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Child’s Name:__________________________________________________________________________________________


Address:______________________________________________________________________________________________


City, State, Zip Code: ____________________________________________________________________________________


Dear Guardians: 


Under new federal rules states can claim federal funds for more subsidized guardianships between the child’s 18th and 19th 
birthdays.The child for whom you are a guardian______________________________will turn 18 on___________________. 
We are asking that you give us information about your child’s education and employment so that we can determine if the State 
can continue to use federal funds for the subsidy or will have to begin to use state funds. Please send back the enclosed form 
signed by at least one guardian.


Please know that there are no “right” or “wrong” answers. Your maintenance payment will continue as stated in the subsidy 
agreement, as long as you and your child continue to meet the conditions outlined in the agreement. If you or your child lives 
outside of the State of Nebraska, and your child receives Medicaid from the other state, and your answer to all of the questions 
is “No,” it is possible that I will need to be in touch with you to discuss whether the other state’s Medicaid coverage will 
continue.


If your child’s educational and employment status changes between your child’s 18th and 19th birthdays, it is necessary that 
you notify me so we can update the information. For your convenience the attached form will be available on the DHHS web 
site at www.dhhs.nebraska.gov. 


If you have questions, please contact me at the number listed below.  


I hope that all is going well with your family.


Sincerely,


Worker’s Name: ________________________________________________________________________________________


Worker’s Title: _________________________________________________________________________________________


Worker’s Phone Number: _________________________________________________________________________________


Worker’s Telephone Number: ______________________________________________________________________________


Worker’s Email Address: _________________________________________________________________________________
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		Childs Name: 

		Address: 

		City State Zip Code: 

		Your adopted child: 

		will turn 18 on: 

		Workers Name: 

		Workers Title: 

		Workers Phone Number: 

		Workers Telephone Number: 

		Workers Email Address: 








Child’s Name:__________________________________________________________________________________________


Birth Date:  _____________________________________


Prospective Relative Guardian(s) Name:_____________________________________________________________________


Address:______________________________________________________________________________________________


City, State, Zip Code: ____________________________________________________________________________________


Phone: _______________________________________________


  1. Child is currently a ward of the Department.       
   Yes       No 


  2. Child is under the age of 18 years.       
   Yes       No 


  3. Child is a citizen or legal resident of the United States.      
   Yes       No 


  4. Child was removed from his/her home pursuant to a Voluntary Placement Agreement or as a result of a judicial 
determination on that continuation in the home would be contrary to the welfare of the child.      


   Yes       No 


  5. Child is eligible for Title IV-E foster care maintenance payments during at least a six-consecutive month period during 
which the child resided in the home of the prospective relative guardian.      


   Yes       No 


 Comments


          ________________________________________________________________________________________________


          ________________________________________________________________________________________________


  6. During six month placement referred to in #5 above the prospective guardian was licensed as a foster family home.    
	   Yes       No 


 Comments


          ________________________________________________________________________________________________


          ________________________________________________________________________________________________
 


  7. Return home is not an appropriate permanency option for the child.       
   Yes           No 


 Explain why 


          ________________________________________________________________________________________________


          ________________________________________________________________________________________________


  8. Adoption is not an appropriate permanency option for the child.       


Nebraska Health and Human Services System
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   Yes           No 


 Explain why 


          ________________________________________________________________________________________________


          ________________________________________________________________________________________________


  9. The child demonstrates a strong attachment to the prospective relative guardian.       
   Yes           No 


 Explain why 


          ________________________________________________________________________________________________


          ________________________________________________________________________________________________


 10. The relative guardian has a strong commitment to the child and agrees to care for him/her as a member of his/her family 
until the child reaches age of majority.       


