	TREATMENT FOSTER CARE
	MDHHS FC Worker Load #:
	     

	PERMANENT WARD SERVICE PLAN
	MDHHS FC Worker Name:
	     

	Michigan Department of Health and Human Services
	POS Agency Name:
	

	
	POS Agency Worker Name:
	

	
	County of Referral:
	     

	
	Court Jurisdiction:
	     

	
	Court Docket #:
	     

	
	
	

	Report Period: 
	     
	to
	      (maximum three months)

	Report Date:
	      The date the report is completed

	

	IDENTIFYING INFORMATION
	

	Child(ren):


	(List separately) name, date of birth, case number, date entered care, current placement type (if relative care, name and address of relative; if institution, name and address of institution; if foster home, note foster home placement only), date entered current placement, and permanency planning goal. Specify if the child(ren) is Native American and tribal affiliation, if applicable.

	Name
	Date of Birth
	Log Number
	Case Number
	Child Gender
	Child Race
	Height
	Weight
	Hair Color

	     
	     
	     
	     
	     
	     
	     
	     
	     

	

	Eye Color
	Religion
	Dated Entered Care
	Date of Current Placement
	Current Placement Type
	Anticipated Next Placement

	     
	     
	     
	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 


	

	Date of Anticipated Next Placement
	Current Legal Status
	Federal Permanency Plan Goal

	     
	     
	 FORMDROPDOWN 


	

	Child’s Address (if not FH)
	     

	Native American?
	 FORMDROPDOWN 

	If Yes, Tribal Affiliation
	     

	

	

	I.
	LEGAL STATUS


	
	A.
	Court History Child(ren): (list separately) name, petition date, petition type, hearing date, hearing outcome, order date, order type, requirements of the court through its order.
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	B.
	Next Court Date:
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	II.
	REASONABLE EFFORTS

	
	Note:
	For children who may be Native American, see Services Manual Item 742, “Active” and Reasonable Efforts



	
	A.
	Efforts made by the Agency to place the child in a permanent placement in a timely manner.

· Indicate expected duration of treatment, treatment recommendations that are likely to facilitate a successful discharge.
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	B.
	If services were not provided, explain the reasons why services were not provided.
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	III.
	SOCIAL WORK CONTACTS

	
	•
List date, person(s) contacted, role/position and type of contact (telephone, in person, home visit, office visit, etc.) for each contact, attempted contact and scheduled, but unkept appointments.

•
Provide a brief narrative statement of the specific reason for the contact. Limit the narrative to one sentence.
•
If HU or FF contact made, indicate where contact took place. 


	
	Team Meetings:
	
	


Cladd87 MACROBUTTON [1] ”Click Here and Type” 
	
	Supervision:
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	Face-to-face and Home Visits:
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	Other Social Work Contacts:
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	IV.
	PROGRESS SUMMARY



	
	A.
	Child Reassessment


	
	
	1.
	a.
Child Needs and Strengths and Current Status:


Indicate, for each permanent ward;


Address and explain each individual item scored as a strength or need on the Child Assessment of Needs and Strengths.

· Identify and describe the priority needs of the child for service.

· Identify the situational concerns, which cannot be identified in consecutive report periods.

· List and describe all other strengths of the child whether identified on the assessment or not.
· Discuss outcomes of updated CAFAS/PECFAS.

· Identify short term goals and progress on identified goals.

· Identify services to meet child’s goals.
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	b.
Mental Health Treatment:

· List contacts with therapist.

· Summarize progress on treatment goals.

· Identify changes made to treatment goals and why.
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	2.
	Placement Information



	
	
	
	· The current placement and
· any replacements during the reporting period.

· any change in the placement household during the review period. Include results of Central Registry and criminal record checks and assessment of investigation if applicable, if new adults are in the placement household. 



	
	
	
	Child name
	Living Arrangement
	Begin Date
	End Date

	
	
	
	     
	     
	     
	     

	
	
	
	
	
	
	

	
	
	
	Reason for Replacement:
· Indicate activities to prepare child for move.
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	3. a.
	Child(ren)’s Current Status

Indicate for each child under court jurisdiction:

Describe current status of child including:

· Significant events since the last assessment;

· Distinctive characteristics.

· Emotional and physical development.

· Hobbies, likes and dislikes, etc.,

· Relationships with siblings, if applicable,

· Behavioral and past experiences,
· Describe interventions utilized by TFC parent to support the child.
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	3. b.
	Behavior Aide Activities:

· Describe activities/interventions utilized to support the child/planning family.
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	4.
	Education Information

· Educational including the current school, grade, and pass or fail.
· Outline strategies utilized to support child in his/her educational setting.

· Summarize school personnel’s report of child’s progress.
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	5.
	Medical and Dental Information

· Medical, dental and optical appointments and outcomes during report period.

· List names of medications prescribed dosages and frequency
· Provide name of prescribing Doctor and follow up appointments scheduled

· Note when medical consents were signed and by whom.

