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COLORADO DEPARTMENT OF HUMAN SERVICES

~—County Department of ___ Services
TITLE IV-E ADOPTION ASSISTANCE AGREEMENT

This agreement has been entered
the “Department” and Pleass antar r:

into
sdcptvechid - DOB: B

by, and between, the ____ County Departmentof _____ Services, hereafier called
of adaptive parants, hereafter called the “Adoptive Parent(s) of Plagas entar name of

i il 1#]1

Agency Address and Zip Code

PROVISIONS OF AGREEMENT

W

/ This agresment for adoption asslstance, which is signed prior fo the effective date and finallzation of the
child's adoption, Is entered into by and betwesn the *Department” and adoptive parent(s) for the purposss
of facilitating the legel adoption of the above named child. (Not applicable, if amendment to original
agreement.)

The adoptive parent(s) verify that he/she will be unable to adopt said child without financial and/or
medical asslstance. (Not applicable, if amendment to original agreement.)

/ The adoptive pareni(s) agree that he/sha intend to adopt the child and agree to the terms and
provisions conteined In this document for the purposes of receiving adoption assistance payments and/or
services for the adopted child under Titles XIX and XX of the Social Security Act from the time of adoptive
placement. (Not applicable, Iif amendment to originial agresment)

/ The adoptive parent(s) understand that through this adoption assistance agreement, the Department will
partially assist in expenses related to supporting the adoptive placement.

/ The adoptive parent(s) understand that additional adoption assistanca Is not provided to cover inpatient
psychiatric services, day treatment, and any type of out-of-home placement In any type of facility or
educational services such as private schooling or tutoring. (This assistance, if necessary in the future,

must be provided by the adoptive parent(s)’ state or county of residence as identified by state and local
statutes.)

/ . This document Is the initial adoption assistance agreement or an amendment to the initial agreament.

O Initial Adoption Assistance Agreement
O Amendment to the Initial Adoption Assistance Agresment

Reason for amending original agreement:

Written permission of the Colorado Dapartment of Human Servicss, Division of Child Welfare is required to modiy this form.
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L. ASSISTANCE

A. Non-recurring Adoption Expenses

The Department agrees to relmburse the adoptive parent(s) for expenses that are reasonable and necessary for the
adoption o oceur, sublect to & maximum of $800. The expenses must;

1..
2.
3.

Reimbursemerit

Directly relate to the legal adoption; and,
Not be In violation of state. or federal law; and,
Not have been relimbursed from other sources of funds

may only bie requested after adoption finalization or when an adoption disrupts prior to ﬂnallzéﬂon. The

request for reimbursement must be submitted no later than one {1) year after the date of adoption finallzation or adoption

disruption,

O(1) Legal Fees - S
0(2) Adoption Fees S
0(3) Other Expenses as specified S

B. Monthly Adoption Assistance

The amount of the monthly adoption assistance is based on the special needs of the adopted child and the clrcumstances
of the adoptive parertt{s) and hes been determined by mutual agresment batween the adoptive parent(s) and the

Department.

Adoptive Parant(s)

The amount of adoption assistance shall not exceed the foster care maintenance minus the respite care
payment for the adopted child, If he/she was In a foster home In the state of Colorado.

If the child Is In the care of a no-pay kin, the adoption assistance payment will be established at the same
rate as if the child were being placed in foster care at the time of the agreement.

Adjustments in the monthly adoption assistance amount may be made, only, with the concurrence of the
adoptive parent(s) based on the special needs of the child that were identified at the time the original
adoption assistance agreement was signed by the adoptive parent(s), or changes are made in the
maximum allowable monthly adoption assistance.

The county department shall not add additional needs for an adoption asslstance payment after the
adoption decree has been Issued. Documentation of changes in the adopted child's needs or family
circumstances may be required.

