
	ADOPTION ASSISTANCE RATE DETERMINATION WORKSHEET

	Michigan Department of Human Services

	

	 FORMCHECKBOX 

	Initial

	 FORMCHECKBOX 

	Renegotiation (Optional – the family may request a rate renegotiation when extraordinary circumstances occur that will impact the 

	
	
	child’s needs or family circumstances over an extended period of time)

	

	Child’s Name
	Date of Birth
	Prospective/Adoptive Parent(s) Name(s)

	     
	     
	     

	Caseworker Name and Agency (required if initial request)
	Caseworker Telephone Number (required if initial request)

	     
	     

	

	INSTRUCTIONS: Federal law requires that the adoption support assistance rate be negotiated. See 42 U.S.C. 673(a) (3). Michigan policy follows the federal law in requiring agencies to negotiate with prospective/adoptive parent(s). The negotiated rate may not exceed the amount that the child was receiving in foster care. See MCL 400.115g(2).
The DHS-4113, Adoption Assistance Agreement, must be signed by the adoptive parent(s) and the adoption subsidy program manager or DHS designee prior to the final order of adoption.

	Please answer the following questions regarding the prospective costs and needs of the child. Supporting documentation is required to support the information provided. Failure to provide the necessary documentation may result in a delay or denial by the reviewing department for requested funds.

	1. Requested Adoption Assistance Rate

	The following daily adoption assistance rate is being requested for consideration based on the information we have provided below regarding our family circumstances and the child’s needs.

	

	$
	     
	per day.

	

	Note: The requested rate cannot exceed the maximum foster care payment for the child which was paid or would have been paid if the child had been in a foster family home at the time of adoption.

	

	The child’s current foster care daily rate, including any approved DOC rate or the daily rate the child would have received if placed
$
	     
	

	in a foster family home at the time of adoption (completed by adoption worker).
	
	

	

	2. Extraordinary Medical or Behavioral Expenses

	Does the child’s medical or behavioral care require frequent appointments (at least monthly)?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No
	

	

	Approximately how many appointments per month?
	     

	

	Does attendance at the appointments lead to loss of wages/sick time?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No
	

	

	Approximate monthly loss estimation:
	$     
	

	

	Is a licensed home health provider needed for the child?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No
	

	

	Approximate monthly costs for home health provider:
	$     
	

	

	Other extraordinary expenses associated with the care of the child (e.g. transportation to appointments, medically required equipment, medically required medication, major environmental modifications).

	Describe any other extraordinary medical or behavioral expenses for the child, if applicable:

	     

	Approximate monthly costs for extraordinary medical or behavioral expenses:
	$     
	

	

	TOTAL MONTHLY EXTRAORDINARY MEDICAL OR BEHAVIOR EXPENSES
	$     
	

	

	Does private insurance, Medicaid, Community of Mental Health, Children’s Special Health Care Insurance, Children Trust Fund, or other resources offset the expenses above?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No
	

	Describe:

	     

	OFFSET AMOUNT
	$     
	

	

	TOTAL NET EXPENSES INCURRED (Total Monthly Expenses — Offset Amount)
	$     
	

	

	TOTAL FAMILY IS ABLE TO CONTRIBUTE
	$     
	

	

	ATTACH ALL DOCUMENTATION SUPPORTING THE COSTS INCURRED ABOVE

	(Appointment confirmation, cost of home health provider, other costs you are claiming)

	

	3. Child Care/Day Care

	Does parent #1 work outside the home?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No
	Hours per week
	     

	
	

	Does parent #2 work outside the home?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No
	Hours per week
	     

	
	

	Does the parent(s) have day care costs for the child?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No
	If no, skip to section 4.

	

	

	Approximate monthly day care expenses:
	$     
	

	

	Is this a licensed day care?
	 FORMCHECKBOX 


	Yes
	 FORMCHECKBOX 

	No
	

	

	Name of day care?
	     
	

	
	

	Day care FEIN tax ID
	     
	

	
	

	If no, what is the relationship of the person providing child care?
	     
	

	

	Is there an adult family member who lives in the household who can provide child care?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No
	

	

	If the child is over the age of 12, why is child care needed?
	     

	

	If day care is unrelated to employment of the parent(s), enter “0” in “Total Expenses Incurred” below.

