ADOPTION ASSISTANCE ELIGIBILITY CHECKLIST

Child’s name

Date of Birth

Race

Sex









Date adoption became the plan


Date of TPR and/or Relinquishment


If not legally clear, specify steps taken to secure legal clearance and document the determination that the child cannot return to his own home.

1.
Date child became the placement responsibility of the agency:




Authority and reason for placement:

2.
Is child eligible for or a recipient of: (check all that apply)


 FORMCHECKBOX 
IV-E Foster Care

 FORMCHECKBOX 
SFHF



 FORMCHECKBOX 
SSI



 FORMCHECKBOX 
Other source of income




3.
Specify efforts made to locate a suitable adoptive placement or document why present placement is appropriate.

4.
Specify child’s special needs.  (Attach documentation to support special need as it relates to child’s present physical, medical, psychological, psychiatric or therapeutic needs.)

5.
If child does not presently have a special need, does child have a potential handicap?  If yes, specify reason for the potential handicap.

On the basis of information provided above and in supporting documents as required, the following eligibility decision has been made:


a. FORMCHECKBOX 
  Not eligible to receive Adoption Assistance benefits(Specify Reasons)


b. FORMCHECKBOX 
  Eligible

1.
Status

 FORMCHECKBOX 
  Present
 FORMCHECKBOX 
  Potential




(If potential, state reason)

2.
Benefits (Check all that apply)


(Complete additional form for non-recurring expenses.)


 FORMCHECKBOX 
  Monthly payment--Funding source for cash payment

 FORMCHECKBOX 
  IV-E  (Child is IV-E foster care or SSI.   IV-E must be must be determined at time of the removal and in the month the adoption petition is initiated.)

 FORMCHECKBOX 
  IV-B (Child is SFHF foster care and does not receive SSI, or          agency gave custody or guardianship to a person who is now adopting the child.)



 FORMCHECKBOX 
  SAF (Child was placed by a private agency.)

 FORMCHECKBOX 
  Vendor payments for medical and/or therapeutic services.

If the child will receive vendor benefits, attach statement of the condition for which benefits will be paid.


 FORMCHECKBOX 
  Medicaid (See MA manual, Section MA-3454 for non-IV-E children)


 FORMCHECKBOX 
  Social Services (Post-adoption services that may be helpful in keeping the family system intact.)

Date Completed

Signature of Agency Representative





Date adoption assistance benefits were discussed with adoptive parent(s).  _______________

Adoptive parent(s) state they cannot adopt child without adoption  assistance._____________________         ____________________



Initial of Adoptive Father

Initial of Adoptive Mother

Signature of adoptive parent(s)





Adoptive Father

Adoptive Mother
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