If It is determined by the Department that an overpayment has baen made to the adoptive parent(s), the
Department shall have authority to collect the Overpayment through a mutual agresment with the adoptive
parent(s). If this results In an unsuccessful collection, the Department shall have authority to

pursue other collection sfforts.

MAINTENANCE: (select one Adoption Assistance below)

DAILY RATE:

Written patmission of the Coloracle Department of Human Garvices, Division of Child Welfare Is required to modify this form.
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Note: Adoption asslistance payment amounts must not exceed the foster care rate minus the respite payment. If the child
Is in the care of a ne-pay kin, the payment will be established at the same rate as If the child were being placed in foster
care today.

(1) Medicaid Only (check If appropriate)* I
03(2) Long Term: (Ongoing) . I
C1(3) Time Limited: (Identiy time limit)

Approximate date of termination ____ L S
Reason for time limitation:
**Medicsid only” means no adoption asslstance payment is provided at this time; however, due to the speclal needs
described In the Adoption Assistance Agreement application, there exists the potential need for services. If this Is a

Medicaid only adoption assistance agresment, It will be reviewed as the child ages or the farmily’s circumstances change.
{Type “0” on the lIne).

C. State Funded Adoption Assistance Program

Adoption Case Services*
(1) One Time:

(a) Transportation {purpose) _____ S
(b} Cther {specify) _

{2) Ongolng:

(a) Transportation (purpose) ____
(b) Other (specify)
(c) Medical Assistance Benefits (if non-Medicaid) Annuat Limit
(See attached break down for services the department will cover)

T
—
—
$—

*The family must contact their adoption assistance worker to receive permission PRIOR to commencing the
services to be paid by case services dollars.

D. Medical Care

Medical and dental services will be provided through the Medicaid Program (Title XIX of the Social Security Act). [fthe
family moves to a state that Is not reciprocal with the Madicald program, the county providing the adoption assistance
agreement is financlally responsible and shall arrange with the famlly for medical coverage for the child. Psychiatric and
other counseling services must be pre-authorized, if not using Medicald. If a needed service identified in the Agreement
is not available In the new state of residence, the county making the original adoption assigtance payment remains
financially responsible for providing the needed service.

E. Social/ Human Services

Social/Human Services will be provided through the Sociel/Human Services Block Grant Program Title XX. The Adoption
Assistance payment, Title XIX Medical Services and Title XX Soclal Services are available regardiess of the state of
residencs. Families moving out-of state will be provided with a contact in the new state using the Interstate Compact on
Adoption and Medical Assistance Program (ICAMA). Titte XIX Medical Services and Title XX Social Services vary from

state to state and are avallable to the chiid in accordance with the procedures of the state in which the child resides.
F. Other

(1) i the family receives SSI paymerits for this child, it s the adoptive parent(s) responsibifity to inform the Social Security
Administration If the child is also receiving adoption assistance payments.

Written permission of the Colorado Department of Human Services, Divislon of Chlld Welfare Is required to modify this form,
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(2) ADOPTION ASSISTANCE PAYMENTS DO NOT COVER INPATIENT PSYCHIATRIC SERVICES, DAY TREATMENT,
ANY TYPE OF OUT-OF-HOME PLACEMENT IN ANY TYPE OF FACILITY, OR, EDUCATIONAL SERVICES.

(3) ALL ADOPTION ASSISTANCE AGREEMENTS ARE REVIEWED EVERY THREE YEARS.

(4) Interstate Compact on Adoption Medical Assistance (ICAMA)

If the family moves out-of-state after the firiallzation of the adoption, the family must contact their county adoption worker
to access medical assistahce services In the new state. The county should be contacted 60 days prior to moving
out-of-state.

Education Requirement

soan as the child has reached the age of compulsory school attendance, according to Colorado (or the adoptive parent{s)
current state of residence), the family must provide written documentation that he she Is:

= Enrolled In an institution that provides elementary or secondary education, as determined under the law
of the State or other jurisdiction in which the instifution Is lacated; or,

*  Instructed in elementary or secondary education at home in agcordance with a home school law of the
State or ather jurisdiction in which the home Is located; or, .

