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COMMONWEALTH OF KENTUCKY

STATE EMPLOYEE ADOPTION ASSISTANCE APPLICATION















 Date: _______________

State Employee: ________________________________________________________________________



   (Last Name)



(First Name)


(Middle Initial)















       SSN: __________________

Spouse: _____________________________________________________________________________________________


(Last Name)



(First Name)


(Middle Initial)














        SSN: __________________

Address: ____________________________________________________________________________________________



(Street)




(City, State, Zip)















        Phone: _________________

Cabinet Name: ____________________________________

Division: __________________________________

Work Telephone: ___________________________________

Fax: ______________________________________

Name of Child: _____________________________________

Date of Birth: _______________________________

Date of Legalized Adoption: ___________________________ (Attach Adoption Decree)


Special Needs Eligibility:  (Attach verification from the Health & Family Services Cabinet if applying for more than $3000)

Applicant __________________________________


Spouse _____________________________________