· Note any concerns with side effects, etc.
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	6.
	Placement Resources



	
	
	
	a.
	Sibling Placement

· If child(ren) has siblings who are not placed in the same placement, provide an explanation of the reasons for the split placement.

· Note: If sibling placement is split, second line supervisor approval is required. The Second Line Supervisor must sign the PWSP in the space designated at the end of the PWSP.

· Specify visitation plan to maintain sibling connections. Note frequency and duration of visits.

If there are no siblings or if siblings are placed together, write N/A.
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	b
	Sibling and Relative Visitation

Provide a report on all visits between siblings, if in separate placements, or any relative visits.

· Include all visits with adult siblings, siblings not in care and potential placements in the relative network.

· Include observations on the quality of the visits.

· Include a discussion of any exceptions (missed appointments, changed appointments, suspensions of appointments and changes in supervision status) to the plan during the reporting period.

If there are no siblings or planned relative visits, write N/A in the space below.
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	c.
	Planning Family: Describe interventions utilized to prepare the family for child’s discharge and progress towards discharge.
· Specify the visitation plan with the planning family to prepare the child and family for discharge.

· Discuss family progress towards discharge.
· If a planning family has not been identified, specify efforts made to identify a planning family. 
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	d.
	Best Interests of Current Placement

· Describe the foster parent / relative caregiver’s willingness and capacity to meet the specified needs of the child and,

· Why this current placement is in the child’s best interest.
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	7.
	Residential Care

If the youth is 10 years of age or over and is placed in a residential or institutional setting:

· Document whether Wraparound or Assisted Care efforts were made to prevent the residential placement.

· Identify the plan for services that will allow the youth to be placed in a less restrictive setting.

OR

If the youth is under age 10 and is placed in a residential or institutional setting.

· Document whether Wraparound or Assisted Care efforts were made to prevent the residential placement. Document that a screening for Fetal Alcohol Spectrum Disorder was completed.
· Identify the plan for services that will allow the youth to be placed in a less restrictive setting.

· If there were no services provided, explain why not.

If the youth is not placed in a residential or institutional setting, write N/A in the space provided.
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	8.
	Permanent Wardship



	
	
	
	For each child list the permanency planning and Michigan.

	
	
	
	a.
	Describe the effort made to finalize the permanency plan.
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	b.
	Attitudes regarding termination of parental rights and adoption.
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	c.
	Preparation of child for adoption.
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	d.
	Possibility of adoption by relative network or foster parents.
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	e.
	Efforts made to place the child(ren) for adoption or within the relative network.

Statement of the efforts made to place the child(ren) for adoption or within the relative network.
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	f.
	Compelling Reasons.

Document the compelling reasons why it is not in the child’s best interest to be placed for adoption or within the relative network.
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	B.
	TFC Foster Parent Input
Attach written input from the TFC foster parent(s) for the child(ren). 
If a written statement from the TFC foster parent(s) is not available, summarize the foster parent’s feedback.
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	V.
	RECOMMENDATION



	
	Recommendations to Court, if applicable.

· For each child, indicate whether the child should remain in placement, under the supervision of the courts, as appropriate or as State Wards. 
· Request any other orders from the court as appropriate.
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	Michigan Department of Health and Human Services

	Permanent Ward Treatment Plan and Service Agreement

	

	This treatment plan is developed to assure that each child will receive safe and proper care and services by the following activities.



	

	Service Type Code:

	AD =
	Alcohol or Drug Abuse Rehabilitation
	FR =
	Reunification Services
	IL =
	Independent Living Services

	OT =
	Other Program Needs
	DC =
	Day Care
	FC =
	Family Counseling/Outreach Counseling

	JT =
	Job Training/Employment Assistance
	PS =
	Parenting Skills Training
	ED =
	Education

	HS =
	Homemaker Services or Parent Aides
	MH =
	Mental Health Services
	TH =
	Individual/Group Therapy

	DV =
	Domestic Violence Program
	MD =
	Medical Service
	WP=
	Wraparound

	

	A. SERVICE REFERRAL TABLE

	Using the codes above for member referred and service provider type, enter the information for all services below.

· To enter additional services for following reports, place the cursor in the FIRST FIELD of the row ABOVE where you 

want the new row and click the Insert Svc Ref Row button to insert services between rows as needed.

· To enter continued headings, click in the FIRST FIELD on the new page and click the ADD SVCREF HEADING button.

To remove continued headings, click the REMOVE SVC REF HEADING.



