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(8/2020)
CABINET FOR HEALTH AND FAMILY SERVICES

Department for Community Based Services
Division of Protection and Permanency

Adoption Assistance Coversheet

Adoptive parent(s) information:
	  Name of adoptive parent:

	  Name of adoptive parent:

	
	


	  Street address:
	 Phone number:  

	
	

	  City, State & Zip:
	

	
	


	  Kentucky county of case responsibility:
	  Adoptive parent's TWIST number:

	
	


	  Has the adoptive parent(s) reviewed the Adoption Assistance Handbook?  


	Adoptive parent's adjusted gross income information.  

	(To be utilized in determining extraordinary medical co-payment)

	     Adjusted gross income     $________________ 

	     Number of household members    __________

	     (Include children being adopted, exclude any additional foster children currently in the home)


	Additional information:  

	Children for whom assistance is being requested: 

	_____ Original request for maintenance/extraordinary medical--attach Adoption Assistance Request for each child.
_____ Non-recurring expenses--attach request for non-recurring expenses.

	_____ Increase in maintenance/extraordinary medical--attach Adoption Assistance Re-negotiation Request form.  



	_______________________________________

Worker's Name                                 Date
_______________________________________

Reviewed by                                     Date


	_________________________________________

  Workers Phone Number                     

	Comments: 
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