   Yes           No 


 Explain why 


          ________________________________________________________________________________________________


          ________________________________________________________________________________________________


 11. The child, age 14 years or older has been consulted regarding the Kinship guardian arrangement.        
   Yes           No         N/A  child is under 14 years of age 


 Explain why 


          ________________________________________________________________________________________________


          ________________________________________________________________________________________________


Submitted by: 


_________________________________________________________    ____________________________________________________ 
Print Name of DHHS Staff                                                                                 Office 


_________________________________________________________    ____________________________________________________ 
Signature of DHHS Staff                                                                                 Office 


Determination meets eligibility criteria    
   Yes       No


If no state reasons: _____________________________________________________________________________________
 
                                _____________________________________________________________________________________


_________________________________________________________    ____________________________________________________ 
Print Name of DHHS Supervisor                                                                       Office 


_________________________________________________________    ____________________________________________________ 
Signature of DHHS Supervisor                                                                       Office  
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		Childs Name: 

		Birth Date: 

		Prospective Relative Guardians Name: 

		Address: 

		City State Zip Code: 

		Phone: 

		Child is currently a ward of the department: Off

		To qualify for subsidy there must be a determination: Off

		Child is a citizen or legal resident: Off

		Child was removed: Off

		Child is eligible for Title IV-E Foster care: Off

		Comments 1: 

		During six month placement: Off

		Comments 1_2: 

		Return home: Off

		Explain why 1: 

		Adoption is not an appropriate permanency: Off

		Explain why 1_2: 

		Child demonstrates a strong attachment: Off

		Explain why 1_3: 

		Relative guardian has strong commitment: Off

		Explain why 1_4: 

		Child age 14 years or older has been consulted: Off

		Explain why 1_5: 

		Print Name of DHHS Staff: 

		Office: 

		Print Name of DHHS Staff_2: 

		Office_2: 

		Determination mets eligibility criteria: Off

		If no state reasons 1: 

		Print Name of DHHS Staff_3: 

		Office_3: 

		Print Name of DHHS Staff_4: 

		Office_4: 








Child’s Name:__________________________________________________________________________________________


Birth Date:  _____________________________________


Prospective Relative Guardian(s) Name:_____________________________________________________________________


Address:______________________________________________________________________________________________


City, State, Zip Code: ____________________________________________________________________________________


Phone: _______________________________________________


  1. Child is currently a ward of the Department       
   Yes       No 


  2. Child is under the age of 18 years.       
   Yes       No 


  3. Child is a citizen or legal resident of the United States.       
   Yes       No 


  4. Child is placed with the same relative as the eligible child under the same guardianship arrangement.      
   Yes       No 


  5. The Department and relative agree on the appropriateness of the guardianship. 
   Yes       No 


 Comments


          ________________________________________________________________________________________________


          ________________________________________________________________________________________________


 Submitted by: 


_________________________________________________________    ____________________________________________________ 
Print Name of DHHS Staff                                                                                 Office 


_________________________________________________________    ____________________________________________________ 
Signature of DHHS Staff                                                                                    Office 


Determination meets eligibility criteria    
   Yes       No


If no state reasons: _____________________________________________________________________________________
 
                                _____________________________________________________________________________________


_________________________________________________________    ____________________________________________________ 
Print Name of DHHS Supervisor                                                                      Office 


_________________________________________________________    ____________________________________________________ 
Signature of DHHS Supervisor                                                                         Office   
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		Childs Name: 

		Birth Date: 

		Prospective Relative Guardians Name: 

		Address: 

		City State Zip Code: 

		Phone: 

		Child is currently a ward of the department: Off

		Child is under the age of 18 years: Off

		Child is a citizen or legal resident: Off

		Child is placed with the same relative: Off

		The Department and relative agree: Off

		Comments 1: 

		Print Name of DHHS Staff: 

		Office: 

		Print Name of DHHS Staff_2: 

		Office_2: 

		Determination mets eligibility criteria: Off

		If no state reasons 1: 

		Print Name of DHHS Staff_3: 

		Office_3: 

		Print Name of DHHS Staff_4: 

		Office_4: 








Child’s Name:__________________________________________________________________________________________


Birth Date:  _____________________________________


Relative Guardian(s) Name: ______________________________________________________________________________


                                              ______________________________________________________________________________


Address:______________________________________________________________________________________________


City, State, Zip Code: ____________________________________________________________________________________


Phone: _______________________________________________


The child has been determined eligible for the Federal Guardianship Assistance Program: 
   Yes       No 


Therefore, we the prospective relative guardian(s) apply for the following subsidy for the child: 


  A. Monthly Maintenance Payment
 


We apply for monthly maintenance payment      
   Yes       No 
 Maintenance Amount_____________________


 Child Care. We apply for Child Care   
   Yes       No
 


We understand that child care can only be included in the subsidy if we are currently using child care.  
We understand that child care will be provided in accordance with the Department’s Child Care Subsidy Program.  
Payment for Child Care will be made directly to the provider. 


