DPP-167

(R. 9/15)
 

CABINET FOR HEALTH AND FAMILY SERVICES

DEPARTMENT FOR COMMUNITY BASED SERVICES

DIVISION OF PROTECTION AND PERMANENCY


CONSENT TO VOLUNTARY COMMITMENT

 (Child’s Name)

 (Child’s Address)

The undersigned parent or guardian of the child as shown above request the Cabinet for Health and Family Services to accept said child for voluntary commitment and consent to the commitment for the following reason(s): 
The undersigned agrees to pay the Cabinet for Health and Family Services for the care and treatment of the child $            per month.  

___________________________________

      ____________________________________

Parent or Guardian 




      Parent or Guardian 

Subscribed and sworn to before me by ______________________________ this ____ of _________________, _______.

My Commission expires ___________________

______________________________________





(Date)



Notary Public

ACCEPTANCE

It appearing that the subject child can benefit by the voluntary commitment to the Cabinet for Health and Family Services and facilities being available for the care and treatment; subject child is hereby accepted for voluntary commitment to the Cabinet for Health and Family Services on             (date) and shall expire on            (180 days) (date). 









_____________________________________________






Authorized Representative of the Secretary of the 

Cabinet for Health and Family Services 

Subscribed and sworn to before me by ______________________________ this ____ of _________________, _______.

My Commission expires ___________________

______________________________________





(Date)



Notary Public