*  Inan Independent study elementary or secondary education program in accardance with the law of the
State or other jurisdiction in which the program Is located, which is administered by the local school or
schoal district; or, _

* Incapable of attending school on a full-ime basls due to the medical condition of the chiild, which
incapability is supported by regularly updated information in the case plan of the chiid.

{3 Educstion documentation has been r;celved.
0O Education documentation is not required at this time.

Il. NOTIFICATION OF CHANGE

The adoptive parent(s) will immediately notify the Department, in writing, of any of the following events:
= ' Change of address

Child's death, marriage, entry into the military service

If he/she/they Is/are no longer legally responsible for the support of the child

If the chlld is removed from the home end piaced into out-o-home care

He/she/they is/are no longer providing any support to the child

Hl. AMENDMENT
This Agreement may be amended or cancelled at any time by mutual agreement of the Department and the adoptive
parent(s) in writing as provided In Department rules and no oral modifications made by any employee or agent of the
Dapartment or eny party to this agreement shall have any effect.
V. REVIEW
This Agreement will be reviewed every three years by the adoptive parent(s) and the Department.
V. ASSESSMENT OF PARENTAL FEES FOR PLACEMENT OUT OF THE HOME
For children recsiving Title IV-E adoption assistance:
* Ifthe adoptive parents are receiving Title IV-E adoption assistance and the child Is under the custody of

the Department and placed in out-of-home for a duration of over thirty (30} calendar days, the Department
and the family have two options:

Written permission of the Colorado Depariment of Human 8srvices, Division of Child Welfare Is required to modify this form.
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o To assess a placoment fee from the family not to exceed the amount of the adoption assistance
payment they are receiving under their adoption aesistance agreement.

o To execute an amended agreemant, which would reduce the adoption assistance payment to $0
and place it on Medicaid-onily status until such time that the child returns to the custody of the
parent(s).

* The parental fee will not be discontinued because the child returns to the homa of the adoptive parents:
for holidays or visits while the child Is under the custody of the Department.

*  During the time the adoption assistance payment is in Medicaid-only status, the parent(s} will not be
assessed & parental share fee for the child’s out-of- home placement costs.

VL. TERMINATION

Termination of the Adoption Asslstance Agresment will occur in any of the following circurstances upon fifteen (15) days
written notice to the adoptive parent(s), by certified mall or other method of service.

Termination shall be based upon verified information.
1. The child has attained the ége of 18, or age twenty-one (21) if the county determines that the child has a
mental or physical disabliity, which would warrant continuation of assistance: o,
The adoptive parent(s) is (are) no longer legally responsible for the suppott of the child: or
The adoptive parent(s) Is {are) no longer providing any support to the child: or
Upon the child's death; or
Upon the death of the parant(s) of the child (one parent - In a single parent household and both in a
two-parent family); or
Upon the adoptive parent(s)’ written request.

o opruN

Vil. DURATION (to bs completed by county department staff)

Unless termination occurs as a reésult of one or more of the conditions set forth In Saction V1 “Termination®, this Agreement
will explre:

0 On the child's 18th birthday.____
{Date child tums 18)

OR
O On the child’s 21st birthday

{When the child has been diagnosed with a mental or physical disabllity)
{Date child tums 21)

OR
OA time-limited duration expiration date will be:____

This Agreement shall remain In effoct in the event the child and adoptive parent(s) reside in, or move to, another county,
state or country.

