	STATEMENT OF ASSISTED REPRODUCTION AND LACK OF INFORMATION

	Michigan Department of Health and Human Services

	

	I, 
	     
	, declare all of the following to be true:

	

	1.
	Assisted reproductive technology was used to conceive
	     
	.

	
	
	child(ren)’s name(s)
	

	
	I understand that assisted reproduction includes one of the following performed by a licensed physician or at home: intrauterine insemination, donation of eggs, donation of embryos, in vitro fertilization and transfer of embryos, and intracytoplasmic sperm injection.

	
	

	
	In the box below, I am providing details concerning my use of assisted reproductive technology. I am also providing evidence, including detailed receipts of purchases or procedures. I have attached additional sheets as needed.

	
	

	
	     

	
	

	2.
	I do not know any of the following about the natural father: first or last name, date of birth, Social Security number, past or present address, or past or present employer.

	
	

	3.
	I understand that I must cooperate with the child support program since I am receiving public assistance. I also understand that if I provide false information in this statement, my public assistance benefits will end. I am required to provide this information to my child support worker within 21 days of declaring that assisted reproduction was used to conceive the child(ren) named here. I understand that this form must be returned to:
Michigan Department of Health and Human Services
Office of Child Support

PO Box 30478
Lansing, MI  48909-7978

	
	

	4.
	I understand that by signing this statement, the child support program will close my case with these children. This means the child support program will not pursue the father in the establishment of paternity, child support, or medical support for the child(ren) named here. I understand that legally establishing a man as the father of a child can help provide emotional, social, and financial ties between a child and his/her father. It can also help ensure the child has inheritance rights and access to the father’s medical and life insurance benefits, Social Security benefits, and veterans’ benefits. However, I understand that because my child support case will close, my child may not receive any of these benefits.

	
	

	5.
	I understand that if I am receiving public assistance, that I may have a lifetime limit in the receipt of that assistance. I understand that child support services provided now could help me better prepare financially when my assistance benefits end. However, I understand that the child support program will not provide support services now and will close my case with the children named here.

	
	

	6.
	I understand that if I change my mind or discover information after submitting this statement, I may reapply for child support services at any time.

	
	

	By signing this form, I attest that I have provided truthful information about the use of assisted reproductive technology for the child(ren) named in this form, and I understand that I will no longer receive child support services.

	Signature
	
	Date
	

	
	
	
	

	
	
	
	

	The Michigan Department of Health and Human Services (MDHHS) does not discriminate against any individual or group because of race, religion, age, national origin, color, height, weight, marital status, genetic information, sex, sexual orientation, gender identity or expression, political beliefs or disability.
	AUTHORITY: 45 CFR 264.30, 42 CFR 433.147, 7 USC 2015, 
R 400.3007, .3009, .3010 MAC

COMPLETION: Required when applicable.

PENALTY: Ineligibility for Family Independence Program (FIP), medical assistance, food assistance, or Child Development and care assistance.


DHS-998 (Rev. 6-16) Previous edition obsolete.

