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(Rev 5/2021)

CABINET FOR HEALTH AND FAMILY SERVICES

Department for Community Based Services

Division of Protection and Permanency

Non-Recurring Adoption Assistance Request

Adoptive child's information
	Birth name:

Name of the child after adoption:
	Child's case number:
	D.O.B. (MM/DD/YY)
	Race

	
	
	
	

	
	
	
	

	
	
	
	


Adoption information

	Cabinet adoption
	 Private agency
	Relative
	  Independent
	Foreign country

	 (Yes or no)
	 (Agency name)
	(Relationship)
	   (Yes or no)
	 (Country 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/her parent(s) (termination of parental rights {TPR})?  _____Yes ____ No

Date TPR granted: ___________



	B.  A specific factor or condition must exist for which it is reasonable to conclude that the child cannot be 

	     placed with the adoptive parent without assistance.  

     Check all applicable criteria and attach documentation, when appropriate.  

	     _____ Child is age seven (7) or older, and has a significant emotional attachment or 

                psychological tie to the foster family, and the Cabinet has determined that it would be in

                the child’s best interest to remain with the family;        

     _____ Child is age two (2) or older and a member of a racial or ethnic minority;     



	     _____ Child has a physical or mental disability (attach supporting documentation);            

	     _____ Child has an emotional or behavioral disorder (attach supporting documentation);

	     _____ Child is a member of a sibling group in which the siblings are placed together;                     

     _____ Child has had a previous adoption disruption or multiple placements; or   

     _____ Child has a recognized risk of physical, mental, or emotional disorder (attach  

                supporting documentation). 

    Brief description(s) if necessary:  

    _____________________________________________________________________________

    _____________________________________________________________________________

    _____________________________________________________________________________

    _____________________________________________________________________________

	


	C.  A reasonable, but unsuccessful, effort to place the child with appropriate parents without providing 

	     assistance has been made?  _____ Yes _____ No _____ N/A  



	

	     (Check appropriate effort to place)

	     _____ Registration with the KY Adoption Profile Exchange (KAPE);

	     _____ The child was referred to two (2) or more families which did not accept placement  

	                due to the severity of child’s issues; or

	     _____ Due to significant emotional ties to the foster parent(s), separation would not be in the 

	                child's best interest.  (Explain length of placement and attachment below.)

     ______________________________________________________________________________

     ______________________________________________________________________________

     ______________________________________________________________________________

     ______________________________________________________________________________

     


Non-recurring expenses requested.

	A. Court costs and attorney fees.    

     Number of attorney hours     ______

     Attorney fee total                $ ______

     Guardian ad litem fees       $ ______

     Other fees                          $ ______

     Misc. expenses                  $ ______

     Total:                                                         $ ______

B. Adoptive home study expenses                $ ______

C. Health exam                                              $ ______

D. Psychological exam                                  $ ______

E. Transportation, food, and lodging for the child and the adoptive parent(s) when necessary to complete placement or finalize process.  $ ______

F. Other                                                         $ ______

Total:                                                              $ ______




Reviewed by: 

	   ______________________________________

   R&C worker                                            Date

   ______________________________________

   R&C supervisor                                      Date
	   _______________________________________

   Service Region Administrator/                Date   

   designee
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