	COMPETING PARTY RATE EXCEPTION REQUEST

	Michigan Department of Health and Human Services

	Note: Rate exception request form should be used when more than one party is interested in adoption a particular child or sibling group and has been assessed by an adoption agency in one of the following formats: DHS-1926, Preliminary Adoptive Family Assessment, BCAL-3130, Initial Foster Home/Adoption Evaluation, or DHS-612, Adoptive Family Assessment Addendum.
The rate paid on a competing parties’ case shall not fall below the “Baseline” rate category, unless an agency has failed to act according to the timeframes outlined in policy.

	Identifying Information

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

	     
	     
	     
	     

	Adoption Worker
	Adoption Worker’s Email

	     
	     

	Adoption Supervisor
	Adoption Supervisor’s Email

	     
	     

	Agency
	Agency Address

	     
	     

	Billing Contact Person
	Phone Number
	Email

	     
	     
	     

	Adoption Case Plan Dates

	Referral Date
	Case Acceptance Date
	Consent Routed Date
	Consent Granted Date

	     
	     
	     
	     

	Adoption Assistance Routed Date
	Adoption Assistance Issuance Date
	Petition Filed/Court Acceptance Date
	Order Placing Date

	     
	     
	     
	     

	Filing County

	     

	Family Information

	Family #1 – Provider ID:
	     
	
	

	Applicant Name
	Applicant Name

	     
	     

	Date of Initial Contact
	DHS-4809 Signed
	Date Application Signed
	Assessment Type Completed
	Date Assessment Completed

	     
	     
	     
	     
	     

	Days from Intent to Assessment Completed
	Assessment Recommendation from Agency
	Recommendation of MCI Office

	     
	 FORMCHECKBOX 
 Approved
 FORMCHECKBOX 
 Denied
	 FORMCHECKBOX 
 Approved
 FORMCHECKBOX 
 Denied

	Family #2 – Provider ID:
	     
	
	

	Applicant Name
	Applicant Name

	     
	     

	Date of Initial Contact
	DHS-4809 Signed
	Date Application Signed
	Assessment Type Completed
	Date Assessment Completed

	     
	     
	     
	     
	     

	Days from Intent to Assessment Completed
	Assessment Recommendation from Agency
	Recommendation of MCI Office

	     
	 FORMCHECKBOX 
 Approved
 FORMCHECKBOX 
 Denied
	 FORMCHECKBOX 
 Approved
 FORMCHECKBOX 
 Denied

	Family #3 – Provider ID:
	     
	
	

	Applicant Name
	Applicant Name


	     
	     

	Applicant Name
	Date of Birth
	Applicant Name
	Date of Birth

	     
	     
	     
	     

	Date of Initial Contact
	DHS-4809 Signed
	Date Application Signed
	Assessment Type Completed
	Date Assessment Completed

	     
	     
	     
	     
	     

	Days from Intent to Assessment Completed
	Assessment Recommendation from Agency
	Recommendation of MCI Office

	     
	 FORMCHECKBOX 
 Approved
 FORMCHECKBOX 
 Denied
	 FORMCHECKBOX 
 Approved
 FORMCHECKBOX 
 Denied

	

	Please indicate whether the assessments for each competing party was completed within the time frames outlined in ADM 510.

	Family #1
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Family #2
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Family #3
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Note: In order to qualify for the competing party rate request, assessments must be completed within timeframes outlined in ADM 510. Consideration may be made, if assessments were not completed within outlined time frames. Please describe case details/efforts to complete assessments within policy timeframes.

	     

	In addition to documents required with the DHS-1582-A, Adoption Payment Voucher, the following documents must also be submitted for a competing party request.

	 FORMCHECKBOX 

	Documentation of initial contact with each party

	 FORMCHECKBOX 

	PCA-309, Consent to Adopt by Agency/Court

	 FORMCHECKBOX 

	DHS-4809, Intent to Adopt for each party

	 FORMCHECKBOX 

	Copies of each signed assessment

	 FORMCHECKBOX 

	Other documentation that supports your rate request

	MDHHS Only

	Your competing party rate request has been

	 FORMCHECKBOX 

	Approved

	 FORMCHECKBOX 

	Denied

	 FORMCHECKBOX 

	Other. The approved rate is $
	     
	.

	

	

	MDHHS Adoption Program Manager

	

	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. 
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