	

	

	

	

	FAMILIES FIRST of MICHIGAN

TERMINATION 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:
	
	Termination Date:
	

	     
	     

	

	

	II.
	Record of Contacts during this report period:     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 Goals/Participation – Progress Achieved (Including Specific Assistance Fund Use):


	
	 MACROBUTTON [1] "Click Here and Type" 


	

	IV.
	Risk Assessment/Safety Plan at Closure:


	
	 MACROBUTTON [1] "Click Here and Type" 


	

	V.
	Reason for closure:


	
	 MACROBUTTON [1] "Click Here and Type" 


	

	VI.
	Other Plans & Recommendations Discussed with Family:


	
	 MACROBUTTON [1] "Click Here and Type" 


	

	     
	     
	
	     
	     

	Families First of Michigan Worker


Date
	
	Families First of Michigan Supervisor


Date

	

	Agency Name
	     

	Telephone Number:
	     
	Date Dictated:
	     

	County:
	     
	Date Sent to Ref. 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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