  B. Medicaid  


 The child will receive Medicaid from the State in which s/he lives. 
A child living in Nebraska will receive Nebraska Medicaid.  
We understand that Medical Services including mental health or substance abuse will be available under subsidy only as 
provided by Nebraska’s Medicaid Program, using all applicable regulations, payment rates and requirements.


 
A child residing outside of Nebraska will receive Medicaid from the state in which the child lives. Nebraska Medicaid will 
be closed and the child will receive care and treatment under the applicable regulations, payment rates and requirements 
established by the other state’s Medicaid program. No additional medical coverage will be provided under this subsidy 
agreement. 


  C. Legal Fee 
 


We apply for legal fees to finalize the guardianship in the amount of__________________________ . 
 


We understand that legal fees include the services of the attorney to finalize the guardianship plus court costs and filing fees. 
Legal Fees will not be paid to terminate a parent’s rights or for the attorney to review or discuss the subsidy agreement.  
We understand that in no case will the payment be made in excess of the amount we applied for as listed above which will 
also be indicated in the subsidy agreement. The requested amount requested can never exceed $2,000.     
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  D. Other  
 
We apply for other services for which the child is eligible.


 Type and amount__________________________________________________________________________________       


  E. Signatures: 


_________________________________________________________   
Print Name of Prospective Guardian                            


_________________________________________________________    ____________________________________________________ 
Signature of Prospective Guardian                                                                    Date 


_________________________________________________________   
Print Name of Prospective Guardian                            


_________________________________________________________    ____________________________________________________ 
Signature of Prospective Guardian                                                                    Date


_________________________________________________________   
Print Name of DHHS Staff                          


_________________________________________________________    ____________________________________________________ 
Signature of DHHS Staff                                                                                    Date


Determination meets eligibility criteria    
   Yes       No


If no state reasons: _____________________________________________________________________________________
 
                                _____________________________________________________________________________________


_________________________________________________________    ____________________________________________________ 
Print Name of DHHS Supervisor                                                                         Office 


_________________________________________________________    ____________________________________________________ 
Signature of DHHS Supervisor                                                                            Date 
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		Child has been determined eligble: Off

		We apply for monthly maintenance payment: Off

		We apply for Child Care: Off

		Maintenance amount: 

		Type and amount: 

		Childs Name: 

		Birth Date: 

		Relative Guardians Name 1: 

		Relative Guardians Name 2: 

		Address: 

		City State Zip Code: 

		Phone: 

		We apply for legal fees to finalize the guardianship in the amount of: 

		Print Name of Prospective Guardian_2: 

		Print Name of Prospective Guardian_1: 

		Print Name of DHHS Staff_1: 

		Determination meets eligibility criteria: Off

		If no, state reasons: 

		Print Name of DHHS Supervisor: 

		Office: 








Child’s Name:__________________________________________________________________________________________


Birth Date:  _____________________________________


Relative Guardian(s) Name: ______________________________________________________________________________


                                              ______________________________________________________________________________


Address:______________________________________________________________________________________________


City, State, Zip Code: ____________________________________________________________________________________


Phone: _______________________________________________


Provisions of the Agreement 


  1. Introduction 
 
The following agreement is entered into between the Nebraska Department of Health and Human Services and  
 
______________________________________, prospective guardian(s) of ___________________________________.  
                                                                                                                                                            (Name of child) 
 
Should the legal guardian relocate to another state, the subsidy agreement for the monthly maintenance payment will 
remain in effect regardless of the state in which the child resides.  
 
