DCC-88 
922 KAR 1:320

(R. 11/09)


Attention to persons who are not eligible for an administrative hearing under the Service Appeal Process:

For resolution of a matter not subject to review through an administrative hearing, you may contact the Office of the Ombudsman at 1-800-372-2973.  If you do not wish to speak with the Office of the Ombudsman, you may submit your complaint in writing to your service agent no later than 30 days from the date of the action to which you object.

TO REQUEST AN ADMINISTRATIVE HEARING FOR APPEAL OF A CABINET ACTION, PLEASE COMPLETE THIS FORM

AND mail to:

Quality Assurance Section

275 East Main Street, 1E-B

Frankfort KY 40621

If you need assistance with completion of this form, please contact the local office at:
A REQUEST FOR AN ADMINISTRATIVE HEARING SHALL BE MAILED WITHIN 30 DAYS FROM THE DATE OF A CABINET ACTION.
IF AVAILABLE, PLEASE SUBMIT A COPY OF THE DCC 105, “CHILD CARE ASSISTANCE PROGRAM NOTICE OF ACTION” WITH THIS FORM.

     CHILD CARE
Service

Appeal
In Accordance 

with 45 CFR 205.10 and 

922 KAR 1:320

CABINET FOR HEALTH AND FAMILY SERVICES

Department for Community Based Services

275 East Main Street

Frankfort KY 40621

FOR V/TDD SERVICES

Call the CHFS Office of the Ombudsman

Toll Free at 1-800-627-4702
CHILD CARE service appeal

Name of complainant (please print):  _____________________________________________________________________ DATE:  _________________________

Address:  ____________________________________________________________________________________________________________________________________     


                                Street/P.O. Box No.



City
      


State
             

 Zip Code            

Telephone number:  _______________________________________________________________COUNTY OF RESIDENCE: __________________________________
Please state in detail the nature of your complaint against the department for community based services.  (additional paper may be used if necessary.)

Please identify the date of the disputed Cabinet action:  Month______________ DAY___________ Year____________

Please identify each cabinet staff person involved with the subject matter of your appeal. (Additional paper may be used if necessary.)

Name:








Title, if known:

Work Address:

City:








County:

Name:








Title, if known:

Work Address:

City:








County:

Continue your benefits?   You May have to Pay back these benefits if the Decision is not in your favor.  I want my same benefits continued until the hearing officer makes a decision.  Check Yes _____ NO ______.

___________________________________________
________________________________________________________________________

Signature of Complainant

DATE

Signature of authorized representative, if appropriate
                       DATE
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