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	Division for Early Childhood Intervention Services
Family Cost Share Review Attestation  

	Child’s name:
     
	For program use (optional):

     

	Child’s date of birth:

     
	

	Medicaid number (if applicable):

     
	

	Case or other identification number (optional):

     
	

	Description of Extraordinary Circumstances 

	Fully describe the extraordinary circumstances for which you are requesting an adjustment to your 
ongoing assigned family cost share amount, or current or overdue family cost share obligation:
     

	Attestation 

	The description of my extraordinary circumstances is true and accurate. I understand that this is a government record, and that misrepresentation or withholding of information may subject me to criminal and civil penalties and may result in the denial of the services.  

	Parent’s signature:
X       
	Parent’s printed name:

     
	Date:

     

	For Program Use Only 

	Result of this request (amount and type of adjustment, effective date, etc.):

     

	Program director or designee’s signature:

X       
	Program director or designee’s name:

     
	Date:
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