	REDETERMINED ADOPTION ASSISTANCE ANNUAL REVIEW
Michigan Department of Human Services
Adoption Subsidy Program



	
	

	
	See page 3 for PA 133 information

and non-discrimination statement
	
	· SEE PAGE 3 FOR INSTRUCTIONS

· Please check the appropriate box(es) in each numbered section. At least one box should be checked in sections 2, 3, 4 & 5.

	1.
	Child/Family Identification:
	
	

	
	
	
	Child’s Name

	
	
	
	     

	
	
	Payee’s Name and Address
	
	
	
	

	
	     
     
     
     
	
	Child’s Date of Birth

	
	
	
	     

	
	
	
	

	
	
	
	Last 4 digits of child’s Social Security Number

	
	
	
	    

	
	
	
	Home or Cell Phone Number

	
	
	
	(   )     

	
	
	
	Work Phone Number

	
	
	
	(   )     

	
	
	
	Adoptive parent(s) email address

	
	
	
	     

	
	
	
	
	
	

	2.
	STATUS OF CHILD (Check only the boxes which currently apply)

	
	 FORMCHECKBOX 

	Child is currently living with us/me and is our/my legal responsibility
	
	DATE
	

	
	
	
	
	
	

	
	 FORMCHECKBOX 

	Child continues to have extra ordinary care and/or expenses.
	
	
	

	
	
	
	
	
	

	
	 FORMCHECKBOX 

	Child no longer has extraordinary care and/or expenses. (Statement must be attached from physician/appropriate licensed professional that condition and extraordinary care and/or expenses continue.)
	
	
	

	
	
	
	
	
	

	
	 FORMCHECKBOX 

	Child is married

	
	     
	

	
	
	
	
	
	

	
	 FORMCHECKBOX 

	Child has entered military service

	
	     
	

	
	
	
	
	
	

	
	 FORMCHECKBOX 

	Child is no longer our responsibility (Explain on back of form)

	
	     
	

	
	
	
	
	
	

	
	 FORMCHECKBOX 

	Child is no longer living with us (Explain on back of form)

	
	     
	

	
	
	
	
	
	

	
	 FORMCHECKBOX 

	Child is age 6 or older
	
	
	

	
	
	
	
	
	

	
	
	 FORMCHECKBOX 

	Enrolled in school (Including home school programs)

	
	     
	

	
	
	
	
	
	
	

	
	
	
	School name
	     
	
	     
	

	
	
	
	School Address
	     
	
	     
	

	
	
	 FORMCHECKBOX 

	Not in school

	
	     
	

	
	
	
	
	
	
	

	
	 FORMCHECKBOX 

	Child is currently a temporary court ward

	
	
	

	
	
	
	
	
	

	
	 FORMCHECKBOX 

	Name of court
	     
	Date of Wardship
	     
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	(Please provide copy of court order)
	(Note: This is not the adoptive placement date)
	
	
	

	
	 FORMCHECKBOX 

	Adoption has been terminated.

	
	
	

	
	
	
	
	
	

	
	 FORMCHECKBOX 

	Child died

	
	
	

	
	
	
	
	
	

	
	 FORMCHECKBOX 

	Other (Explain here or on back of form)
	
	
	

	
	
	
	
	
	

	

	3.
	BENEFITS / MONEY CHILD IS RECEIVING (Other than Subsidy)
	Current Amount
	Date Current Benefits Began

	
	 FORMCHECKBOX 

	No other benefits being received for child.
	
	
	
	
	

	
	 FORMCHECKBOX 

	Social Security (Attach copy of claim letter obtained from SSA)
	$
	     
	
	
	     

	
	 FORMCHECKBOX 

	Veteran’s Benefits
	$
	     
	
	
	     

	
	 FORMCHECKBOX 

	Family Support Subsidy from Department of Community Health
	$
	     
	
	
	     

	

	4.
	MEDICAL COVERAGE FOR CHILD (Other than Medical Subsidy)

	
	 FORMCHECKBOX 

	MEDICAID     Name of Medicaid Health Plan
	
	 FORMCHECKBOX 

	Children’s Special Health Care Services

	
	
