
	Notification of Determination of Care (DOC) Decision

	Michigan Department of Health and Human Services

	Child’s Name
	Child’s Person ID
	Child’s Date of Birth

	     
	     
	     

	Approved rate effective begin date
	Approved rate effective end date

	     
	     

	

	Score
	     
	
	Age Appropriate Rate
	$     

	
	
	
	Determination of Care (if appropriate)
	$     

	
	
	
	
	

	Level
	     
	
	
	

	
	
	TOTAL FOSTER PARENT/RELATIVE RATE:
	$     

	Approval not to exceed 6 months.

	I certify that I reviewed this approved rate with the foster care/relative provider.

	Direct Service Worker Printed Name
	Direct Service Worker Signature
	Date

	
	
	     

	I certify that I received a copy of the approved DOC form and agree with this rate.

	Foster Care/Relative Provider Printed Name
	Foster Care/Relative Provider Signature
	Date

	
	
	     

	OR

I certify that I received a copy of the approved DOC form and do not agree with this rate and/or begin date. I am requesting an administrative review. An additional page can be added with details regarding the reasons.

	Foster Care/Relative Provider Printed Name
	Foster Care/Relative Provider Signature
	Date

	
	
	     

	If the foster care/relative provider disagrees with the DOC determination, an administrative review process must be initiated. See FOM 903-3.

	

	The Michigan Department of Health and Human Services (MDHHS) does not discriminate against any individual or group because of race, religion, age, national origin, color, height, weight, marital status, genetic information, sex, sexual orientation, gender identity or expression, political beliefs or disability.


DHS-668 (Rev. 11-19) Previous edition obsolete.

