(8/2000)
ADOPTION ASSISTANCE COVERSHEET


KENTUCKY CABINET FOR HEALTH AND FAMILY SERVICES

(Please Print Clearly or Type)

ADOPTIVE PARENT(S) INFORMATION

  Name of Adoptive Father
  Name of Adoptive Mother




  Street Address
 Phone Number (AC)  


 (     )

  City, State & Zip





  Kentucky County of Case Responsibility
  Adoptive Parent's TWIST Number




  Has the Adoptive Parent(s) reviewed the Adoption Assistance Handbook?     

Adoptive Parent's Adjusted Gross Income Information

(To Be Utilized in Determining Extraordinary Medical Co-Payment)

     Adjusted Gross Income     $____________________

     Number of Household Members    _______________

     (Include children being adopted.)

ADDITIONAL INFORMATION:

Children for Whom Assistance is being Requested

_________________________________________________________________________________    __________________________________________________________________________________

 FORMCHECKBOX 
Original Request for Maintenance/Extraordinary Medical--Attach Adoption Assistance Request & Agreement  for each child.

 FORMCHECKBOX 
Increase in Maintenance/Extraordinary Medical--Attach Adoption Assistance Re-negotiation Request.

 FORMCHECKBOX 
Non-Recurring Expenses--Attach Request for Non-Recurring Expenses.

   
Additional comments should be addressed on reverse side.



_______________________________________

          Worker's Name                                 Date
________________________________________

  Workers Phone Number                     

Reviewed by:

______________________________________ 

                                                                             Date

COMMENTS:


Distribution After Approval (To be filled  out by Analyst)


WORKER COMMENTS
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