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KI NSHI P REI MBURSEMENT PAYMENT APPLI CATI ON

Purpose: The Relat ive and Other Designated Caregiver Program  helps kinship caregivers with the cost  of caring for a 
child who is, or  has been, in DFPS conservatorship. As part  of the program , a kinship caregiver who received 
permanent managing conservatorship (PMC) of a child through DFPS may receive annual reimbursement of up to 
$500 per child for child-related expenses. See below for eligibilit y requirem ents. Use this form  to apply for 
reim bursem ent .  
Direct ions: Com plete one form  for each child.

Eligibility for Annual Reim bursem ent: You can request  reim bursem ent  beginning on the one year anniversary of 
the a date you received PMC of the child.  The annual reim bursem ent  is available for  eligible expenses that  occur 
after Septem ber 1, 2005, if:  

• the placem ent  was form ally approved by DFPS and the child rem ains in your hom e;
• you have signed the Kinship Caregiver Agreem ent ;
• no other caregiver has been paid under this provision on behalf of this child or sibling group;
• the placem ent  is not  a licensed or verified foster or group hom e;  and
• your fam ily incom e does not  exceed 300%  of the federal poverty level (based on gross annual incom e) .

Note:  I f perm anent  m anaging conservatorship (PMC)  was t ransferred to you after Septem ber 1, 2005, and you are 
not  in the Perm anency Care Assistance, or PCA, program , you m ay request  reim bursem ent  for 3 years after the 
t ransfer or unt il the child reaches age 18, whichever com es first .  You m ust  also m eet  all other eligibilit y requirem ents 
and rest r ict ions.  I f you have PMC of the child, you m ust  at tach a copy of a docum ent  (school records, day care 
records, Medicaid card, etc.)  that  confirm s the child lives with you.  You m ay be asked for the PMC court  order if the 
child’s residency cannot  be verified.  

CAREGI VER  I NFORMATI ON

Post -PMC Reim bursem ent

Last  Nam e: First  Nam e:

Relat ion to Child: Social Securit y Num ber: Phone Num ber:

Address:

Num ber in Household (all household except  boarders) :

Annual (Gross)  I ncom e (all sources for all adults in the fam ily except  boarders) :

I NFORMATI ON  ON  THE CHI LD  FOR  W HOM  MONEY  W AS SPENT

Last  Nam e: First  Nam e:

Date of Bir th:

Date Caregiver Received PMC:

VERI FI CATI ON

Does the child rem ain in your care? Yes No

Select  and at tach one of the following docum ents as proof of child’s residency (only one docum ent  is necessary) :

Child’s School Records Child’s Texas ID Child’s Medicaid Card Other

Has another caregiver been paid under this provision on behalf of this child (worker m ust  verify before processing)?

Yes No

Have you legally adopted this child? Yes No

Are you receiving Perm anency Care Assistance for this child? Yes No
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TI ME PERI OD  COVERI NG THE BELOW  EXPENSES

BEGI N DATE END DATE

I TEMS/ SERVI CES PURCHASED

I tem / Service Cost

Clothing/ shoes $

School supplies $

Bed/ cr ib, bed linens $

High chair,  st roller $

Health item s (such as vitam ins, m edicat ions not  covered by insurance) $

Tutoring $

Course fees (such as dr iving, sum m er school, college applicat ions) $

Club dues and expenses ( such as scouts, school clubs) $

Act ivit y expenses (such as sports, dance lessons) $

School r ing, prom  clothing $

Cam p fees and supplies $

Car insurance ( teen) $

Other (specify) $

What  is the t im e period covering the above expenses? Begin date: End date:

SI GNATURE

I  cert ify that  the inform at ion above is com plete, t rue, and correct  to the best  of m y knowledge.  I  understand that
lack of full, t rue, and com plete disclosure m ay be grounds for withholding paym ent  and m ay cause term inat ion of 
the applicat ion. 

Relat ive or Other Designated Caregiver:

X

Date Signed:
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