
CF-FSP 5437, (December 2024) [Rule 65C-44.004, F.A.C.] 

GUARDIANSHIP ASSISTANCE AGREEMENT BETWEEN THE DEPARTMENT OF 
CHILDREN AND FAMILIES AND GUARDIANS REGARDING PAYMENTS AND 

SERVICES 

Certification:    Initial   Update Region: Effective Date: 
Name of Guardian 1: Name of Guardian 2: 
Address of Guardian(s): Telephone: 
Type of Payment Amount of Payment Medicaid Non-Recurring Expenses Projected Cost 

 Guardianship: IV-E $  Yes 

 No 

LEGAL COST $ 
$ TRAVEL COST $ 

 Guardianship: TANF $ OTHER $ 
$ Total Projected Cost: $ 

 Guardianship: State Funded/General Revenue $ Description of Other: 
$ 

Does the guardian(s) elect to name a Successor Guardian?  Yes   No     Name: _____________________________________________________ 
Do the guardian(s) and child elect to opt into the Extension of Guardianship Assistance Program?  Yes   No   N/A 

*Only applicable to a child who is age 14-17 when the initial agreement is signed.

We (I), the guardian(s) of _________________________________________, a child who is presumptively eligible for guardianship assistance 
in the State of Florida, agree and understand that: 
1. The department will be responsible for the guardianship assistance payment as agreed to in this document, regardless of our family’s

place of residence.
2. The guardianship assistance payment indicated above shall be paid to us each month beginning with the date all parties have signed and

dated this agreement in accordance with the effective date.
3. Adjustments in the amount of the guardianship assistance payment will be made only with our concurrence and will be based on changes in

the needs of the child and/or circumstances of the family.
4. The child will receive Medicaid benefits as provided under Title XIX of the Social Security Act, in accordance with the procedures applicable in

Florida.
5. If we currently live in, or subsequently move to another state in the USA, and the child is Title IV-E eligible, the other state will be

responsible for the provision of Medicaid services.  The lead community-based care agency (CBC) which placed the child with my family will
assist my family in securing Medicaid benefits in my state of residence.  I can contact the CBC at (address):
_________________________________________________________________________  Phone #: ______________________________

6. We (I) must use Medicaid service providers when they are available in reasonable proximity to our home.
7. We (I) will be reimbursed for non-recurring guardianship expenses, up to $2000, associated with obtaining legal guardianship of the child

as agreed upon with the department.
8. We (I) will immediately notify the department of a change of address.
9. We (I) will notify the department immediately of any change in third party benefits and other income to the child.  We (I) understand that this

will not affect the amount of the child’s payment but will be used to determine the appropriate funding source.
10. If the child’s payment is paid with Temporary Assistance to Needy Families (TANF) funding, we (I) will receive a letter annually to assist

in determining if TANF can continue as the funding source for the child’s payment.  The source of funding for the child’s payment does
not impact continuance of the payment.

11. We (I) will notify the department immediately in the event there is any change of circumstances related to the child’s continued need for
payment.

12. This agreement will terminate upon the conclusion of its terms; or this agreement will terminate upon request of the guardian(s).
13. Services and payments provided under this agreement will terminate when the child reaches 18 years of age.
14. This agreement will terminate upon the death or incapacity of the guardian(s) if no successor guardian is named.
15. This agreement will terminate upon the death of the child.
16. This agreement will terminate when it is determined that the child is no longer the legal responsibility of the guardian(s).
17. This agreement will terminate when it is determined that the child is no longer receiving support from the guardian(s).
18. This agreement is subject to change in accordance with changes in state or federal laws and regulations regarding payment of

guardianship assistance payment.
19. Guardians(s) may appeal the department’s decision to change or terminate guardianship assistance in accordance with rules and

procedures of the state’s fair hearing and appeal process.

________________________________________________________     ______________________________________________________________ 
Signature of Guardian 1 Date Signed Signature of Guardian 2 Date Signed 

________________________________________________________     __________________________________________________________ 
Signature of DCF Representative Title                Date Signed 


