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Commonwealth of Kentucky

Cabinet for Health and Family Services

Department for Community Based Services

ADOPTIVE REVIEW COMMITTEE COMMENTS

Date Due to Central Office Adoption Staff: ______________

Child(ren): ______________________________________________________________

DOB: ___________________________________SNAP Id#:______________________

Adoptive Family names and address: _________________________________________

________________________________________________________________________

State/County: ____________________________________________________________

Date Home Study reviewed by Committee: ____________________________________
Review Committee Names: (3 minimum)  _____________________________________

________________________________________________________________________

Was a family selected for the child(ren)?  Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Noted positives about adoptive family and reason for selection:

Reasons family was not selected for the child(ren):

Was the worker for the family contacted during consideration of this home? Yes  FORMCHECKBOX 
No FORMCHECKBOX 

Family worker name and contact #:________________________________________

Date family/family worker contacted: ______________________________________

Did the family withdraw interest?
Yes    FORMCHECKBOX 
  No   FORMCHECKBOX 
  Date: _____________________

If yes, on what criteria: _______________________________________________________________________
