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Georgia Department of Human Resources ( Two Peachtree Street, NW ( Suite 29-250 ( Atlanta, Georgia 30303-3142 ( 404-657-3551

Office of Adoptions ( Two Peachtree Street, NW ( Suite 8-407 ( Atlanta, Georgia 30303-3142 ( Phone:404-657-3550 Fax:404-657-9498

ADOPTION ASSISTANCE & MEDICAID REVIEW FORM

	Dear Parent:
	
	

	
	Date Mailed:
	

	Each year we will contact you regarding your child(ren)’s Adoption Assistance benefits. Please complete this form and return it within (30) days in order for your children’s medical benefits to continue. Your renewal period is from

	     
	to
	     
	.

	Name of Parent(s):
	     
	

	Mailing Address:
	     
	

	
	     
	

	Is this a new address?
 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No

	

	Child(ren)’s Names:
	(1)
	
	     
	
	(2)
	
	     

	
	(3)
	
	     
	
	(4)
	
	     

	
	(5)
	
	     
	
	(6)
	
	     

	1.
	Has this child lived in your home during the past year? If not, where has the child resided?

	1
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	     

	2
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	     

	3
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	     

	4
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	     

	5
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	     

	6
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	     

	

	2.
	Is your child covered under an insurance plan? Military medical benefits? SSI? Please identify the plan

	
	     


	3.
	We would like to request information on meeting the following special needs of our child(ren):

	
	     

	
	     

	
	     

	We understand that Adoption Assistance benefits will continue to be provided to our child(ren) according to the terms outlined in our initial Adoption Assistance Agreement.

	     
	     
	
	     
	     

	Adoptive Father’s Signature 


Date
	
	Adoptive Mother’s Signature 


Date

	

	RETURN TO:
	Case Manager’s Name
	     
	

	
	County DFCS
	     
	Telephone Number
	

	
	Address
	     

	A copy of this agreement shall be maintained in the Adoption Assistance record. For families requesting information, it must be documented that information/referral was provided and what resources were identified.


Form 28 (01/04)
Maria Greene, Acting Commissioner
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