	TREATMENT FOSTER CARE EXCEPTION REQUEST

	Michigan Department of Human Services

	

	Name of Child:
	Date of Birth:
	SWSS Log Number:

	     
	     
	     

	Case Number:
	Gender:
	Race:

	     
	     
	     

	County of Placement:
	Referring Agency:
	DHS Monitor (if applicable):

	     
	     
	     

	Name of Agency requesting Exception:

	     

	Exception requested:
	 FORMCHECKBOX 
 Number of children in the home
	 FORMCHECKBOX 
 Bed capacity
	 FORMCHECKBOX 
 Other: Specify Type:
	     

	Reason for exception request: Specify needs of child, level of intervention needed, etc.

	     

	Specify the plan to ensure that the individual treatment needs of all children in care are met:

	     

	Describe additional support services that will be available to the treatment foster family in order to meet the needs of each child in the home:

	     

	

	TFC Case Worker Signature
	Date
	TFC Agency Supervisor Signature
	Date

	
	
	
	

	

	DHS Supervisor Signature
	Date
	DHS County Director or Designee
	Date

	
	
	
	

	Central Office Designee Signature
	Date
	
	

	
	
	
	

	

	 FORMCHECKBOX 

	Approved

	 FORMCHECKBOX 

	Denied

	Reason for denial:

	     

	

	Department of Human Services (DHS) will not discriminate against any individual or group because of race, religion, age, national origin, color, height, weight, marital status, sex, sexual orientation, gender identity or expression, political beliefs or disability. If you need help with reading, writing, hearing, etc., under the Americans with Disabilities Act, you are invited to make your needs known to a DHS office in your area.

	

	Original: Child’s case record

	CC:
	Referring Worker
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