This agreement must be signed by the guardian(s), and designated Department staff prior to the court order finalizing the 
guardianship.  
 
Existence of subsidy does not diminish the guardian’s legal status or responsibility for this child. The guardian(s) remains 
responsible to cooperate with all court orders that address any matters related to fulfilling the legal arrangements and 
responsibilities of permanent legal guardianship.  
 
A periodic review of this subsidy agreement may be required. The Department will initiate the review.  
 
This agreement may be changed or cancelled at any time by mutual agreement. 


  2.  Eligibility 


  One of the following exists: 


  A.  The child has been determined eligible for the Federal Guardianship Assistance Program as an eligible child as approved 
by designated Department staff.    


   Yes       No  
Date of approval: ___________________________________________________________   
 
OR 


  B.  The child is determined eligible for the Federal Guardianship Assistance Program because he/she is a sibling of an eligible 
child and meets the other eligibility requirements, as approved by designated Department staff.


   Yes       No                
Date of approval: ___________________________________________________________  


Nebraska Health and Human Services System
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 3. Effective Date of this Agreement


 A.  The subsidy begins on the date that the court enters the order appointing the guardian. 
 
B.  Unless this agreement is terminated for reasons set out in Section 7, the effective date of this agreement will be the 
date that the Guardianship Order is issued by the Court until the child’s age of majority. 


  4. Provision of the Subsidy 


  A.  Monthly Maintenance Payment  
 
The amount of the maintenance payment must never exceed the payment that would have been paid if the child had 
remained a ward in a foster family home through the Department. The maintenance payment plus other requested 
payments, such as Respite Care, must be reduced dollar for dollar by any payments from other programs, benefits or 
resources received to meet the child’s needs such as SSA, SSI, Railroad Retirement, Veteran’s Benefits or trust funds. 


 1.  Child care will be provided in accordance with the Department’s Child Care Subsidy Program and purposes for child 
care that are allowable under Title IV-E. Payments will be made directly to the provider. Child care will not be included in 
this subsidy unless the guardian(s) is using child care at the time of the guardianship order. 


 2.  Respite may be included in the maintenance payment only if the guardian(s) is using respite for the child at the time of 
the guardianship order by the court. 


NOTE:  If parental rights are intact and a child support order is in place, the child support payment will be paid to the 
Department and not directly to the guardian(s). The Department uses those funds as reimbursement for payments made on 
behalf of the child. 


The approved Monthly Maintenane Payment amount is _________________________________________________________


Amount Determination 


 A.  Maintenance Amount                                                 B. Other Benefits 


 Basic Maintenance Payment ________________________  SSI Benefits________________________________ 


 Respite  ________________________________________  SSA Benefits  ______________________________


 Other (Specify type+amount) _______________________  VA Benefits  ________________________________


Total Maintenance  __________________________________


 Less Other Benefits Total __________________________  Other (specify)  _____________________________ 
 (from Section B) 


Maintenance Total  ____________________________________  Total of Other Benefits ________________________


Child Care     Yes       No  


Total Maintenance to be Paid to the Guardian is _______________________________________ . 
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  B.  Medicaid/Surgical Coverage  
 
Due to the child’s eligibility for and receipt of the Federal Guardianship Assistance Program, the child is automatically 
eligible for Medicaid and will remain eligible, regardless of the state of residence.  
 
Children residing in Nebraska will receive Nebraska Medicaid. Medical services, including mental health or substance 
abuse treatment, will be available under subsidy only as provided by Nebraska’s Medicaid program, using all applicable 
regulations, payment rates and requirements.  
 
A child residing outside Nebraska at the time of the court’s guardianship order or who moves to another state after 
finalization will receive Medicaid from the state in which the child resides. Nebraska Medicaid will be closed. The 
guardian(s) agree(s) to cooperate with and abide by all applicable Medicaid regulations, payment rates and requirements 
of the state which provides Medicaid. If a state of residence does not provide a Medicaid service that Nebraska does 
provide, then Nebraska is not responsible for covering those services. Items covered by Medicaid vary from state to state. 