OR
Extention:

Ei ot gillfn 26 bichaay ____ (hon i

AL SR

d ; approgching the age of 16 the exiansien can be censifiared]
mﬂl 18-vears of age through the end of manth of the twery first birfhray when ans or.mors ofthe following erteria is

1) Completing secandary eduaation or is-enroiled In & program Teading ta an equivalent credenfial:
2) Enrolled in an Institutian that provides postsecandary or vocational educstions . -
3) Participating In a program or activity designed to pramate or rmove karrlers to empioymant: of
4) Emploved for at |sest alohly haurs per menth,

Written permission of the Colorado Department of Human Services, Division of Child Welfars Is reguired to modlfy this form.
5



CW-SA-3A IVE
Ravised 1072010

Vill. APPEAL

If you believe your county department has baen unfair or has made a mistake conceming your eligibility, you have the
right to appeal. This means you will be given a hearing by the county departmant or by the Colorado State Department of
Personnel and Administration, at which time you will be given an opportunity to present your cass for a review by persone
not responsible for the original decision to be sure the county action was a proper one.

First, you should be sure the county department is fully aware of and understends all the clrcumstances of your case and
that you understand the county department's reasons before requesting an appeal. Often questions can be settied by
discussing the matter between yourssif and your worker or other staff peaple at the county depariment.

If after preliminary talks with your county department you are still dissatisfied with the decision the county depariment has
made, you have two options:

1. Ask for a county dispute resolution conference within 10 days of the county's decision, OR,

2. Appeal directly to the State (Office of Adminisirative Couits).

if you choase fo go to the county dispute resclution conference, but are dissatisfied with that decision, you may appeal to
the Office of Administrative Courts (the address is included below).

Bé sure your |etter includes the statement, "l want to appeal™ and why. If you nsed help in writing your letter to the State
Department for appeal, you can ask anyone you desire to help you, or talk to.a legal-ald office, or ask your worker at the
county department to help you..

if you choose to appeel directly to the state {bypassing the County Dispute Resolution Conference), you must rnall or
deliver your letter described above no later than 90 calendar days from the date of the county's Inltfal decision. (Whether
or nat you ask for the county dispute resolution, if you do not appeal within the 90-day time frame, your appeal time hag
been exhausted and you are no longer entitied to an appeal.) The request must be sent to:

Colorado Department of Personnel and Administration
Office of Administrative Courts
1525 8herman 8t., 4" Floor
Denver, Colorado 80203
Phone: 303-866-2000
Fax: 303-866-5909

If you belleve you have been discriminated against because of race, color, sex, age, religion, political beflsfs, national
origin, or handicap, you have the right to file @ complaint with:

(1) Colorado Department of Human Services (2) Office of Clvll Rights
1575 Sherman Street Federal Office Bullding — Region VIl
Denver, CO 80203 1861 Stout St

Denver, CO 80294-3538

IX. ACKNOWLEDGEMENT

Adoptive Parenti(s)'
Initials
/ In completing and signing this agreement, I certify thet the Information

supplied hereln s true, accurate, and complete to the best of my knowledge.
! In addition, | am aware that If | make a willfully false statement or reprasentation, or use other fraudulent

methods to obtain asslstance to which | am not entitied, or greater than that, to which | am entitled, | can
be found guilty of a felony or misdemeanor under appropriate state or federal law.

Wittten permission of the Colorado Departmant of Human Serviced, Division of Child Welfare Is required to modify thils form.
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/ I have been infarmed and understand that | am eligible to claim the adoption tax credit even if | have not
incurred any adoptlon expensas. | understand that | nead to speak to my tax preparer for further
information.

X, SIGNATURE AND DATES ARE REQUIRED BY ALL PARTIES

This agreement must be signed and dated by all parties prior to the effective date of this Agreement and before the
adoption Is finalized.

The adoptive parent(s) confirm that he/she/they has/have read and understand(s) this agreemaent.

IN TESTIMONY WHEREOF, THE PARTIES HERETO HAVE EXECUTED THE WITHIN AND FOREGOING
INSTRUMENT, TO BE EFFECTIVE AS OF ____, (IF THE EFFECTIVE DATE IS TO BE AT ADOPTION FINALIZATION,
A COPY OF THE FINAL DECREE MUST BE ATTACHED TO THIS FORM.)