	

	Are there any resources that assist you in paying day care costs (e.g. Child Development & Care (CDC), community resources)? 
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No   OFFSET
	$     
	

	

	TOTAL NET EXPENSES INCURRED (Monthly day care expenses – offset amount)
	$     
	

	

	TOTAL FAMILY IS ABLE TO CONTRIBUTE
	$     
	

	

	PLEASE ATTACH ALL DOCUMENTATION SUPPORTING THE COSTS INCURRED ABOVE

	(Verification of costs, other documentation supporting care costs being claimed)

	

	4. Supportive Educational Needs

	Does your child currently have an Individualized Educational Plan, 504 Plan or their equivalent?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No
	If no, skip to section 5.

	

	Describe the child’s need and attach a copy of the IEP or 504 Plan:
	     

	

	Describe any unmet educational services:
	     

	

	TOTAL MONTHLY SUPPORTIVE EDUCATIONAL NEEDS EXPENSES INCURRED
	$     
	

	

	TOTAL FAMILY IS ABLE TO CONTRIBUTE
	$     
	

	

	PLEASE ATTACH ALL DOCUMENTATION SUPPORTING THE COSTS INCURRED ABOVE

	

	5. Basic/Ordinary Needs

	Basic/ordinary needs refers to the typical expenses involved in raising a child (examples: shelter, food, clothing, school supplies). The expectation is that the family will consider their ability to provide for a child’s basic need when making a decision to adopt.

The extent to which the adoptive family is unable to meet the basic/ordinary needs of raising the adopted child can be considered when negotiating an adoption assistance rate.

	

	Do you have any unmet basic/ordinary needs?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No
	

	

	Please describe the unmet basic/ordinary needs and why assistance is being requested for this area:

	     

	

	TOTAL MONTHLY BASIC/ORDINARY NEEDS EXPENSES INCURRED
	$     
	

	

	TOTAL FAMILY IS ABLE TO CONTRIBUTE
	$     
	

	

	

	6. Summary of Family Circumstances

	Please describe your capacity to incorporate the child into your household in relation to the daily rate you are requesting for adoption assistance. This should take into account your lifestyle, standard of living and future plans, as well as your overall capacity to meet the needs of the child. (Examples: basic/ordinary needs, household expenses, child care expenses for other household members, employment resources, family vacations, summer camps…etc.)

	     

	

	7. Summary of Child’s Special Needs

	Please describe your child’s special needs, if applicable (attach additional sheets if necessary):

	     

	8. Certification

	I/We certify that the information provided in this worksheet is true to the best of my/our knowledge and belief.

	

	
	     
	     
	
	     
	     

	
	Prospective/Adoptive Parent Printed Name (1)
	Date
	
	Prospective/Adoptive Parent Printed Name (2)
	Date

	
	

	
	
	     
	
	
	     

	
	Prospective/Adoptive Parent Signature (1)
	Date
	
	Prospective/Adoptive Parent Signature (2)
	Date

	
	

	
	     
	     
	
	
	     

	
	Adoptive Worker Printed Name (required if initial request)
	Date
	
	Adoption Worker Signature (required if initial request)
	Date

	

	DHS Adoption Subsidy Office Use Only (do not write below this line)

	

	Summarize child’s needs:

	     

	Summarize family’s circumstances/needs:

	     

	
	Expenses
	Family Future Contribution
	Unmet Need

	Extraordinary medical or behavioral expenses
	$     
	$     
	$     

	Child Care
	$     
	$     
	$     

	Supportive educational needs
	$     
	$     
	$     

	Basic/ordinary needs
	$     
	$     
	$     

	
TOTAL
	$     
	$     
	$     

	Other child government benefits
	
	
	

	     

	

	
	     
	X
	30.42
	=
	     
	

	
	Current Maximum Foster Care Rate (Not including DOC rate)
	
	
	
	Maximum Adoption Assistance Monthly Rate
	

	

	
	     
	X
	30.42
	=
	     
	

	
	Current Daily DOC Rate:
	
	
	
	
	

	

	

	Adoptive Assistance Rate Requested by the Prospective/Adoptive Parent(s):
	$     
	

	

	Negotiated Daily Adoption Assistance Rate Offered :
	$     
	

	

	Comments

	     

	

	Adoption Subsidy Office Staff Name:
	     

	

	

	Department of Human Services (DHS) will not discriminate against any individual or group because of race, religion, age, national origin, color, height, weight, marital status, sex, sexual orientation, gender identity or expression, political beliefs or disability. If you need help with reading, writing, hearing, etc., under the Americans with Disabilities Act, you are invited to make your needs known to a DHS office in your area.
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