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IAPASR030903REP
ADOPTION PROGRAM STATUS REPORT

	Child Name
	Child  ICWIS Adoptive  ID

	     
	     

	Adoptive Parent A Name:
	Adoptive Parent B Name 

	     
	     

	Parent A Address:
	Parent B Address (if different than Parent A)

	(number and street, city, state, zip code)
     

	(number and street, city, state, zip code)

     



Check all boxes that apply.  Provide a detailed explanation either attached or on the back of the form for any boxes not checked.  

Parent    Parent

   A            B

    FORMCHECKBOX 
           FORMCHECKBOX 

The above-named child continues to live in my home on full time basis.

    FORMCHECKBOX 
           FORMCHECKBOX 

I continue to have full legal and physical custody of the above-named child.



(if both boxes are not checked, please provide explanations below)

    FORMCHECKBOX 
           FORMCHECKBOX 

My rights to the above-named child have not been terminated.

    FORMCHECKBOX 
           FORMCHECKBOX 

I continue to financially support the above-named child.

    FORMCHECKBOX 
           FORMCHECKBOX 
  
I continue to be legally responsible for the above-named child.
    FORMCHECKBOX 
           FORMCHECKBOX 

No individual other than Parent A and Parent B has been awarded guardianship 



of the above-named child.
Child specific:
   FORMCHECKBOX 

 The above named child is not emancipated.

   FORMCHECKBOX 

 The above named child is not married.

   FORMCHECKBOX 

 The above name child is not deceased.

   FORMCHECKBOX 

 The above named child has not been determined by a court to be a juvenile delinquent.

   FORMCHECKBOX 

 The above named child is not under the care of the Department of Child Services.

 FORMCHECKBOX 
The above named child has not enlisted in the military.
 FORMCHECKBOX 
The above named child is attending school.

 FORMCHECKBOX 
The above named child is expected to graduate from school on       (date).
 This form must be returned on or before July 1, 20      to:


Indiana Department of Child Services


Field Operations 


302 W. Washington St., Room E306, MS47


Indianapolis, IN 46204

Failure to return this form could be grounds for suspension or termination of payments.
I affirm under the penalties of perjury, that the above information is true and accurate.

	Signed by:
	Printed Name
	Date

	Parent A:

	
	

	Parent B:

	
	