	Family 

Member

Name
	Barriers/

Needs

Addressed


	Service

Type

Code


	Service 

Provider 

Name


	Mo/Yr

Re-

ferred


	Mo/Yr

Start


	Target

Com-

pletion

Date 

(Mo/Yr)
	Service

Status


	Completed

Services


	Com-

pletion 
Date

(Mo/Yr)



	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	     
	     
	     
	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	     

	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	     
	     
	     
	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	     

	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	     
	     
	     
	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	     

	
	
	
	
	
	
	
	
	
	
	


	Permanent Ward Treatment Plan and Service Agreement (continued)



	B. Treatment Foster Parent Activities and Discipline and Child Handling Techniques

	1.
List each goal for foster parent, specific action steps, time frame for achieving, and expected outcome.


(
Participation and attendance in all treatment meetings


(
Implementation of in-home portion of treatment plan



(
Strategies utilized to assist the child in placement



(
Identify interventions to be utilized to assist the planning family in managing the child’s needs



(
Identify activities the TFC parent will provide to nurture the child’s pro-social network and to nurture the child’s interests and talents



(
Identify behavior logging expectations

2.
Describe the discipline and child handling techniques to be used while the child is in placement.

3.
Describe the plan of supervision for the child while in placement.

4.
Describe the plan for acceptable activities such as baby sitting, routine household tasks, privileges etc. Justify the tasks and/or additional expenses provided by the caregiver that justifies the Determination of Care Supplement.

If the youth is age 14 or older, detail the independent living preparation activities the foster parent/relative caregiver will provide to assist the youth. (See CFF 722-6 Independent Living Preparation.)
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	C. Individual Child Activities

	Describe all activities to achieve the permanency planning goal.

List for each child, the service goals and action steps, time frame for achieving, and expected outcome. 
Goals should address areas prioritized on Child Needs and Strengths Assessment and activities of daily living (if applicable).

1.
Identify short term treatment goals, interventions and outcomes for child’s treatment in the TFC program.

2.
Identify what the agency and the provider need to do to meet these specific needs.

3.
Address sibling visitation, if siblings are split. When separated, the relationship between siblings, must be maintained by detailed plan of visits, phone calls and letters.

4.
For each ward age 14 or older (including those wards who become 14 years of age during the report period), include a description of the programs and services which will assist the youth to prepare for transition to a state of functional independence or the ability to take care of oneself physically, socially, economically and psychologically. Identify where, how and by whom these services are to be provided. (See CFF 722-6 Independent Living Preparation.)
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	D. Treatment Foster Care Worker Activities

	1.
Identify services to be provided to the child and to treatment foster parents / relative caregiver / planning family by the TFC worker. State activities which support the services offered.

2.
State proposed TFC worker contact with the family, child, caretakers, and service provider, if applicable.

3.
If the youth is age 14 or older, detail the independent living preparation activities that the worker will provide to assist the youth. (See CFF 722-6 Independent Living Preparation.)
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	E. Behavioral Aide Activities

	Describe activities the behavioral aide is responsible for implementing including frequency of contacts and with whom.
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	F. Aftercare Plan

	Identify recommended after care services including nature of services, frequency, duration and person responsible for aftercare services.
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	The development of this plan was negotiated with: (also list those individuals who were unavailable to participate in the development and why not). Youth age 14 and older must be involved in the development of the plan and be responsible for its implementation with the assistance of identified individuals.

Upon clicking in the Name and Title field below, a question box allows addition of a signature line for Youth Age 14 and Older, if applicable and/or additional Other Agency Worker Name rows.
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	CLICK HERE TO ADD YOUTH SIGNATURE FOR YOUTH AGE 14 AND OLDER   

	Name and Title:
	     
	
	

	Signature:
	
	Date:
	     

	

	DHS Local Office Name:
	     
	
	

	

	MDHHS Local Office Approval:

	Name and Title:
	     
	
	

	Signature:
	
	Date:
	     

	     


	

	Distribution of Plan:
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The local office shall approve, or disapprove, in writing, the PWSP for a child in purchased foster care or residential care. The Purchase of Service (POS) agency is responsible for all elements of the service plan in cases where they have accepted responsibility for providing family services per the DHS-3600 (RFF 3600) contract. The local office is responsible for reporting requirements only when the POS agency has not accepted total case responsibility. The report from the local office should not duplicate the POS agency report, but should address those areas for which the POS agency is not responsible per the DHS-3600 contract. Signing the PWSP submitted by the POS agency indicates approval. The approved PWSP is to be returned to the POS agency within seven days of receipt; a copy is retained in the child’s case record.

The local office is responsible for knowing what services are being purchased from the POS agency and for monitoring compliance with the DHS-3600. When a noncompliance situation is identified, it is to be brought to the attention of the POS agency both verbally and in writing. If efforts to resolve the area of conflict locally are not successful, the situation is to be brought to the attention of the appropriate Zone Office. If Zone Office is unable to intervene successfully, then the Office of Child and Family Services is to be involved. (See CFF 914, Monitoring Worker Responsibilities for more information.)

	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: P.A. 280 of 1939.

RESPONSE: Voluntary.

PENALTY: None


DHS-68A (Rev.10-17) Previous edition obsolete.
1

