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ARCHDIOCESE OF ST. LOUIS

ADOPTION ASSISTANCE
REIMBURSEMENT REQUEST FORM

EMPLOYEE INFORMATION:
Employee ID: ____________________________Work Phone Number ____________________


Full Name: ________________________________________________________
Email Address: _______________________________________________________
Home Phone: _______________________________________________________


Amount Requested: _________________________ Full Time         Part Time 

CHILD(REN) INFORMATION:

I confirm the following:

· Child(ren)’s name(s): ____________________________________________________

· Child(ren)’s date(s) of birth (mm/dd/yyyy): _________________________________ 

· Date, or anticipated date, of finalization of child(ren)’s adoption: ______________

EMPLOYEE STATEMENT OF UNDERSTANDING
I certify that the receipts or cancelled checks submitted represent qualified adoption expenses under the Archdiocese of St. Louis Adoption Assistance Program. These expenses are reasonable and necessary adoption fees, court costs, attorney fees, travel expenses (including meals and lodging), or other expenses directly related to the legal adoption of an eligible child.
I certify that these expenses:

· Were not incurred in violation of State or Federal law

· Are not related to a surrogate parenting arrangement

· Are not for the adoption of my spouse’s child or another relative

· Have not been reimbursed and will not be reimbursed by any other employer plan, grant, or other source
· Expenses requesting for reimbursement have been paid within the last 12 months 

I understand that the Archdiocese of St. Louis does not guarantee that reimbursements made under this program will be excludable from my gross income for Federal, State, or local income tax purposes, and that it is my responsibility to determine the tax treatment of any reimbursement.
I certify that the information provided in support of this request is true and correct and have reviewed the Adoption Policy
INSTRUCTIONS: Once you have completed and signed this form, please scan the verifying documents and original proof of expenses, and submit an AskHR for instructions on submitting this to Vicariate Benefits Specialist.
Employee Signature __________________________________________Date _______________
Good Shepherd Agency Signature _______________________________Date _______________
Benefits Specialist Signature __________________________ Date sent to Payroll __________
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