Maternal, Child and Adolescent Health (MCAH) Division

Adolescent Family Life Program (AFLP)


AFLP WAIVER REQUEST 
	AFLP Agency Name:

	Case Number:

	Initials of Client:
	Request Date:


	Birth Date of Client:

	Age of Client:
_____years _____ months
	Type of Waiver:
Enrollment  FORMCHECKBOX 
  Extension   FORMCHECKBOX 


	For Extension--Client Age at Enrollment: _______ Months in Program: ______________

Required Exit Date if No Extension: _____________

	Birth Date of Index Child:
	Age of Index Child:
	Is Client Pregnant? 

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No 

	Risk Factors and Problems Necessitating Waiver:



	Specific Objectives for Enrollment or Extension:



	Number of Months Requested: _______Anticipated Exit Date:________

	Number of Clients on AFLP Agency Wait List: 
	Any Previous Extensions for this Client? 

 FORMCHECKBOX 
Yes, #​​​_______    FORMCHECKBOX 
 No

	AFLP Staff Contact Name and Phone Number: 

	Response from State MCAH

	Approved  FORMCHECKBOX 

Number of Months Approved: _______ Exit Date: _________
Denied      FORMCHECKBOX 
 Reason for Denial: ____________________________________________    

	Program Consultant Comments:

	Program Consultant Name:
	Date:
	Phone Number: 
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