	TREATMENT FOSTER CARE REFERRAL ACCEPTANCE

	Michigan Department of Human Services

	I. Child Information

	Name:
	Date of Birth:

	     
	     

	SWSS Log Number:
	Case Number:

	     
	     

	Date TFC Provider received referral form:
	Court Number:

	     
	     

	County DHS Name:
	DHS Monitor (if applicable):

	     
	     

	II. Treatment Foster Care (TFC) Agency-Name

	Agency Name:
	Agency Phone:

	     
	         

	Treatment Foster Home:

	Treatment Foster Parent Name(s):
	Placement Date:

	     
	     

	Treatment Foster Home Address:
	Phone Number:

	     
	         

	Treatment Team:

	TFC Supervisor:
	TFC Supervisor:

	     
	     

	Behavioral Aide:
	Therapist (if identified):

	     
	     

	TFC Foster Parent(s):
	DHS Worker:

	     
	     

	Birth Parent(s) or other identified Permanent Caregiver(s):
	Other: (i.e., LGAL, School etc.)

	     
	     

	

	TFC Worker Assigned:
	Date:

	     
	     

	TFC Supervisor:
	Date:

	     
	     

	

	*Initial Service and Treatment Plan due within 30 days of placement.

	*The child shall not be ejected from the program unless the child presents a consistent danger to self or others.

	

	Send copies of referral acceptance to:

	Referring worker

	DHS Monitor

	Foster Care Program Office Designee, (517) 241-7047, fax

	

	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.

	


DHS-977 (12-08) MSWord


