(8/2000)
ADOPTION ASSISTANCE REQUEST
Adoptive Child's Information


Name of Child After Adoption


Child's Case#
 D.O.B. (MM/DD/YY)
 Race
IV-E
 SSI

Birth Name













ADOPTION ASSISTANCE SPECIAL NEEDS CERTIFICATION 

A.  Was an agency determination made that the child cannot or should not be returned 

     to the home of his parents (TPR)?  FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

B.  A specific factor or condition must exist for which it is reasonable to conclude that

     The child cannot be placed with adoptive parent without providing assistance.  Check criteria       which apply and attach documentation when appropriate

      FORMCHECKBOX 
  Is age seven (7) or older and has a significant emotional attachment or psychological tie                  to his foster family and the Cabinet has determined that it would be in the child’s best                   interest to remain with the family                      

      FORMCHECKBOX 
  Is an African American child two (2) years old or older                 

      FORMCHECKBOX 
  Has a physical or mental disability (Attach assessment)            

      FORMCHECKBOX 
  Has an emotional or behavioral disorder (Attach DSM IV Diagnosis)

      FORMCHECKBOX 
  Is a member of a sibling group in which the siblings are placed together                     

      FORMCHECKBOX 
  Has had previous adoption disruption or multiple placements   

      FORMCHECKBOX 
  Has a recognized risk of physical, mental or emotional disorder (pres. summary) 

             FOR BRIEF DESCRIPTION(S) IF NECESSARY:

_________________________________________________________________________________

__________________________________________________________________________________

        __________________________________________________________________________________



 

C.  A reasonable, but unsuccessful, effort to place the child with appropriate parents

     Without providing adoption assistance has been made?  FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No     FORMCHECKBOX 
 N/A 

     (Check appropriate effort to place)

      FORMCHECKBOX 
  Registration with the SNAP Program

      FORMCHECKBOX 
  The child was referred to two or more families who were not accepting of the

         Child due to severity of problems

      FORMCHECKBOX 
  Due to significant emotional ties to the foster parents, separation would

         Not be in the child's best interests (Explain length of placement and

         Attachment below)

         _________________________________________________________________________________

         _________________________________________________________________________________

  



_________________________________________________________________________________



ADOPTION ASSISTANCE REQUESTED 

A. MONTHLY SUBSIDY (If none, leave blank)

     Amount of Pre-Adoptive Subsidy Requested  $___________Monthly        _________Yearly 

     Amount of Post-Adoptive Subsidy Requested $___________Monthly       _________Yearly      Monthly Foster Care Rate     $___________

    Does child receive Social Security or other benefit?  FORMCHECKBOX 
  Yes          FORMCHECKBOX 
  No

    Type of benefit________________________________________________



    Monthly Amount of Benefit  $  _____________



B.  Extraordinary Medical Expenses (If none, leave blank.)

    Outline below requested services and yearly amounts:

    (Family's co-payment should be deducted from amount requested for approval)

    (Attach documentation supporting request)

                                                                                       Yearly Amount minus Co-Pay
    ____________________________________________________              $_________

    ____________________________________________________               _________

    ____________________________________________________               _________

    ____________________________________________________               _________

                                                   TOTAL                                                          $_________

    Is a Medicaid Vendor available for coverage of requested service?  FORMCHECKBOX 
  Yes        FORMCHECKBOX 
  No

    Explain utilization of Non-Medicaid Vendor below:

    ________________________________________________________________________________

    ________________________________________________________________________________



Yearly Total of Extraordinary Medical & Monthly Maintenance             $

REVIEWED BY:

   ______________________________________

   R&C Worker                                            Date
   _______________________________________

   Service Region Administrator/                Date   

   Designee

                




   ______________________________________
   _______________________________________

R

   R&C Supervisor                                     Date
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