O This is an amended agreement. The original agreement was sighed and dated by all parties prior to the effective date
of this Agreement and before theé adopiion was finalized.

SIGNATURE of Adoptive Parent Date signed

(Print your full name)

SIGNATURE of Adoptive Parent Date signed

(Print your full name)

SIGNATURE of Ceseworker Date signed

(Print your full name)

SIGNATURE of Supervisor Date signed

(Print your full name and title)

SIGNATURE of County Director or Designee Datea signed

Written permtssion of the Colorade Department of Human Sarvices, Division of Child Walfare [s required te modily this form.
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(Print your full name and title)

Name of Agency

Witten permission of the Colorade Department of Human Services, Division of Child Walfars ls required to inodify this form.
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COLORADO DEPARTMENT OF HUMAN SERVICES
— COUNTY DEPARTMENT OF _____8ERVICES
CHILD'S SUMMARY AND APPLICATION FOR TITLE IV-E ADOPTION ASSISTANCE
Attach a separate document that includes a brief summary of the child's history, description of the barriers to adoption,
Justification for the proposed adoption assistance, prognosis for adoption without adoption assistance and a chronological
fist of child’s placements for foster care and/or adoption,
As with any child placed for adoption, Informatlon may become known, issues and problems may arise In

the future that are unknown to anyone at this time and could not be reasonably anticipated by the placing county
or any of Its employees. / Adoptive Pareni(s} initlals

ADOPTIVE CHILD INFORMATION:

BIRTH NAME:

Last Name : First Nems Middie inttial

ADOPTIVE NAME:

Last Name' First Name Middle Inftial

SSN (birth SSN) Dats of Birth Sex " Raca/Ethnicily

NAME OF ADOPTIVE PARENT(S):

Last Name- First Name Middle Iniial

Last Name Flrat Name Middle Infial

Strest Address (P.O. Box) Clty, State ~Zp Apt#

LEGAL STATUS OF CHILD:

Parent 1: (Check one) Relinquished [ OR
Relinquished 0O OR Terminated 0
Tarminated (m} Docket numiber; ______

Docket number; _____ Date of Order: _____
Date of Order: ____ Date of Death:
Date of Death:

Parent 2: (Check one)

AGENCY/PERSON WITH CUSTODY OF CHILD WITH CONSENT TQ ADOPT:

Written permiseion from the Colorade Department of Human Setvices, Division of Child Welfare Is required to modify this form.
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Name of Agency/Person

Address

Steps taken to place child for adoption without adoption assistance (Check all that apply):
O Reglstration with CARR (and uee of all med|a resources) Date:
0 Ditigent search of the child's record Date: _
13 Interview child for adoption/permanency resources Date:

OR

The best Interest of the child would rict be served by such efforts for one of the following reasons (Check any
that apply):

O Chlld has signlficant emotional ties to foster parent.

D Chlld is placed with a relatlve

O Excluded from CARR Date: __

Title IV-E Eligiblility for Assistance:

O Title IV-E in Foster Care O Chiid who was Title IV-E In previous finalized adaption

0 ssi 0O Child who wag eligible due to Fostering Connections factors/ AFDC Delinking
O Other_____. O None of the above, child is not eligible for IVE adoption assistance

Cuirent Foster Care Rate without Respite:

Current Foster Care Rate with Resplte: $§___ (The respite rate cannot be included in the adoption assistance
payment.)

OChild was placed with a no-pay kin provider (Ado,

I. REASONS ADOPTION ASSISTANCE IS NEEDED

Child is one with speclal needs. Check all barriers that are present and/or which existed #t the time of placement for
adoption and represent basis for all adoption assistance.,

O Physical Handicap* O Other Barriers {e.g. multiple placements - specify):
L] Mental Handicap* [ Age (7 years of age or over)

O Emotional Disturbance* O Membership in a sibling group when adopted together
O Developmentally Delayed** (1 Membership In a rinority group

L7 Educational Disability* O Hereditary factors*

O High risk children O Developmental Disability**

*Requires a current statement signed by a licensed physician, psychiatrist or clinical psychologist, which
describes the condition(s) and inciudes diagnosis, treatment, and prognosls, to be attached to this form.