  C.  Nonrecurring Expenses  
 
The guardian(s) is/are eligible for a one-time only payment of a maximum of $2,000 for actual expenditures incurred in 
obtaining legal guardianship of the child. These expenses may include court costs, attorney fees, other legal expenses, 
health and psychological examinations and consultation; transportation; criminal background checks and the reasonable 
cost of lodging and food for the child and the guardian(s) when necessary to complete the guardianship.  
 
Legal Fees to finalize the guardianship will not be made in excess of the amount listed in this agreement. Any amount in 
excess of the approved amount will be the responsibility of the guardian.  
 
The Department will not pay an attorney for activities related to review or negotiation of the subsidy agreement;  
 
Legal fees and court costs will be paid to the attorney, not the guardian.  


Amount Determination 


 Attorney costs, including court costs, maximum amount    $__________________________ 


 Other reimbursable expenses                                             $__________________________ 
   
 (Specify type and amount) _____________________________________________  $__________________________ 


 TOTAL OF NOT MORE THAN                                             $__________________________  


  5. Responsibilities of the Guardian(s)  


  A. By signing this agreement the prospective legal guardian(s) intend to care for the above named child as a member of my/
our family until the child reaches the age of majority.  
 
I/we enter into this agreement in order to receive a subsidy.  


  B. The guardian(s) agree to:  
 


 1. Cooperate with the Department in the periodic review process for subsidy, if or when the Department requests a 
review; 


 2. Notify the Department in writing, within two weeks of changes which relate to continued need for subsidy or the 
child’s eligibility such as approval for or increase in monetary benefits for the child (e.g., SSI); child’s marriage, entry into 
military, move from home, full-time employment, death or age of majority;  
 
3. Notify the Department in writing, within two weeks, of change in address;  
 
4. Notify the Department, in writing, immediately if s/he is no longer the legal guardian(s) of the child;  
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5.  Notify the Department immediately if for any reason other than temporary visitation of less than 90 days’ duration the 
child is no longer residing with the guardian(s). 


  C.  School Attendance  
 
When the child is within six months of reaching age 18, the guardian will be required to report to the Department whether 
the child meets one of the following criteria: The Department will send the guardian(s) a reporting form.  
 
1.  The child is completing secondary education or a program leading to an equivalent credential;  
 
2.  The child is enrolled in an institution which provides post-secondary or vocational education;  
 
3.  The child is participating in a program or activity designed to promote or remove barriers to, employment;  
 
4.  The child is employed for at least 80 hours per month; or  
 
5.  The child is incapable  of doing ANY of the above described activities (in 1 through 4), due to a medical condition.  
 
The guardian(s) understands that if the educational requirements are not met, the Department must change the subsidy 
from a federally funded subsidy to a state funded subsidy.  


  6. Changes in the Subsidy 


  A.  Transfer of Subsidy  
 
Subsidy cannot be transferred, even if the court appoint a new guardian. 


  B.  Increase in Maintenance  
 
The Department will consider the guardian’s written request for an increase in the maintenance payment. An increase may 
be approved when one or both of the following exists:  
 
1.   Change in the child’s circumstances: The increase must be related to a mental health, behavioral, or physical 
disability that existed for the child prior to the establishment of the guardianship. Documentation from an appropriate 
professional will be required.  
 
2.   Change in the family’s circumstances. One of the following must exist:  
 
 a.   Loss of employment, layoff or mandatory work reduction of the major wage earner in the family; or 


 
 b. Work reduction, at the guardian’s choice, which must be due to the need for the guardian(s) to care for the  
 child, based on a special need of the child that existed prior to the establishment of the guardianship and  
 subsidy. 


 
 c. Death of one of the guardians, which affects the financial circumstances of the family.  
   
If an increase is approved, the amount cannot exceed the maximum that would have been paid if the child remained a 
ward in a foster family home through the Department.  
 
If an increase is approved, an amended subsidy agreement must be signed by the Department and the guardian(s). 


