	TREATMENT FOSTER CARE PLACEMENT REQUEST

	Michigan Department of Health and Human Services

	

	CHILD INFORMATION

	Name
	Date of Birth
	MiSACWIS Person ID

	     
	     
	     

	Case Number
	Gender
	Race

	     
	     
	     

	County of Placement
	Referring Agency
	Referring Worker:
	Phone:

	     
	     
	     
	     

	Child’s current address:
	Phone:
	Name of child’s current foster parent:

	     
	     
	     

	Name of Identified Planning Family:
	Address of Identified Planning Family:
	Phone of Identified Planning Family:

	     
	     
	     

	

	Reason for Referral to Treatment Foster Care (TFC)

	

	 FORMCHECKBOX 

	Youth is being discharged from a psychiatric placement approved and/or financed by CMH. (Attach discharge recommendation)

	

	 FORMCHECKBOX 

	Youth is stepping down from residential care and integration into community care requires a highly structured placement. (Attach discharge recommendation)

	

	 FORMCHECKBOX 

	Youth has a recent psychiatric or psychological diagnosis (DSM-IV, Axis 1) and a rating of severe on one of the following domains on the Child Assessment of Needs and Strengths (CANS): Mental Health and Well-Being, Substance Abuse or Sexual Behavior. (Attach copy of diagnosis and CANS)

	

	 FORMCHECKBOX 

	Child is under age seven with exceptional and intensive mental health and behavioral needs, who has experienced multiple placements, with poor or no response to mental health treatment, and for whom residential placement would be the only alternate option. The child must have a rating of severe on one of the following domains on the Child Assessment of Needs and (CANS): Mental Health and Well-Being, Substance Abuse or Sexual Behavior. (Attach copy of CANS)

	

	Summary of youth/child’s need for Treatment Foster Care:

	     

	

	MDHHS Referring Worker:
	Date:

	     
	     

	MDHHS Referring Supervisor Signature:
	Date:

	
	

	MDHHS Monitor/Worker Signature:
	Date:

	
	

	MDHHS Supervisor Signature:
	Date:

	
	

	MDHHS Determination of Eligibility:

	 FORMCHECKBOX 

	Approved-Without this service, multiple placement disruptions or residential placement may occur. 

	

	 FORMCHECKBOX 

	Begin Date 
	     
	

	

	 FORMCHECKBOX 

	Denied- Does not meet TFC eligibility requirements. 

	

	MDHHS Director/Designee Signature:
	Date:

	
	

	

	TFC AGENCY ASSIGNED:

	Provider Name:
	Date Assigned:

	     
	     

	

	The TFC placement must be made within 7 days of receipt of referral.

	

	A DHS-974, Extension Request, is required for placements extending beyond 12 months.

	

	Attach copies of:
	Approved TFC Request

	
	ISP and Treatment Plan

	
	USP and Treatment Plan

	
	Behavioral Health Evaluations (within past 6 months)

	
	

	

	CC: 
	TFC Agency

	
	Referring Worker

	
	MDHHS Monitor, if assigned

	
	Child’s case record (upload in MiSACWIS)

	
	
	

	
	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. 
	


DHS-978 (Rev. 5-18) Previous edition obsolete. 
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