*If the child Is developmentally delayed resulting in educational delays or has & significant learning processing
difficulty, a staternent from the school or from a licensed medical/mental health professional must be attached. A
copy of a current IEP can substitute for the school's written statement.

I. FAMILY RESOURCES: To be completed by the adoptive famlly with the agency worker
Please Include a copy of your last tax return with this application,

1. What is your family's gross monthly Income? (Do not include foster or adoption assistance payments). $___
Number of persons supported by that income (do not include foster children):
Total number of persons ih home: _____

Writtan permission from the Colorado Department of Human Servicea, Division of Child Welfare Is required fo modify this form.
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2. Llst additional financlal sources and amounts avallable to members of the household (L.e. foster care, guardian
assistance, child support, social security, rental property, etc.): Total Amount §__

3. Doss a'nyone in your family have unusual costs, such as medical or educational? If yes, please explain:
Total Amount $

4. What financial resources, other than your income, are available to meet this child's needs?
(Indicate amount by appropriate category):

[0 SSD (disablilty of parent) S
Include a copy of the letter from the Soclal Security Administration (SSA)
O SSA (survivor's/deeth of birth parent) $
Include a copy of the letter from the Soclal Security Administration (SSA)
O S8l (child's disability) s
Include a copy of the letter from the Social Security Administration (SSA)
O Child Support (being recelved by adoptive family) __
O Cther (specify) ____ $
5. Wil the child bacome eligible for additional benefits based on adoption by you? If yes, indicate kind of benefits
and amount:
Type S
Type $
Type _ $

6. In thinking about the needs of this child and the resources (financial, extended family, community services, eic.)
available to your family, what will be REQUIRED In additlon to those resources to continue support of this child in
your housshold? (Attach additional pages, If needed.)

7. Will the child named in this application be added to your medical Insurance policy?
0 Yes
O Ne
If yes, please complete the following:

Effective Date of Child's coverage
Name of Insurance Company
Address (strest, city, state, zip)
Name of Policy Holder

Soclal Security Number:
Group/Plan #

Policy ID#

ll. PROPOSED ADOPTION ASSISTANCE: (To be completed by the adoptive family with the agency worker)
A, NON-RECURRING ADOPTIQN EXPENSES:

The Department agrees to reimburse the adoptive parent(s) for expenses that are reasonable and necassary for the
adoption to occur, subject to a maximum of $800. The expenses must:

1) Directly relate to the lega} adoption; and,

2) Not be In violation of state or federal law; @nd,

3) Not have been reimbursed from other sources of funds

Written permission from the Colorado Departmant of Human Services, Divislon of Child Welfare Is required to modify this form.
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Reimbursement may only be requested after adoption finalization or when the adoption disrupts prior to finalization. The
request for reimbursement must be submitted within cne (1) year efter the date of adoption finallzation.

0O(1) Legal Fees .
0(2) Adoption Fees S
O(3) Other Expenses as &pecified . T
B_MAINTENANCE:

Payment amount must not exceed the foster care rate minus the resplte payment. i the child was placed with no-pay kin,
the adoption assiatancs rate will be established as if the child were belng placed in foster care today.

DAILY RATE:

O Time Limited: (Identify time limlf)
Approximate date of Termination of Agreement 0O Long Term: (Ongoing) S
‘Reason for time limit $ 0O Dormant {(Medicaid only}* §__ -

*Dormant or Medlcaid only adoption assistance means no adoption assistance payment is provided at this time; however,
due to the previously described spacial needs, there exists the potential need for services. If this is a Dormant or Medicaid
only adoption assistance agresment, it will be reviewed as the child ages or the family’s circumstances change {Type “0"
on the iine above).

