
Adoption Assistance Program

APPLICATION FOR COST REIMBURSEMENT - CHilD CARE SERVICESI. NAME(S) Of PARENTIS)

2. AOOPTM PARENT'S Ss.f3. DATI

~. AOORESS

CITYSTATI ZIPS. Cou-m'

6. CHIlD'S NAME (Fa<••••••• ~;,_.-I}

1" 04lD'S BIRTHOA.TI18. CHIlD'S RACE

9. CHID'S SOCIAl SEQJRITY

10. REASON CHIlD CARE WAS NEEDED (80 .-iFc and _ doc_I

II. TYPE Of CHIlD CARE USED

112. IS PRO\II>ER lICENSED/APPROVEDo FamilyDay Core

DGroup Day CoreD Other (Explain)

13. CHID CARE PROVIDER NAME AND ADDtIESS

CITYSTATEZIP

14. ADOPTION ASSISTANCE WORKER NAME
IS. I.OCAI. DEfT. Of SOCIAL SERV,GS RESPONSIOU FOR ADOPTION ASSISTANCERECORD OF PURCHASE OF CHILD CARE EXPENDITURES

MONTH· Year

EXPENDITUREMONTH· Year EXPENDITURE

January

July

February

August

March

September

April

October

May

Novemb~r

June

December
.

The Applicant attests to /he accuracy of /he information provided to determine /he need for ch,7dcare and /he
Annual

priority of need. The Applicant agrees to provide and retain copies of receipts and other documentation for
Total

income tax or other purposes.
PARENT SIGNATURE

DATEPARENT SIGNATURE DATE

~liff~~~~%J);;fi~~-R~~~~}~w~~;~fi~~~4!~~J~~~Uj"ss:us.E'oNLY0~i;~~~'Z~~~fm\~~~~;~®1!tfJl;~{';~
SUBJ:

COST REIMBURSEMENT - CHilD CARE
DATE REeD BY lDSS

DATE SENT TO SSA

TO:

Social Services Administration, Office of Executive Management and Support

FROM:

lOSS WORKER COMPlETING K>RM
lDSSTELEPHONE •

ADOPTIVE FAMU NAME

CASE' CLIENT 10 •PRIOIIITY REASON •

NAN.E OF IV.( CHID

CHID'S CASE •CLIENT 10 •

Thisconfirms that the above applicant meets requirements for cost reimbursement for the year

• provided the necessary
documentation. and qualifies for priority reason indicated.

lDSS DIREGOR OR DESIGNEE SIGNATURE

DATE

TO BE COMPLETED BY SSA/OEMS AND RETURNED TO lOSS:

COMMENTS:

D Funds Available-- Payment Approved.

Amount:

o Insufficient Funds -

No Payment Approved.
SIGNATURE

DATE

DHR/SSA 169 (1/99) ~.>ede. P• ...,.,. Ed;o;o."

ADOPTIVE FAMILY COpy



Adoption Assistance Program

APPLICATION FOR COST REIMBURSEMENT - CHILD CARE SERVICES
I. NAME(S) Of PARENTIS)

4. ADDRESS

6. CHILO'S NAME (F", ..loom ~;, ,..,.,.1Iod}

CITY

7. CHiLO'S BIRTHOATE

2. ADOmvE PARENT'S SS.

STATE ZI'

8. CHRD'S RAU

3. DATE

S. COUNTY

9. CHRO'S SOCIAL SEOJRITY

II. TYPE Of CHIlD CARE USED

oFamilyDay Care oGroup Day Care 0 Other (Explain)

12. IS PROVDER UCENSEO/APl'ROVEO

13. CHID CARE PROVIDER NAME ANO ADDRESS

14. ADOPTION ASSISTANU WORKER NAME

IS. LOCAL DEPT. Of SOCIAL SERVICES RESPONSIBU fOIl ADOPTION ASSISTANCE

CITY STATE ZIP

MONTH - Year

January

February

March

April

'May

June

RECORD OF PURCHASE OF CHILD CARE EXPENDITURES

EXPENDITURE I MONTH - Year

July

August

September

October

November

December

EXPENDITURE

The Applicant attests to the accuracy of the information provided to determine the need for child core and the
priority of need. The Applicant agrees to provide and retain copies of receipts and other documentation for
income tax or other purposes.

Annual

Total

PARENT SIGNATURE

SUBJ: COST REIMBURSEMENT - CHILD CARE

DATE PARENT SIGNAT\JIIE DATE

DATE SENT TO SSA

TO: ! Social Services Administration. Office of Executive Management and Support

FROM:
lOSS WOIIKER COMPlETING IORM lOSS TElEPHONE.

ADOPTIVE FAMRY NAME

NAME OF IV-E CHID

CASE. CLIENT 10 •

CH[D'S CASE.

PRIORITY REASON •

CLIENT 10 •

Thisconfirms that the above applicant meets requirements for cost reimbursement for the year
dacumef1totion. and qualifies for priority reason indicated.