 
  C. Reduction In Subsidy  


 
Subsidy will be suspended, or the maintenance amount reduced, when one or more of the following exists:  
 
1. The guardian requests a reduction, in writing. The maintenance amount or coverage will be reduced by the amount 
of reduction requested by the guardian; 


 
2. The child receives an increase in benefits based on a birth parent’s eligibility, for example, Social Security or SSI 
benefits. The maintenance amount will be reduced by the amount of benefit increase; 


 
3. The terms of the agreement for a particular type of coverage have been met, for example, the original agreement 
provided for inclusion of respite care until the child reached the age of 13, and the child has reached that age; 
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4. The child is not residing with the guardian. The maintenance amount will be reduced to the amount being used to 
financially support the child. Should the child be residing with his or her birth or legal parent, or should the birth or legal 
parent reside with the child in the guardian’s home, the maintenance payment will be suspended as long as that living 
arrangements continues; 


 5. A change in regulations or laws require a reduction or change in the agreement, and the guardian refuses to sign an 
amended agreement reflecting the change. The maintenance payment will be suspended until the amended agreement is 
signed; or 


 
6. The guardian does not cooperate in completion of the Department’s subsidy review process. The maintenance 
payment will be suspended until the guardian’s cooperation allows for completion of the review. 


  7. Termination of Subsidy  


  A. The subsidy will be terminated when one or more of the following exist: 


 1. The Department determines that the guardian(s) is no longer providing financial support for the child; 
 


2. The guardian(s) is no longer legally responsible for the child; 
 


3. The child reaches the age of majority;


 4. The child dies; 
 


5. The child marries; 
 


6. The guardian(s) dies, or, if the agreement is with a couple, both guardians die; 
 


7. The guardian(s) requests termination of the subsidy;  
 


8. A change in regulations or laws makes the child ineligible for subsidy; or 
 


9. If the guardian and the child move to another country. 


  B.  Notice of Action:  
 
Prior to termination of the subsidy, or suspension or reduction of the maintenance amount, the Department will provide 
notice of action to the guardian. 


  C.  Right to Appeal:  
 
Guardian(s) has the right to an administrative appeal if the Department:  
 
1. Denies the application for subsidy;  
2. Suspends or reduced the maintenance amount;  
3. Terminates the agreement; or  
4. Denies the guardian’s request for an increase in the maintenance amount. 


  D.  Time frame for Appeal  
 
The appeal must be filed in writing within 30 working days of the guardian’s receipt of the notice of denial, suspense, 
reduction, or termination. No actions will be taken while the appeal is pending, but the Department retains the right to 
request repayment of any funds paid to the guardian during that time, should the appeal decision be that the guardian(s) 
received funds to which she or he was not entitled. 
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  E. Signatures: 


_________________________________________________________   
Print Name of Prospective Guardian                            


_________________________________________________________    ____________________________________________________ 
Signature of Prospective Guardian                                                                    Date 


_________________________________________________________   
Print Name of Prospective Guardian                            


_________________________________________________________    ____________________________________________________ 
Signature of Prospective Guardian                                                                    Date


_________________________________________________________    _____________________________________________________
Print Name of DHHS Staff                                                                                 Office 


_________________________________________________________    ____________________________________________________ 
Signature of DHHS Staff                                                                                    Date


_________________________________________________________    ____________________________________________________ 
Print Name of DHHS Supervisor                                                                         Office 


_________________________________________________________    ____________________________________________________ 
Signature of DHHS Supervisor                                                                            Date 
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		Childs Name: 

		Birth Date: 

		Relative Guardians Name 1: 

		Relative Guardians Name 2: 

		Address: 

		City State Zip Code: 

		Phone: 

		The following agreement is entered into between the Nebraska Department of Health and Human Services and: 

		prospective guardians of: 

		Date of approval: 

		Child has been determined eligble for Federal Guardianship - child: Off

		Child has been determined eligble for Federal Guardianship - sibling: Off

		Date of approval_2: 

		The approved Monthly Maintenane Payment amount is: 

		Basic Maintenance Payment: 

		Other Specify typeamount: 

		Less Other Benefits Total: 

		Maintenance Total: 

		SSI Benefits: 

		SSA Benefits: 

