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FAMILY TREATMENT PLAN
	PRIVATE 

CMS#      
	Plan Date:

     
	Last Plan Date:

     

	Family Name:
     
	Date Case Opened:

     

	Address: (Leave blank if confidentiality is an issue)
                                                                             
     

	Family Race/Ethnicity:
 FORMCHECKBOX 
White  FORMCHECKBOX 
 Black  FORMCHECKBOX 
 Hispanic  FORMCHECKBOX 
 North American Indian  FORMCHECKBOX 
 Asian  FORMCHECKBOX 
Other:      



	Mother's Name


     
	Language

     
	Household Member?
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	Father's Name

     
	Language  

     
	Household Member?
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	Guardian

     
	Language

     
	Household Member?
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No 

	
CHILDREN

	Name
     

	Date of Birth

     
	Sex

 FORMDROPDOWN 


	Name
     

	Date of Birth

     
	Sex

 FORMDROPDOWN 


	Name 

     
	Date of Birth

     
	Sex

 FORMDROPDOWN 


	Name
     
	Date of Birth

     
	Sex

 FORMDROPDOWN 


	Name
     

	Date of Birth

     
	Sex

 FORMDROPDOWN 


	Name
     
	Date of Birth

     
	Sex

 FORMDROPDOWN 


	Name
     
	Date of Birth

     
	Sex

 FORMDROPDOWN 


	Name

     
	Date of Birth

     
	Sex

 FORMDROPDOWN 


	

	
Date of Last Contact (face to face)        

	Contact
	Mother
	     

	With
	Father
	     

	Social Worker
	Guardian
	     

	
	Children:      
	     

	
	     
	     

	
	     
	     

	
	      
	     


	
Case Overview

	 

	Reason for DCF involvement: 

	     

	 

	Family's current situation:

	     

	

	Family Issues as perceived by parent/caretaker: 

	     

	

	Describe the strengths of the family: 

	     

	

	Describe the weaknesses of the family: 

	     


	Services And Counseling To Promote Improved Conditions In The Home

	

	P=Services offered to parent
X=Services that would have been offered had they been available

C=Services offered to child
CO=Services that are court orders and/or expectations
F=Services offered to the family


	PRIVATE 

Previous Six Months
	
Services
	
Next Six Months

	     
	Casework Services
	     

	     
	Parent Aids
	     

	     
	Intensive Family Preservation
	     

	     
	Family Violence Program
	     

	     
	Reunification/Aftercare
	     

	     
	Psychological Evaluation
	     

	     
	Psychiatric Evaluation
	     

	     
	Assessment Services (name):
	     

	
	
Counseling
	

	     
	Individual
	     

	     
	Family
	     

	     
	Group
	     

	     
	Marriage
	     

	     
	Day Treatment
	     

	     
	Substance Abuse: In-Patient Treatment
	     

	     
	Substance Abuse: Out-Patient Treatment
	     

	     
	Self Help Group (AA, NA, PA, etc.)
	     

	     
	Youth Services Bureau
	     

	
	
Other
	

	     
	Special Education
	     

	     
	Legal Service Referral
	     

	     
	Vocational Services
	     

	     
	Employment Services
	     

	     
	Housing Services
	     

	     
	Adolescent Parent
	     

	     
	Substance Abuse Evaluation
	     

	     
	AFDC
	     


	     
	Food Stamps
	     


	Services And Counseling To Promote Improved Conditions In The Home (continued)


	PRIVATE 

Previous Six Months
	
Other
	
Next Six Months

	     
	Title XIX
	     

	     
	Social Security
	     

	     
	Day Care
	     

	     
	Special Medical Care
	     

	     
	Handicapped Services
	     

	     
	Transportation
	     

	     
	Health Treatment Plan Addendum
	     

	     
	Other:      
	     

	     
	Other:      
	     

	     
	Other:      
	     

	     
	Other:      
	     


	Service Provision, Utilization and Results

	

	Describe services offered to improve conditions in the home.  Were the services effective in achieving goals?  Include for each service the reason it was offered.  Did the client accept the service?   What was the outcome?  Will the service continue or change?

	     


	Overall Assessment (Evaluate the significant findings in the previous sections of this plan and provide an overall assessment)

	     

	

	Goal Statement

	List the conditions that must be met by the family for DCF to close this case:

	     

	


	 The Plan

	

	Objectives for this planning period:  

	     

	

	PRIVATE 
Services/Activities to achieve objectives: including services which need to be provided to foster parents if applicable or natural parent(s).

	Responsible Party
	Service/Activity
	Target Date

Begin
  End

	PARENT       
	     
	         
     

     

	
	     
	     

     

	
	     
	       
     

     

	
	     
	     
     

     

	PARENT       
	     
	     
     

	
	     
	     
     


	
	     
	     
     

	
	     
	     
     

	CHILD
	     
	     
     

	
	     
	     
     

	
	     
	     
     

	
	     
	     
     

	
	
	


	The Plan (continued)

	
	
	

	PRIVATE 

Responsible Party
	Services/Activities
	Target Date

Begin 
End

	DCF
	     
	     
     

	
	     
	     
     

	
	     
	     
     

	
	     
	     
     

	
	     
	     
     

	
	     
	     
     

	OTHER PROVIDERS
	
	




	     
	     
	     
     

	     
	     
	     
     

	     
	     
	     
     


	PRIVATE 
Submitted by:

	Social Worker
     
	Date

     

	Social Work Supervisor
     
	Date

     

	Parent
     
	Child/Youth

     

	Parent
     
	Other Interested Party

     

	Other Interested Party
     
	Other Interested Party

     



NEXT TREATMENT PLAN DATE        
