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CABINET FOR HEALTH AND FAMILY SERVICES
Department for Community Based Services
Division of Protection and Permanency


[Date]
[Caregiver Name]
[Mailing Address]
[City, State ZIP]
Dear [Relative/Fictive Kin Caregiver],
The Cabinet for Health and Family Services (CHFS) has received your Kinship Caregiver Reconsideration Inquiry. The agency recognizes that opening your home and supporting a child during a difficult time requires tremendous effort, compassion, and sacrifice. We are deeply grateful for the important role you play in this child’s life [these children’s lives].
After reviewing the information provided, CHFS is unable to approve your request to pursue foster care status under the reconsideration or qualifying event provisions of KRS 620.142 and 922 KAR 1:565 at this time. Based on the documentation and criteria required, your application cannot proceed for the following reason(s):
Reason(s) for Denial (checked as applicable):
[bookmark: _Hlk232593762]☐ The one hundred twenty (120) day time limit from the judge granting temporary custody has been exceeded.
☐ Incomplete application.
☐ Application/documentation not returned within sixty (60) calendar days.
☐ Missing or insufficient supporting documentation.
☐ The event described does not meet the definition of a qualifying event under 922 KAR 1:565.
☐ Custody was granted prior to July 15, 2026.
☐ Child/children not child welfare involved.
☐ Other: _____________________________________________


Please know that this decision is based solely on eligibility requirements established by statute and administrative regulation. It is not a reflection of your dedication or the quality of the care you provide. 
You may continue to receive any services for which you remain eligible, and we encourage you to reach out if you would like to discuss available support options or if you have questions about this decision. If additional information is presented in the future, or if your circumstances change, you may contact the Kinship Support Hotline (877-565-5608) or by email Relative.Supports@ky.gov to explore alternative supports available.
Thank you again for the care, safety, and stability you provide for your family.
Respectfully,

[Name]
[Title]
Department for Community Based Services
Cabinet for Health and Family Services
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