	
	
	
	

	
	 FORMCHECKBOX 

	PRIVATE INSURANCE 

Name of Private Insurance
	
	

	
	
	
	
	Private Insurance Coverage

	

	
	     
	
	 FORMCHECKBOX 

	Major Medical
	
	 FORMCHECKBOX 

	Dental
	 FORMCHECKBOX 

	Vision
	 FORMCHECKBOX 

	Catastrophic Only

	
	
	
	
	
	
	
	
	
	
	
	

	
	 FORMCHECKBOX 

	NO PRIVATE INSURANCE FOR CHILD

	5.
	WE ARE REQUESTING ASSISTANCE FOR ABOVE NAMED CHILD TO BE:

	
	 FORMCHECKBOX 

	Continued
	 FORMCHECKBOX 

	Discontinued
	


	REDETERMINED ADOPTION ASSISTANCE ANNUAL REVIEW
Michigan Department of Human Services
Adoption Subsidy Program

	SECTION 6.

	(
	PLEASE BE SURE ALL ITEMS ARE COMPLETED BEFORE SIGNING. AT LEAST ONE BOX MUST BE CHECKED IN EACH SECTION.
	(

	
	I DECLARE THAT THE STATEMENTS ABOVE ARE TRUE TO THE BEST OF MY INFORMATION, KNOWLEDGE AND BELIEF.
	

	
	Parent’s Signature (if there are two parents both must sign)
Date
	Parent’s Signature
Date

	
	Signature of DHS Staff Person
Date


DHS-829 REDETERMINED ADOPTION ASSISTANCE ANNUAL REVIEW
PLEASE READ BEFORE FILLING OUT THE FORM.

DEAR ADOPTIVE PARENT:

Please complete the enclosed Annual Report and return it to the subsidy office within two weeks. (See address below) Completion of this report is required by law. IF YOU DO NOT RETURN THE FORM, THE DEPARTMENT WILL INITIATE FURTHER INVESTIGATION.

EACH SECTION ON THE FORM MUST BE COMPLETED

	Note: All of the information is about the adoptive family, not the child’s birth family.

	Section 1.
	
	This section is to be completely filled out with current information about the child and family in each box.

	Section 2.
	
	This section is to provide information about the child’s current status and living arrangements. Check the appropriate box or boxes. At least one box must be checked.

	Section 3.
	
	· This section is to provide current information about money being received for the child from Social Security, (RSDI), Veteran’s benefits (VA), etc. 

· If your child is not receiving benefits other than adoption subsidy, check the first box.

· Do not include the amount you receive from the Adoption Subsidy program.

· If your child receives Social Security (RSDI) benefits, please enclose a copy of the most current Notice of Award or claim letter from the Social Security Administration (SSA). Please indicate if benefits come from the birth or adoptive parent(s). To obtain a claim letter, contact your local Social Security Administration either in person or by phone at the number listed in your phone book. You may also call the toll free number listed. 

· If you do not have the above documentation, a printout of benefits can be obtained by calling or visiting your local Social Security Office. You may send a copy of the benefit letter to us later.

	Section 4.
	
	This section is to provide current information about the child’s medical coverage. Check the appropriate box or boxes. 

· If the child has no private medical coverage, check the box, “NO PRIVATE INSURANCE COVERAGE FOR CHILD.”

· Do not check insurance coverage that you carry only for yourself.

· If the child is enrolled in a health plan through Medicaid, include the name of the Medicaid health plan.

· If the child is eligible for Children’s Special Health Services please check the applicable box.

	Section 5.
	
	This section asks if you wish the assistance to be continued or discontinued. One of the boxes must be checked.

	Section 6.
	
	Parent(s) Signature: Each parent must sign and date the form. If divorced, only the parent who has primary physical custody of the child must sign.



Michigan Department of Human Services

Adoption Subsidy – Ste 612


PO Box 30037


Lansing, MI 48909

	AUTHORITY: MCLA 400.115i

COMPLETION: Mandatory.

PENALTY: Failure to comply may result in closure of the case.
	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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