		Other specify: 

		Total of Other Benefits: 

		Child care: Off

		Total Maintenance to be Paid to the Guardian is: 

		Respite: 

		Other amount: 

		TOTAL OF NOT MORE THAN: 

		Attorney costs: 

		Other reimbursable expenses: 

		Type: 

		Print Name of Prospective Guardian: 

		Print Name of Prospective Guardian_2: 

		Date_2: 

		Print Name of DHHS Staff: 

		Office: 

		Print Name of DHHS Supervisor: 

		Office_2: 

		Total Maintenance: 

		VA Benefits: 








Child’s Name:__________________________________________________________________________________________


Date Child will turn 19 years old: ___________________________________________________________________________


Check all boxes that are applicable to your child’s education/employment status at the time that he/she turns 18 years of age. 


 1.   The child is completing secondary education or a program leading to an equivalent credential such as a GED. 
“Completing” means that the child is enrolled and has a reasonable plan for receipt of a diploma or its equivalent. If 
the child lives in another state, that state’s definition of “equivalent credential” will be used.


  Provide the name of the school, grade level and anticipated date of graduation or receipt of a diploma: 


   __________________________________________________________________________________________ 


   __________________________________________________________________________________________


   __________________________________________________________________________________________


 2. The child is enrolled either full time or part time in an institution that provides post-secondary or vocational education. 
Enrolled is considered to be normal periods of class attendance, vacation, and recess unless the student has 
graduated, dropped out, been suspended or expelled, or is not registered for the next normal school term, excluding 
summer school.


  Provide the following information:


  Name of institution: ___________________________________________________________________________


  Address of institution: _________________________________________________________________________


  Dates of enrollment: from: _____________________________________________________________________


  to ________________________________________________________________________________________


 3. The child is participating in a program or activity designed to promote, or remove barriers to, employment. This would 
include Job Corps or classes on resume writing, interview skills or use of computer technology or literacy. 


  Provide the following information:


  Name of institution:  __________________________________________________________________________


  Address of institution: _________________________________________________________________________


  Date of enrollment or participation: ______________________________________________________________


  Describe how it meets this requirement:


   __________________________________________________________________________________________


   __________________________________________________________________________________________


   __________________________________________________________________________________________ 


 4. The child is employed for at least 80 hours per month which could include part time or full time, at one or more 
places of employment


  Date employment began: ______________________________________________________________________


  Anticipated date that the employment will end: _____________________________________________________
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 5. The child is incapable of doing any of the above described activities due to a medical condition, which could include 
a physical or mental health condition. 


  Attach a statement from an appropriate qualified professional that the child is incapable of any of the activities listed 
in numbers 1-4 above. The statement must apply to the child’s ability between 18th and 19th birthdays.


  Name of provider: ____________________________________________________________________________


  Date of report: ______________________________________________________________________________


 6. My child does not meet any of the above listed requirements. 


  Comments:


   __________________________________________________________________________________________


   __________________________________________________________________________________________


   __________________________________________________________________________________________ 


SIGNATURES 


Print Name of Guardian ________________________________________________________________________________


Signature of Guardian ____________________________________________________________Date _________________
 


Print Name of Guardian ________________________________________________________________________________ 


Signature of Guardian ____________________________________________________________Date _________________  
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		Childs Name: 

		Date Child will turn 19 years old: 

		Child is completing: Off

		Provide the name of the school grade level and anticipated date of graduation or receipt of a diploma 1: 

		Child is enrolled: Off

		Provide the following information: 

		Name of institution: 

		Address of institution: 

		Dates of enrollment from: 

		to 1: 

		Child is participating: Off

		Provide the following information_2: 

		Name of institution_2: 

		Address of institution_2: 

		Date of enrollment or participation: 

		Describe how it meets this requirement 1: 

		Child is employed: Off

		Date employment began: 

		Anticipated date that the employment will end: 

		Child is incapable: Off

		Name of provider: 

		Date of report 1: 

		Child does not meet any of the above: Off

		Comments 1: 

		Print Name of Guardian: 

		Print Name of Guardian_2: 





