	FOSTER CARE / JUVENILE JUSTICE CHILD FATALITY NOTIFICATION

	Michigan Department of Health and Human Services


	CASE INFORMATION

	Case Name
	Case ID;

	     
	     

	Child(ren)’s Name
	Child(ren)’s Person ID

	     
	     

	Worker Name
	Organization
	Phone Number

	     
	     
	     

	Email
	Date
	Placement Date

	     
	     
	     

	
	
	Date Completed:
	     

	

	
	
	
	

	This serves as a preliminary notice that the child listed below died on
	     
	.
	Additional information

	may be requested from the
	     
	county MDHHS office at
	(   )
	
	   
	-
	    
	.

	
	
	
	

	A.
	IDENTIFYING INFORMATION

	
	

	Child’s Name
	Date of Birth
	Age
	Gender

	     
	     
	  
	 FORMCHECKBOX 

	Male
	 FORMCHECKBOX 

	Female

	Date of Incident
	Time
	Date Notified of Incident

	     
	     
	     

	
	
	
	

	B.
	IMMEDIATE NOTIFICATION WAS GIVEN TO (enter N/A if not applicable):

	
	

	
	
	
	Date
	
	
	
	
	
	
	

	
	1.
	LOCAL MDHHS on:
	     
	via:
	 FORMCHECKBOX 

	In person
	 FORMCHECKBOX 

	Telephone
	 FORMCHECKBOX 

	Letter

	
	
	
	
	
	
	
	
	
	
	

	
	2.
	LEGAL PARENT/GUARDIAN on:
	     
	via:
	 FORMCHECKBOX 

	In person
	 FORMCHECKBOX 

	Telephone
	 FORMCHECKBOX 

	Letter

	
	
	
	
	
	
	
	
	
	
	

	
	3.
	MCI SUPERINTENDENT on:
	     
	via:
	 FORMCHECKBOX 

	In person
	 FORMCHECKBOX 

	Telephone
	 FORMCHECKBOX 

	Letter

	
	
	
	
	
	
	
	
	
	
	

	
	4.
	DIVISION OF CHILD WELFARE LICENSING on:
	     
	via:
	 FORMCHECKBOX 

	In person
	 FORMCHECKBOX 

	Telephone
	 FORMCHECKBOX 

	Letter

	
	
	
	
	

	

	Foster Care Worker’s Name
	Signature
	Date

	     
	
	     

	Supervisor’s Name
	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.
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