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	Name:
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	[bookmark: Text5]Mailing Address (at time of issuance):         

	LDSS/County/Voluntary Agency contact:        

	CONNECTIONS PID:
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	Date of most recent Placement into foster care:
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	Date of discharge from foster care:
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This form verifies that the above-named individual was in the custody of the Commissioner of the following Local 
	Department of Social Services (LDSS)
	[bookmark: Text21]     
	,


in out-of-home care in a foster care placement for more than (6) months, prior to aging out of foster care. In accordance with section 475 (5)(I) of the Social Security Act, this document attests to the individual’s status as a youth previously in foster care.

	

	Signature of the Commissioner of ACS/LDSS or Designee
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	Print Name and Title

	[bookmark: Text14][bookmark: Text15][bookmark: Text16]      /       /       
	

	Date



