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COMMONWEALTH OF KENTUCKYPRIVATE 


CABINET FOR HEALTH AND FAMILY SERVICES


DEPARTMENT FOR COMMUNITY BASED SERVICES 

Department for Community Based Services (DCBS) Private Child Caring and Child Placing 

Level of Care Schedule

Name of Private Agency: 
Agency Address: 
Name of Child: 
Race:  
County:
Region:  
Daily rates include costs or services unless expressly authorized by provisions of the Private Child Care Contract between the agency and the Cabinet for Health and Family Services.

Approval Levels


Daily Base Rate Schedule

$$
Supervisory Level

Emergency Shelter w/treatment license
$99.87

Family Services Supervisor/Designee


Emergency Shelter no treatment license
$87.83

Family Services Supervisor/Designee



Level I – Residential


$48.19
Family Services Office Supervisor/Designee


Level II - Residential


$58.52
Family Services Office Supervisor/Designee


Level III – Residential


$106.71
Family Services Office Supervisor/Designee


Level IV – Residential


$130.80
Family Services Office Supervisor/Designee


Level V – Residential


$186.54
Service Region Administrator/Designee


PCC Basic Foster Care Level I & II

$40.00
Service Region Administrator/Designee


Therapeutic Foster Care Level I &II (step-down)
$70.00
Service Region Administrator/Designee


Therapeutic Foster Care Level III

$76.78
Service Region Administrator/Designee


Therapeutic Foster Care Level IV

$94.11
Service Region Administrator/Designee


Therapeutic Foster Care Level V

$131.26
Service Region Administrator/Designee

The payment rate for this child shall be  $  
Effective Date: 

Admission Date: 

Next Utilization Review Date: ____________
Approval Signature/Title 

(NOTE:  Submission Date of Review Materials


(See above approval levels for appropriate signature)

will affect effective date of rates)

Distribution:
Original, Regional Billing Clerk



Copy, Private Child Care Facility



Copy, Children’s Benefit Worker



Copy, Case Record



Copy, Gatekeeper

Medical Consent *


Signed**:


Date:  


Title:


Telephone:


*
Medical consent shall be signed and left at the facility when the child is actually admitted, even if the front of the form is incomplete, i.e., trial admission, awaiting appropriate Cabinet for Health and Family Services supervisory signature, etc.

**
In emergency or temporary cases medical consent shall be from the parent, legal guardian or the court.  For committed children, authorization for the medical consent may be given by supervisory staff.
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