	JUVENILE JUSTICE COMMUNITY BASED TERMINATION REPORT

Michigan Department of Health and Human Services


	Case Name
	Date of Birth
	Telephone Number

	     
	     
	     

	Address
	City
	State
	Zip Code

	     
	     
	     
	     

	Referring Worker
	Community Support Supervisor
	Youth Support Worker

	     
	     
	     

	Referring Agency

	     

	Referring Agency Address
	City
	State
	Zip Code

	     
	     
	     
	     

	I.
	DOCUMENTATION DATES:

	Referral Date:
	Termination Date:

	     
	     

	II.
	RECORD OF CONTACTS DURING THIS REPORT PERIOD DATED:
FROM
	     
	TO
	     
	

	

	

	Previous contacts dated
	     
	To
	     
	are listed in the 
	 FORMDROPDOWN 


	

	Date

(and times for

face to face)
	Type

(and location of

face to face)
	Person Contacted (Names)
	Comment (Focus)


	
	
	
	


	III.
	FAMILY AND YOUTH GOALS/PARTICIPATION – PROGRESS ACHIEVED (Including Specific Assistance Fund Use):

	


	 MACROBUTTON [2] "Click Here and Type" 



	IV.
	SAFETY PLANS AT CLOSURE:

	


	 MACROBUTTON [2] "Click Here and Type" 



	V.
	REASON FOR CLOSURE:

	


	 MACROBUTTON [2] "Click Here and Type" 



	VI.
	OTHER PLANS & RECOMMENDATIONS DISCUSSED WITH FAMILY:

	


	 MACROBUTTON [2] "Click Here and Type" 



	VII.
	SIGNATURES

	Prepared by (Print)
	Prepared by (Signature)
	Date

	     
	
	     

	Supervisor (Print)
	Supervisor (Signature)
	Date

	     
	
	     

	Agency Name
	Telephone Number

	     
	     

	County
	Date Sent to Referring Worker

	     
	     

	

	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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