
DEPARTMENT OF CHILDREN AND FAMILIES
Division of Safety and Permanence 

Kinship Care Review of Eligibility and Notice of Change of Circumstance
Use of form:  This form must be used by Kinship Care agency staff to determine continued eligibility at annual reassessment or whenever a change of circumstance has occurred. This request for confirmation of continued eligibility is required under s. 48.57, Wis. Stats. and Ch. DCF 58.10, Admin. Code to meet continued eligibility for kinship care payments.  Personal information you provide may be used for secondary purposes [ s. 15.04(1)(m), Wis. Stats.].


	Name – Child  (Last, First MI.)
     
	Name – Kinship Care Provider
     

	Address – Kinship Care Provider  (Street, City, State, Zip Code)
     

	

	[bookmark: u_cbox_annual_rev][bookmark: _GoBack]This request for confirmation of continued eligibility is for:	|_|	An Annual Review    |_| 1st Notice  |_| 2nd Notice
[bookmark: u_cbox_chg_circ]	|_|	A change in child or relative caregiver circumstance


	Has any of the following occurred in the last year?  If “Yes”, please provide the date of occurrence and requested supporting information.


	Yes
	 No
	Change in Circumstance 
	Date of
Change
	Supporting Information Requested –
Documentation by Kinship Care Provider

	|_|
	|_|
	Has the child or family’s address changed?  If “Yes”, indicate the date of the change and the supporting information.
	
	New Address  (Street, City, State, Zip Code)
     
Date of Move:
     

	|_|
	|_|
	Has there been a change in the child’s caregiver?  If “Yes”, indicate the date of the change and the supporting information.
	
	Name – New Caregiver
     

	
	
	
	
	Address – New Caregiver  (Street, City, State, Zip Code)
     

	
	
	
	
	Telephone Number – New Caregiver
     

	
	
	
	
	Name of Circuit or Tribal Court Responsible
     

	[bookmark: Check1]|_| 

|_|  
	|_|

|_|
  
	Have any new adults moved into the Kinship Care provider’s home?
If “yes”, has a criminal background check been completed?
	
	Explain:
     

	[bookmark: Check11]|_|

|_|
	[bookmark: Check10]|_|

|_|
	Are there any prospective adult residents or prospective employees in the home?
If “yes”, has a criminal background check been completed for each?
	
	Explain:
     

	[bookmark: Check2]|_|


|_|
	[bookmark: Check3]|_|


|_|

	Has any approved adult in the Kinship Care home (or employee) had changes in their criminal history? 
Have there been any new child abuse findings, arrests or convictions? 
	
	If “yes”; Please explain: 
     

	
	
	
	
	Name & relationship to child-
     

	
	
	
	
	Description of new child abuse findings, arrests or convictions:
     

	|_|
	|_|





	Has the Kinship Care Provider stopped supporting the child or has their legal responsibility for the child ended?  

If “Yes”, indicate the date of the change and the supporting information.








	

	
	The child is:	|_| Deceased
	|_| Married
	|_| Entered the military
	|_| No longer living with the Kinship Care Provider
[bookmark: Check9]	|_| Other:_______________________________
|_| Guardianship ended, reasons:
     |_| Child attained age of 18 or 19. 
     |_| 48.977 guardianship terminated.
     |_| The child moved out of state.
     |_| The child was placed outside of the Long-Term Kinship  provider’s home under a court order or voluntary agreement.

	|_|
	|_|
	Has the child graduated or completed a full-time high school program or its equivalent?
	
	If “Yes”, has the child:
	|_| Graduated
	|_| Completed high school equivalent program

What is the last grade the child completed?      	

	|_|
	|_|
	Is there an Individualized Education Plan (IEP) in effect for the child?
	
	

	|_|
	|_|
	Has there been a change in the child’s need for the Kinship Care placement?
	
