
CABINET FOR HEALTH AND FAMILY SERVICES 

Department for Community Based Services  

Division of Protection and Permanency 

TO: ___________, Out-of-Home Care (OOHC) Branch Manager 

FROM: 

DATE:  

SUBJECT: Exception for household member fingerprints 

Foster family:  

Household member: 

TWIST#:  

Reason for Exception 

Include in the body of the memo the medical reason for excluding the individual from 

fingerprints, whether the individual will be in the caretaking role, and any other relevant 

information.  

Approval FSOS/PCP: _____________________________ 

Date: _________________ 

Approval OOHC Branch: ______________________________________________ 

Date: ________________ 
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