Adoption Case Services
(1} One Time*:
() Transportation (purpose)
(b) Other (specify)
{2) Ongoing*:
(a) Transportation (purpose)

(b} Other (specify)
(c) Medical Assistance Benefits (if non-Medicaid) Annual Limit ~ $

“The family must contact thelr adoption assistance worker to receive permission PRIOR to commancing the services to be
peid by case servicas dollars.

D. MEDI|CAL CARE;

Medical and dental services will be provided through the Medicald Program (Title XIX of the Social Securify Act). Hf the
family moves to & state that is not reciprocal with the Medicald program, the county providing the adoption assistance is
financially responsible and shall arange with the family for medical coverage for the child. Psychiatrlc and other
counseling sefvices must be pre-authorizad by thelr adoption asslstance worker, If not using Medicaid. !f a needed
service Identified in the Agreement Is not avallable in the new state of residence, the county making the original adoption
assistance payment remains financlally responsible for providing the needed service,

E. SOCIAL/HUMAN SERVICES:

Writtsn permission from tha Colorado Department of Human Earvices, Division of Child Welfare Is required fo medify this form.
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Social/Human Services will be provided through the Soclal/Human Services Block Grant Program Title XX. The Adoption
Assistance payment, Title XIX Medical Services and Title XX Soclal Services are avallable regardiess of the state of
residence. Farnilies moving out-of state will be provided with a contact in the new state using the Interstate Compact on
Adoption and Medical Asslstance (ICAMA) Progrem. Title XIX Medical Services and Title XX Social Services vary from
stats to state and are available to the child in accordance with the procedures of the state In which the child resides.

E OTHER:

(1) If the family recelves SSI payments for this child, It is the adoptive parent(s)' responsibliity. to Inform the Social Security
Admlnistrat!on.lf the child is also recelving adoption assistance payments.

{2) ADOPTION ASSISTANCE PAYMENTS DO NOT COVER INPATIENT PSYCHIATRIC SERVICES, DAY TREATMENT,
ANY TYPE OF OUT-OF-HOME PLACEMENT IN ANY TYPE OF FACILITY, OR EDUCATIONAL SERVICES.

{3) ALL ADOPTION ASSISTANCE AGREEMENTS ARE REVIEWED EVERY THREE YEARS,
(4) interstate Comipact on Adoption Medical Assistance (ICAMA)

It the famlly moves out-of-state after the finalization of the adoption, the family must contact their county adoption

assistance worker to access medical assistance services in the new state. The family should contact the adoption
assistancs county 60 days prior to moving out-of-state.

As soon as the child has reached the age of compulsory school attendance, according to Colorado or the adoptive parent(s)’
current state of residence law, the famlly must provide written documentation that he/she is:

¢ Enrolled in an institution that provides elementary or secondary education, as determined under the law of the
State or other jurisdiction In which the institution is located; OR,

® Instructed in elementary or secondary education at home In acoordance with a home school law of the State
or other Jurisdiction In which the home Is located:; OR,

¢ Inan independent study elementary or secondary education program In accordance with the law of the State
or other jurisdiction In which the program Is located, which is administered by the local school or school
district; OR,

¢ Incapable of attending school on a full-time basis due to the medical condition of the child, which incapability
Is supported by regularly updated information in the case plan of the child.

. O Education documentation has besn recelved.

0 Education documentation is not required at this time.
APPLICATION STATEMENT .
IMPORTANT - READ THE FOLLOWING CAREFULLY BEFORE YOU SIGN

Adoptive Parent(s)
Initlals
/ Having been informed to my satisfaction of the parental history and background facts in connection

with the previously-named child, ! declare my desire to have sald child placed in my home for
the purpose of legal adoption.