. provided the necessary

LOSS DIRECTOR OR DESIGNEE SIGNATURE DATE

TO BECOMPLETED BY SSA/OEMS AND RETURNED TO LDSS:

o Funds Available- Payment Approved. Amount:

D Insufficient Funds· No Payment Approved.
SIGNATURE

DHR/SSA 769 (1/99) s.-,...de. P''';'''' Ed ••••••

DATE

SSA PROGRAM COPY



Adoption Assistance Program

APPLICATION FOR COST REIMBURSEMENT - CHilD CARE SERVICES
I. NAME(S) Of PARENT(S) 2, ADOPI1VE PARENT'S SS. 3, DATE

~, AOORESS CITY STATE lIP 5. COUNTY

6. CHLO'S NAME (fO' w#,om ~~ is ~J""'J " CHIlD'S BIRTHOATE 8, CHLD'S LAa 9, CHW'S SOCIAL SEOJRITY

10, REASON CHIlO CARE WAS NEEDED (s. .-ine and -.c' doc---")

II. TYPE Of CHIlD CARE USED

oFamily Day Care D Group Day Care D Other (Explain)

12,15 PROVIDER UCENSED/APP1!OVED

13, CHIlD CARE PROVIDER NAM£ ANO ADDRESS CITY STATE liP

I~, ADOPOON ASSISTANCE WORKER NAM£

15, LOCAL DEPT. Of SOCIAL SERVICES RESPONSIBLE FOIl ADOPTION ASSISTANCE

MONTH - Year

RECORD OF PURCHASE OF CHILD CARE EXPENDITURES

EXPENDITURE I MONTH - Year EXPENDITURE

January July

February August

March September

April October

May November

June December

The Applicant attests to the accuracy of the information provided to determine the need for child care and the
priority of need, The Applicant agrees to provide and retain copies of receipts and other documentation for
income tax or other purposes.

Annual
Total

Social Services Administration. Office of Executive Management and Support

PARENT SIGNATURE DATEPARENT SIGNATUREDATE

COST REIMBURSEMENT - CHILD CARESUBJ:

TO:

FROM:
lOSS WORKER COMptETING 'ORM lOSS TElEPHONE •

ADOPTIVE fAMLY NAME CASE. CLIENT 10 • PRIORITY REASON •

NAME Of IV·E CHLD CHRD'S CASE. CLIENT 10 •

Thisconfirms that the above applicant meets requirements for cost reimbursement for the year
documer>fation.and qualifies for priority reason indicated.

. provided the necessary

lDSS DIRECTOR OR DESIGNEE SIGNATURE DATE

TO BE COMPLETED BY SSA/OEMS AND RETURNED TO LDSS: COMMENTS,

D Funds Available- Payment Approved. Amount:

o In'sufficient Funds· No Payment Approved.
SIGNATURE DATE

DHR/Ss... 169 (1/99) 5upe<sede. P ••.••••• Ed..,,,,

LOSS COPY



Adoption Assistance Program

APPLICATION FOR COST REIMBURSEMENT - CHilD CARE SERVICES
I. NAME(S) OF PARENT(S)

~. ADDIIESS

6. CHILD'S NAME (F", whom ,.....,,_ i. ~.Ied)

10. REASON CHIlD CARE WAS NEEDED (a. '1'«& and -" ,*"",, __ 1

CITY

I" CHILD'S BIRTHDATE

1. AOOP'IlVE PARENT'S SS'

STATE ZI'

18. CHIl!>'S llAa

3. DATE

5. COUNTY

9. CHILD'S SOCIAL SKURITY

13, CHlD CARE P1!OVIDER NAME A)o.() ADDtlESS

II. TYPE OF CHIlD CARE USED

D Family Day Care DGroup Day Care 0 Other (Explain)

CITY STATE

11.15 P1!OVIDER lICENSED/AmOVED

ZIP

I~. ADOPTION ASSISTANCE WORKER NAME

IS. LOCAL DEPT. OF SOCIAL SERVICES RESPONSIBlE fOR ADOPTION ASSISTANCE

MONTH - Year

January

February

March

April

May

June

RECORD OF PURCHASE OF CHILD CARE EXPENDITURES

EXPENDITURE I MONTH - Year

July

August

September

October

November

December

EXPENDITURE

The Applicant altests to the accuracy of the information provided to determine the need for child core and the
priority of need. The Applicant agrees to provide and retain copies of receipts and other documentation for
income tax or other purposes.

Annual
Total

PARENT SIGNAT\JIIE DATE PARENT SIGNATURE DATE

SUBJ: COST REIMBURSEMENT - CHILD CARE

TO: ! Social Services Administration, Office of Executive Management and Support

FROM:
LDSS WORKER COMPlETING fORM LDSS TElEPHONE •

ADOf'TIVE fAMlY NAME

NAME Of IV·E CHIlD

CASE' CLIENT ID •

CHIlD'S CASE'

P1!IORITY REASON •

CLIENT ID •

Thisconfirms that the above applicant meets requirements for cost reimbursement for the year
documentation, and qualifies for priority reason indicated.

, provided the necessary

LDSS DIRECTOR OR DESIGNEE SIGNATURE DATE

o Funds Available- Payment Approved. Amount:

o Insufficient Funds· No Payment Approved.
SIGNATURE

DHR/SSA 769 (I /99) Sope,~. p,,,,,,,,,, Ed;o;on,

DATE

DHR ACCOUNTING OPERATIONS


