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INITIAL INDIVIDUAL TREATMENT PLAN
	PRIVATE 
CMS#:
	     
	Plan Date:
	     

	Child's Name:
     
	Date of Birth:

     

	Placement Address:
     


	     

	Date of Current Placement:
     
	Date of Initial Placement:

     

	Sex:
 FORMCHECKBOX 
Male
   FORMCHECKBOX 
 Female
	Race/Ethnicity:
 FORMCHECKBOX 
White   FORMCHECKBOX 
Black   FORMCHECKBOX 
Hispanic   FORMCHECKBOX 
 North American Indian
 FORMCHECKBOX 
Asian

  FORMCHECKBOX 
 Other:

	Language:
     
	Religion:

     

	Mother's Name
                                                

	Telephone Number

     

	Address

     

	Father's Name

     
	Telephone Number

     

	Address
     

	Guardian's Name

     

	Telephone Number

     

	Address

     

	Legal Status:
 FORMCHECKBOX 
Committed Abuse/Neglect
    FORMCHECKBOX 
Voluntary Placement
 FORMCHECKBOX 
 Termination of Parental Rights

 FORMCHECKBOX 
Order of Temporary Custody    FORMCHECKBOX 
Non-Committed Treatment Program   FORMCHECKBOX 
Committed Delinquency

 FORMCHECKBOX 
Families With Service Needs

	Legal Status Date:
     
	Legal Status End Date:

     

	
	
Date of Last Contact (face to face) 

	
	Child/Youth
	     

	Contact
	Mother
	     

	With
	Father
	     

	Social Worker
	Facility
	     

	
	Caregiver
	     

	
	Guardian
	     




Initial Case Overview 
	Reason For Initial Involvement:

	     

	

	Reason For Placement:

	     

	

	Family's Current Situation:

	     

	

	Child's Perception of His/Her Situation:

	     

	


Services Offered To Avoid Placement
Please use the following:
P Services offered to Parent(s),  C Services offered to Child,





CG Services offered to Caregiver

	     
	Parent Aid
	     
	Child Guidance Clinic
	     
	Vocational Services

	     
	Intensive Family Preservation
	     
	CAASP
	     
	Self Help Groups

	     
	Casework Services
	     
	Respite
	     
	Employment Services

	     
	Psychological Evaluation
	     
	Spec. Medical Care
	     
	Adolescent Parent

	     
	Psychiatric
	     
	Handicapped Services
	     
	Youth Services (YSB)

	     
	Counseling
	     
	Drugs and Alcohol
	     
	AFDC/Welfare

	     
	Day Treatment
	     
	Education Services
	     
	Food Stamps

	     
	Day Care
	     
	Legal Services
	     
	Title XIX

	     
	Regional Resource Groups
	     
	Social Security
	
	

	

	Other (explain):

	     


	Service Provision, Utilization and Results

	Describe services offered to improve conditions in the home and facilitate return of child or to move toward permanent plan.   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?

	

	     

	

	Describe services offered to the child to maintain the placement, facilitate a return home or move toward a permanent plan.  Include services offered to the foster parent to assure the child's needs are met.  For each service explain why it was offered .

	Was the service accepted?  What was the outcome?  Will the service continue or change?

	

	     


	Child's Characteristics

	Describe the strengths and weaknesses of child/youth: physical, intellectual, emotional and behavioral:

	     

	

	Health Care
	Medical Passport Issued
	     

	

	 FORMCHECKBOX 
 The child/youth receives regular health care

	through placement at (name of facility)
	     

	Date of facility report
	     

	Date of last physical
	     
	Date of last dental evaluation
	     

	
	

	 FORMCHECKBOX 
Child/Youth is in foster care or independent living.  Health care is provided by:

	 FORMCHECKBOX 
Physician/Clinic
	     
	 FORMCHECKBOX 
Dentist
	     

	Date of last physical
	     
	Date of last evaluation
	     

	 FORMCHECKBOX 
Mental Health Professional
	
	
	

	Name/Agency:
	     

	Date of last contact
	     
	Frequency
	     

	
	

	 FORMCHECKBOX 
Health considerations: (include treatments, medications, allergies, hospitalizations and recommendations for care:

	     


	Note: Attach a "Health Plan Addendum" when there are recommendations for health treatment or needed procedures for gathering diagnostic/assessment information.