/ ! hereby apply for adoption assistance, as provided for In the rules and regulations of the Colorado
Department of Human Services.
/ “In completing and signing this application, | certify that the information supplied herein Is trus,

accurate and complete to the best of my knowledge.

Written permlission from the Colerade Department of Human Sarvices, Division of Child Walfare Is required to maodlfy this form.
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/ In addition, | am aware that If | make a wllifully false statement or representation, or use other
fraudulent methods fo obtain assistance to which | am not entitied, or greater than that, to which
| am entitied, | can be found guilty of a felony or misdemeanor under appropriate state or

faderal law, AND,

I In consideration of medical expenses assistance, | hereby assign, transfer, and subrogate to the State
of Colorado Department of Human Services all my rights, interests, clalms, and rights of action, to the
extent of the amounts pald by the State of Colorado, on my behalf, that | may have against any
party or person who, or flrm or corporation that may be liable for the loss; AND,

/ ] am aware that | have the right to a county hearing and/or state appeal in the event of a o
denial, reduction, or termination of my assistance, and in other matters for which:such appeal rights

. exist and to retain legal counsel at my expense In connection with such hearings,
| have been informed and understand that | am eligible to claim the adoption tax credit even Iif

| have not incurred any adoption expenses. | understand | need fo speek to my tax
prepadrer for further information,

COUNTY DEPARTMENT ACTION

01 Adoption Assistance is approved $. per month and/or _____,

ADOPTIVE PARENT DATE ADOPTIVE PARENT DATE

CASEWORKER DATE SUPERVISOR DATE

COUNTY DIRECTOR/DESIGNEE DATE

RIGHT OF APPEAL AND FAIR HEARING

If you believe the county department has been unfair or has made a mistake concerning your eliglbility, you have the right
to appeal. This means you will be given a hearing by the county department or by the Colorado State Department of
Personnel and Administration, at which time you will be given an opportunity to present your case for 4 review by persons
not responsible for the original decision to bé sure the courity action was a proper one.

First, you should be sure the county department is fully aware of and understands all the circumstances of your case and
that you understand the county department's reasons before requesting an appeal. Often questions can be settled by
discussing the matter between yourself and your worker or other staff pecple at the county department.

If after preliminary tatks with your county department you are still dissatisfied with the decislon the county department has
made, you have two options:

1. Ask for a county dispute resolution conference within 10 days of the county's decision, OR,

2. Appeal directly to the State (Office of Administrative Courts).

Written permission from the Colorado Department of Human Services, Division of Child Welfare s required to modily this form.
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If you choose fo go to the county dispute resolution conference, but are dissatisfied with that decision; you may appeal to
the Office of Administrative Courts (the address Is included below).

Be sure your letter Includes the statement, "I want to appeal® and why. Jf you need heip in writing your letter to the State
Department for appeal, you can ask anyone you desire to help you, or talk to a legal-ald office, or ask your worker at the
county department to help you.

If you choose to appeal directly to the state (bypassing the County Dispute Resolution Conferance), you must mall or
deliver your letter described above no later than 90 calendar deys from the date of the county’s inltiel decision. (Whether
or not you ask for the county dispute resolution, Iif you do not appeal within the 80-day time frame, your appeal ime has
been exhausied and you are no longer entitied to an appeal.)

The appeal must be sent to:
Colorado Department of Personnel and Adminlstration
Office of Administrative Courts
1525 Sherman St., 4" Floor
Denver, Colorado 80203
Phone: 303-866-2000
Fax: 303-866-5909

If you belleve you have been discriminated against because of race, colar, sex. aae, reilaion, pallicel elists, nafional
erialn, or bandicao, vou have the daht to fiie  campiaint witbs

(1) Colorado Department of Human Services (2) Office of Civil Rights
1575 Sherman Street Federal Office Building — Region VIl
Denver, CO 80203 1861 Stout St

Denver; CO 80294-3538

Writtan parmission from thie Calorado Department of Human Services, Division of Child Welfare Is required to medify this form.
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