	

	FAMILIES FIRST OF MICHIGAN 

SERVICE PLAN REPORT

	Department of Human Services

	

	Family Name:
	     
	Referring Worker:
	     

	Case Number:
	     
	Supervisor:
	     

	Family Address:


	     
     
              
	Referring Agency :

Address:


	     
     
              

	Telephone  Number:
	     
	FFM Worker:
	     

	I.  
DOCUMENTATION DATES:

	Referral Date
	Time
	Category

	     
	     
	 FORMDROPDOWN 


	Re-Referral
	Number of Past Referrals Known

	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 

	Unknown
	 FORMDROPDOWN 


	A. 
Give Reason, If 24 Hour Face-to-face Contact Not Made


	 MACROBUTTON [1] "Click Here and Type" 


	B. 
Reason For Referral, Specific Conditions or Behaviors that Put the Child(ren) At Risk of Placement, Including Rationale for Re-referrals with Exception  from  the Specialist for Re-Referrals Within 90 Days.


	 MACROBUTTON [1] "Click Here and Type" 


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

	Date

(and times for

face to face)
	Type

(and location of face to face)
	Person Contacted (Names)
	Comment (Focus)


	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


	III.  
ASSESSMENT:

	Family Members
	Date of Birth
	Relationship to

Head of Household
	In Home?


	
	
	“SAME”
	

	
	
	
	


	

	Other Significant People
	Date of Birth
	Relationship to

Head of Household
	In Home?


	
	
	
	


	

	
	A.
	Assessment of Family Strengths:


	
	 MACROBUTTON [1] "Click Here and Type" 


	

	
	B.
	Adults in Family and Other Significant People:


	
	 MACROBUTTON [1] "Click Here and Type" 


	

	
	C.
	Child Assessment:


	
	 MACROBUTTON [1] "Click Here and Type" 


	

	
	D.
	Situation Assessment:


	
	 MACROBUTTON [1] "Click Here and Type" 


	

	
	E.
	Risk Assessment/DV Inquiry/Safety Plan:


	
	 MACROBUTTON [1] "Click Here and Type" 


	

	IV.
	FAMILY GOALS, ACTION STEPS AND PROGRESS TO DATE:


	
	 MACROBUTTON [1] "Click Here and Type" 


	

	
	Anticipated Specific Assistance Fund Use and relationship to goals and/or risk, Including justification for known duplicate expenditures on items paid for during past referrals:


	
	 MACROBUTTON [1] "Click Here and Type" 


	

	
	     
	
	
	     

	      Families First of Michigan Worker
	Date
	
	      Families First of Michigan Supervisor
	Date

	

	Agency Name:
	     

	Telephone Number:
	     
	
	County:
	     

	Date Dictated:
	     
	
	Date Sent To Referring Worker:
	     

	

	Department of Human Services (DHS) will not discriminate against any individual or group because of race, sex, religion, age, national origin, color, height, weight, marital status, sexual orientation, 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.
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1
FFM Mandatory Form

