nurturers 
and implement intentional strategies 
to engage parents in their children’s 
learning and development and support 
parent-child relationships, including 
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