	

	Education

	Is child/youth enrolled in school? 
	
	

	 FORMCHECKBOX 
Yes

	Name of School:
	     

	Grade:  
	Address
	     

	 FORMCHECKBOX 
No
	Explain:
	     

	Special Education?
	 FORMCHECKBOX 
Yes     FORMCHECKBOX 
No     FORMCHECKBOX 
Unknown
	Date Referred to LEA:
	     

	Date of last Individual Education Plan:
	     
	Expiration Date:
	     


	 Education (continued)

	

	Responsible School (District LEA) Name/Address:
	     

	

	Name of Surrogate Parent: 
	     

	
	

	Have school districts been notified of child's current out-of-home placement?
	 FORMCHECKBOX 
Yes        FORMCHECKBOX 
No

	If yes,     FORMCHECKBOX 
  DCF-603(date)
	     
	DCF-415  (date)
	     

	
	

	Independent Living

	For child age sixteen (16) or over, please list programs and services which will help with the transition to independent living.  Refer to Independent Living Plan dated         attached.



	     

	

	Placement

	Describe placement type:

	 FORMCHECKBOX 

	Foster Home
	 FORMCHECKBOX 

	Correctional Center
	 FORMCHECKBOX 

	Maternity Home
	 FORMCHECKBOX 

	Adoptive Home

	 FORMCHECKBOX 

	Group Home
	 FORMCHECKBOX 

	Emergency Shelter
	 FORMCHECKBOX 

	Parent
	 FORMCHECKBOX 

	Other:

	 FORMCHECKBOX 

	Relative Placement
	 FORMCHECKBOX 

	Independent Living
	 FORMCHECKBOX 

	Residential Placement
	     


	Is this the most appropriate type of placement?  FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No  If no, explain

	     

	

	Is this the least restrictive placement for this child?  FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No  If no, explain

	     

	

	Is the current placement in close proximity to the child's parents?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No  If no, explain

	     

	

	Has there been a change in placement?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No If yes, explain

	     


	Placement (continued)

	

	If change in placement was made, were parents notified in writing?  FORMCHECKBOX 
 Yes Attach DCF-2030

	 FORMCHECKBOX 
 No explain why
	     

	
	

	Are there services which are needed to maintain this placement?
	 FORMCHECKBOX 
Yes        FORMCHECKBOX 
No   If yes, explain

	     

	
	

	Visitation

	
	

	Has a visitation plan been established?
	 FORMCHECKBOX 
Yes     FORMCHECKBOX 
No    If no, explain why

	     

	
	

	Mother - Frequency 
	     

	Place 
	     
	Duration
	     

	
	
	
	

	Father - Frequency 
	     

	Place 
	     
	Duration
	     

	
	
	
	

	Sibling - Frequency 
	     
	
	

	Place 
	     
	Duration
	     

	
	
	
	

	Are visits supervised?
	 FORMCHECKBOX 
Yes       FORMCHECKBOX 
No If yes, indicate why and by whom

	     

	

	List any barriers to visitation:  

	     

	

	How will barriers to visitation be resolved?  

	     

	

	Has the visitation plan changed?
	 FORMCHECKBOX 
Yes      FORMCHECKBOX 
No   If yes, indicate date DCF-2029 sent
	     

	
	
	

	What was the reason for change?  

	     

	

	DATE OF LAST REVIEW OF VISITATION PLAN
	     


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

	     

	

	Permanency Plan

	

	Check appropriate type of plan:
	Target date for achieving Permanency Plan:
	     

	

	 FORMCHECKBOX 

	Return Home
	 FORMCHECKBOX 

	Guardian Placement
	 FORMCHECKBOX 

	Remain In Home
	 FORMCHECKBOX 

	Permanent Foster

	 FORMCHECKBOX 

	Adoptive Home
	 FORMCHECKBOX 

	Independent Living
	 FORMCHECKBOX 

	Relative Placement
	Care

	

	Does the child have any physical, mental, medical or emotional conditions that impact on the ability to maintain or achieve the permanency plan?
	 FORMCHECKBOX 
Yes      FORMCHECKBOX 
No  If yes, explain

	     

	

	If the child is to be returned to his/her family, list the conditions that must be met by the family and/or the child:

	     


	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        
