Adoption Assistance Yearly Contact Form

Commonwealth of Kentucky

Department for Community Based Services

Division of Protection and Permanency



Names (Husband & Wife):



Street Address



City, State, Zip



Adjusted Gross Income  _$_______________

(Attach Federal Income Tax Forms)


# of Household Members __________

Children for whom you receive adoption assistance









Number hours of training for current year:  



Do you receive financial assistance (other than adoption assistance) for your child/ren? __yes __no



If yes, indicate which child, source of money payment and amount below:



AFDC                    $__________


SSI               $__________
Social Security     $__________

Railroad Benefits  $__________


VA Benefits  $__________
Other                     $__________

Adoptive parents are required to notify the Cabinet of any changes of address or any other circumstances which may bring about a substantial change.  Your adoption assistance payment may be reduced based upon receipt of other benefits.



Adoptive parents have the right to a fair hearing on any decision to reduce or deny adoption assistance for any special needs child.  If you feel that your child has been unfairly denied assistance contact your worker for information regarding requesting a fair hearing.

Your Worker’s name & Phone Number is     _________________________________________________

                                                                             (     ) ______________________



    Adoptive Father                                                            Date
      Adoptive Mother                                                         Date