	Describe:
     

	|_|
	|_|
	Has a parent rescinded permission (only required for non-guardianship placements) for the child to live in your home? 
If “yes”; document the steps taken to terminate the kinship care payment
	[bookmark: Check13]|_| NA
	
Address (Street, City, State, Zip Code)
[bookmark: Text1]     

	
	
	
	
	Telephone Number / Email Address
[bookmark: Text2]     

	
	
	
	
	Documentation:
     

	|_|
	|_|
	Does the Kinship Care provider want to terminate the Kinship Care Agreement for this child?  If “Yes”, enter the termination date in the Date of Change column.
	
	Termination Date:
     
If so, why:
     


	|_|
	|_|
	Has the Kinship Care provider started to receive Foster Care or Subsidized Guardianship payment for the Kinship Care child?
	
	If so, which type of payment:
     

When did payments start:
     


	|_|
	|_|
	Does the child receive supplemental security income due to their own disability?
	
	If so, when did payment start:
     


	|_|
	|_|
	Has the Kinship Care provider been appointed the child’s guardian under s. 48.977 Stats., or a similar Wisconsin tribal law?
	
	[bookmark: Dropdown2]If so, Type of Guardianship:   

	|_|
	|_|
	Has the child been placed with the provider by a court order or a voluntary transition to independent  living agreement?
	
	If so, please explain:
     


	|_|
	|_|
	Has the child’s parent resided (for longer than 30 days) in the Kinship Care home?
	
	If so, please explain the circumstance and date they began living in the home. Is the parent a minor or person receiving adult services?
     

	

	As the kinship care provider(s), you are responsible for notifying the agency or department, for the duration of kinship care, when there is a change in the circumstances listed above.  This form may be used to notify the agency or department of a change in circumstance between annual reviews as required in s. 48.57, Wis. Stats. and Ch. DCF 58.10, Admin. Code.


	[bookmark: p_return_addr][bookmark: u_dt_annl_rev][bookmark: p_contact]This form must be returned to       prior to       or the kinship care payment may be terminated.  Please contact       if you have any questions regarding the completion of this form.



APPEALS PROCESS

REQUEST FOR DIRECTOR REVIEW 
If Kinship Care payments are denied or terminated based on a criminal background check, you have a right to request a review by the director of the kinship care agency under s. 48.57, Stats. and Ch. DCF 58.11(1), Admin. Code.  The request must be in writing and must be received no later than 45 days after the date of this notice. 

A written request for review should be sent to the agency director or tribal designee (Ch. DCF. 58.02(11), Admin. Code):  

Name:       
Mailing Address:       

The request should include a short statement about the matter you are requesting a review of and the reason for your request.

If you are currently receiving Kinship Care payments and you submit a request for review within 10 days after the date of the notice, your payments will continue until a review decision is issued.  Any payments issued while the review is pending may be recovered by the kinship agency if the agency’s determination is upheld.

REQUEST FOR HEARING
You may have a right to request a hearing under s. 48.57, Stats. and Ch. DCF 58.11(2), Admin. Code.  Your request for an appeal must be sent directly to the Division of Hearings and Appeals and must be received no later than forty-five (45) days from the date of this notice. 

The request should include a short statement about the matter you are appealing and the reason for your appeal.  Please attach a copy of this notice to your request for a hearing.  To submit your request for an administrative hearing under Ch. DCF 58.11(2), Admin. Code:

	
Send your request via U.S. Mail:

Division of Hearings and Appeals
P.O. Box 7875
Madison, WI  53707-7875

	
 Hand-deliver your request:

Division of Hearings and Appeals
4822 Madison Yards Way
Madison, WI 53705

	
Send your request via Facsimile:

Division of Hearings and Appeals
(608) 264-9885




If you are currently receiving Kinship Care payments and you submit a request for a hearing within 10 days after the date of the notice your payments will continue until a hearing decision is issued.  Any payments issued while the hearing is pending may be recovered by the kinship agency if the agency’s determination is upheld.
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