

DPP – 184 

CABINET FOR HEALTH AND FAMILY SERVICES
RELATIVE/FICTIVE KIN CAREGIVER QUALIFYING EVENT APPLICATION

This application must be returned within 60 calendar days of the eligibility letter date.  To determine the deadline, refer to date on the DPP-182 Initial Consideration Packet letter included.
This application is for kinship caregivers seeking foster care status for a child after experiencing a qualifying event as identified in 922 KAR 1:565. Completion of this form initiates a request to change custody of a child in your care through the Department of Community Based Services (DCBS). Submission of this application is a request for the Division of Protection and Permanency (DPP) to initiate case management services and foster care support services, as eligible. 
	Section I. Applicant Information

	Primary Applicant

	Full Name:
	Date of Birth:
	Social Security Number:

	Phone Number:
	Email Address:

	Current Street Address:

	City:
	State:
	ZIP:

	List any previous names (including maiden name):

	Are you the primary custodian for the child(ren) affected?

	☐   Yes
	☐   No

	Relationship to Child(ren):

	Secondary Applicant (if applicable):

	Full Name:
	Date of Birth:
	Social Security Number:

	Phone Number:
	Email Address:

	Current Street Address:

	City:
	State:
	ZIP:

	List any previous names (including maiden name):

	Relationship to Child(ren):



	Section II: Child/Youth Information

	Please include information for all youth affected. If more than three children, please attach additional page with additional information.

	Full Name:
	Date of Birth:
	Social Security Number: 

	
	
	

	
	
	

	
	
	

	
	
	

	Please describe the current kinship arrangement (if any):


	Please list the name(s) of the biological parent(s) for the above listed youth:




	Section III(a): Qualifying Event 

	Please check the applicable qualifying event:

	☐   Death or Incapacitation of a caregiver
	☐   Loss of income due to disability, unemployment, or other verified reason

	☐   Loss of home or employment due to natural disaster or fire
	☐   Change in household structure due to divorce or legal separation 

	☐   Early or unplanned retirement due to hardship, such as medical necessity or employer-mandated separation, resulting in a substantial loss of income
	☐   Significant change in child’s medical or behavioral health requiring substantial caregiver involvement (please describe below)

	Please identify the date of the event:

	Date Permanent Custody Received: 


	Section III(b): Supporting Documentation

	Please attach copies of documents relevant to the qualified event:
· Death certificate or medical documentation of incapacitation
· Proof of loss of income or employment
· Doctor’s note or medical records for early retirement/disability
· Current custody orders
· Divorce decree or order of legal separation
· Proof of loss of home due to natural disaster/ fire 
· Other supporting documentation: ______________________________________________



	Section IV: Agreement and Consent

	I/We certify that the information provided in this application is accurate and complete to the best of my/our knowledge. I/We understand that any false statement, or omitted information in this application, may result in denial of foster care support. I/We understand that submission of this application is a request for the Department of Community Based (DCBS) to initiate case management services and foster care support services. I/We understand that the child(ren) identified above will re-enter foster care and will be placed in the custody of DCBS through court action. I/We understand that the child(ren) may be placed in my/our home at DCBS discretion with the understanding of my/our pursuit as approved relative or fictive kin foster parent(s) per 922 KAR 1:565. I/We consent to verification of information, including consultation with relevant agencies, background checks, and a home study as per 922 KAR 1:350, 922 KAR 1:490, and 922 KAR 1:565.

	Primary Applicant Signature:
______________________________________
	Date:
________________________________

	Co-Applicant Signature:
______________________________________
	Date:
________________________________





AGENCY USE ONLY
Cabinet for Health and Family Services Verification:
Date Application Received: ___________ 	Date Permanent Custody Received: ___________
DCBS was involved at the time permanent custody received:  ☐ YES    ☐ No
Current open case:  ☐ Yes	  ☐ No   Date of most recent case closure: ___________
Caregiver Eligible for Qualifying Event:  ☐ Yes	  ☐ No
Application Status:
☐ Application Denied	
 Date Denial Letter Mailed to Family: _______________
☐ Application Pending		
Comments: ___________________________________________________________________      
Date Pending Letter Mailed to Family: _______________
Comments: ___________________________________________________________________
☐ Application Approved 	  
Date Referral made to Central Intake for SCAR: ______________
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