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(5/2021)

CABINET FOR HEALTH AND FAMILY SERVICES

Department for Community Based Services

Division of Protection and Permanency



Adoption Assistance Renegotiation Request


Change in monthly maintenance/extraordinary medical expenses

Family’s name: _____________________________________      
Adoption date: ____/____/____

Household # (excluding foster children): _______________
 
Request date: ____/____/____ 

Adjusted gross income: ____________
Co-payment: _________ 
Effective date: ___/____/____

	Name of adoptive child 
(birth and adoptive name)
	Case number
	DOB

(MM/DD/YY)
	Race/ethnicity 
	Title IV-E

eligible
	SSI

eligible

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Requested change

	Justification:



	

	

	


	Child’s name (Birth and Adoptive): ________________________________________

	Currently approved amounts
	Requested change amounts  

	Monthly maintenance $__________
	Yearly
	Monthly maintenance $___________


	   Yearly

	Extraordinary medical 
	
	Extraordinary medical 
	

	
	
	
	

	Extraordinary medical total
	$_________
	 Extraordinary medical total
	$________

	                                                         
	
	Total increase   $__________     or 

Total decrease  $__________
	


	Child’s name (birth and adoptive): 

	Currently approved amounts
	Requested change amounts 

	Monthly maintenance $__________


	Yearly 
	Monthly maintenance $___________


	   Yearly 

	
	
	
	

	Extraordinary medical
	
	Extraordinary medical 
	

	
	
	
	

	
	
	
	

	Extraordinary medical total
	$________
	Extraordinary medical total
	$_______

	                                                         
	
	Total increase   $__________   or 

Total decrease  $__________
	

	Child’s name (birth and adoptive):

	Currently approved amounts
	Requested change amounts 

	Monthly maintenance $__________


	Yearly 
	Monthly maintenance $__________


	Yearly 

	Extraordinary medical
	
	Extraordinary medical
	

	
	
	
	

	
	
	
	

	Extraordinary medical total


	$________
	Extraordinary Medical Total
	$_______

	                                                         
	
	Total increase  $__________   or 

Total decrease $__________
	


	Child’s name (birth and adoptive):

	Currently approved amounts
	Requested change amounts 

	Monthly maintenance $__________
	Yearly 
	Monthly maintenance $__________


	Yearly 

	Extraordinary medical
	
	Extraordinary medical
	

	
	
	
	

	
	
	
	

	Extraordinary Medical Total
	$________
	Extraordinary Medical Total
	$_______

	                                                         
	
	Total increase  $__________   or 

Total decrease $__________
	


	Reviewed by:

________________________________________________

Family Services/R&C worker                           Date 
	________________________________________________

Service Region Administrator/designee                   Date



	________________________________________________

Family Services Office/R&C supervisor           Date
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