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CABINET FOR HEALTH AND FAMILY SERVICES                                        

Commonwealth of Kentucky
                                                                                                                          (R. 12/05)

SPECIAL NEEDS ADOPTION PROGRAM REFERRAL

To:
Central Office

275 East Main Street 3C-E
Frankfort, KY  40621

Through: _______________________,Regional Contact 

Through: _______________________, FSOS
County with case responsibility: ______________________

From:      _______________________, SSW
Region with case responsibility: ______________________

Date:       _______________________

Regional Contact Phone ___________________________
_________________________________

Regional Contact Fax______________________________
Child’s Name





_________________________________

Is child to be placed with siblings?  NO
YES
Child’s DOB
If siblings are to be placed together, list  the names of those                  to be placed together:______________________________ _______________________________________________
_________________________________

_______________________________________________

Twist Number




 Child’s Placement  and Type (FH, PCC, Hospital, etc)                                                                   
 

_________________________________

_______________________________________________

SWIFT Chair-Name



SWIFT Chair-Phone Number

The following must be included for the referral to be accepted:

_____Presentation Summary   (Completed or updated within the last six months from TWIST)       

_____Profile 

         (for websites-No HIPPA information)

_____Color Photo                     (Close-up / full face, recent within three months, digital, preferred) send by email
_____CQA                                (Current)

_____Adoptuskids Registration Form

_____DCBS - 84 Child's Profile ENTERED IN TWIST 
_____TPR Order

_____TWIST Match has been ran by the child’s worker _________________________ (Date match was ran)

SNAP REFERRAL RESPONSE:

___________

___________

___________







Date Accepted

Date Held

Date Returned

___________________

____________________________ KY Website Number

Adoptuskids Website Number
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