	FAMILY TEAM MEETING REPORT

	Michigan Department of Health and Human Services

	Protect MiFamily

	

	Case Name
	Case ID
	Date and Time

	     
	     
	     

	Location
	Current Phase
	FTM Type

	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 


	Protect MiFamily Worker
	Protect MiFamily Worker Phone
	Pre-Meeting Discussion Date

	     
	     
	     

	Family Strengths

	     

	Protective Factor Updates (Please identify concerns/strengths, current interventions, need for services, service referrals, etc.)

	Parental Resiliency

	     

	Knowledge of Parenting and Child Development

	     

	Social and Emotional Development of Child(ren)

	     

	Social Connection

	     

	Concrete Support

	     

	Safety Planning

	Review and revisit family safety plans.

	Does Safety Plan need to be updated?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	
	
	
	

	Family Team Meeting Action Plan

	Family/Child Needs
	Action Steps
	Time Frames
	Person Responsible

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	Phase Movement

	Will the case be moving to a new phase?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	Yes, to phase
	     
	effective date
	     
	

	No, please provide reason
	
	

	     

	Family Satisfaction Survey Completed?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	
	
	
	


	ATTENDANCE

	Parent Confidentiality Statement

I understand that sensitive and confidential information regarding my case (including, but not limited to treatment and records of substance abuse, mental health and/or medical issues) may be discussed at this meeting for purposes of case planning. I give my permission for this information to be discussed and understand that I can revoke my consent to these discussions and/or request the exclusion of individuals from certain conversations or can end my participation in this meeting. I also understand, that any new information regarding possible allegations of child abuse or neglect must be reported to Child Protective Services.

	Print Name:
	
	
	Print Name:
	
	
	Print Name:
	
	

	Signature:
	
	
	Signature:
	
	
	Signature:
	
	

	Role:
	
	Date:
	
	
	Role: 
	
	Date:
	
	
	Role: 
	
	Date:
	
	

	Print Name:
	
	
	Print Name:
	
	
	Print Name:
	
	

	Signature:
	
	
	Signature:
	
	
	Signature:
	
	

	Role: 
	
	Date:
	
	
	Role: 
	
	Date:
	
	
	Role: 
	
	Date:
	
	

	

	Team Member Confidentiality Statement:

In accordance with the policies of Michigan Department of Human Services (DHS) and any applicable provisions of the Michigan law, I understand that as a member of this Family Team Meeting (FTM) I will have access to confidential information about an individual’s or a family’s involvement with DHS. I understand that my access to this information is limited strictly to the information necessary to carry out my role as part of the family team. I will not share information received at a team meeting concerning a child or family member with anyone who is not part of the case planning process. Any new information regarding possible allegations of child abuse or neglect must be reported to Child Protective Services.

	Print Name:
	
	
	Print Name:
	
	
	Print Name:
	
	

	Signature:
	
	
	Signature:
	
	
	Signature:
	
	

	Role:
	
	
	Role:
	
	
	Role:
	
	

	Print Name:
	
	
	Print Name:
	
	
	Print Name:
	
	

	Signature:
	
	
	Signature:
	
	
	Signature:
	
	

	Role:
	
	
	Role:
	
	
	Role:
	
	

	Print Name:
	
	
	Print Name:
	
	
	Print Name:
	
	

	Signature:
	
	
	Signature:
	
	
	Signature:
	
	

	Role:
	
	
	Role:
	
	
	Role:
	
	

	

	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. 
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