(8/2000)
POST-LEGAL ADOPTION ASSISTANCE 

STATE FUNDED-EXTRAORDINARY MEDICAL EXPENSES ONLY


TITLE IV-E ELIGIBLE-MONTHLY SUBSIDY(MAINTENANCE) ONLY

     Prior to Adoption

Name of Adopted Child
 D.O.B. (MM/DD/YY)
 Race
IV-E
 SSI













1.  Was the child placed for adoption by the Cabinet for Human Resources?    Yes   No

2.  Adoption Finalization Date          ____/____/____.

3.  Is the adoption in danger of dissolution w/o assistance?    Yes       No

     (Answer for State Funded Children only)

4.  Special Needs of the child at the time of adoption:                                       

     ______________________________________________________________________________





     _______________________________________________________________________________            

     _______________________________________________________________________________

5.  Problems Currently Displayed:

     _______________________________________________________________________________

     _______________________________________________________________________________

     _______________________________________________________________________________

     _______________________________________________________________________________

6.  Efforts Made by the Adoptive Parents to Meet the Needs of the Child:

     _______________________________________________________________________________



     ________________________________________________________________________________



     ________________________________________________________________________________



ADOPTION ASSISTANCE REQUESTED 
     STATE FUNDED ONLY

     Outline below requested services and yearly amounts:

       (Family's co-payment should be deducted from amount requested for approval)

           (Attach any required documentation supporting request.)

     _______________________________________________          $_______________

     _______________________________________________            _______________

     _______________________________________________            _______________

     _______________________________________________            _______________

                                                           Yearly Total                            _______________

    Is a Medicaid Vendor available for coverage of requested service?  Yes  No

    Explain utilization of Non-Medicaid Vendor below:

   ________________________________________________________________________________

    ________________________________________________________________________________



TITLE IV-E ELIGIBLE ONLY

Monthly Subsidy (Maintenance) Requested  $__________                $__________Yearly




Comments:




















REVIEWED BY:

________________________________________________

FAMILY SERVICES/R&C WORKER                            DATE
________________________________________________

SERVICE REGION ADMINISTRATOR /                     DATE

DESIGNEE

________________________________________________

FAMILY SERVICES OFFICE/R&C SUPERVISOR    DATE





