TEACHING FAMILY HOMES OF UPPER MICHIGAN

FAMILY SUPPORT PROGRAM
Initial Service Plan
	Family Name:
	
	Referring Worker:
	

	Family Address:
	
	Supervisor:
	

	
	
	Referring Agency

Address:
	

	Telephone Number:
	
	Family Support Worker:
	


	Eligibility Justification:
	


I. DOCUMENTATION DATES:

	Referral Date:
	
	Time:
	

	Number of Past Referrals Known
	

	A. Reason contact was not made with family within two business days of written referral
	

	B.  Reason for Referral
	


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)
	Comments

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


III. ASSESSMENT:

	Family Members
	Date of Birth
	Relationship to
Head of Household
	In Home?
	Employment or
School Attending

	
	
	
	
	

	
	
	
	
	


	Other Significant People
	Date of Birth
	Relationship to
Head of Household
	In Home?
	Employment or
School Attending

	
	
	
	
	


A. Assessment of Family Strengths

B. Assessment of Family Needs/Concerns

C. Major obstacles/barriers this family faces. How barriers will be overcome.

D. Adults in Family and Other Significant People:

E. Child Assessment:

F. Situation Assessment: 

G. Agencies this family is currently working with and additional connections that need to be made.  Agency’s involvement with the family. Include positive informal relationships that are currently helping the family. State other connections that need to be made to help the family.

H. Risk Assessment/DV Inquiry/Safety Plan:

IV. FAMILY GOALS AND ACTION PLAN:

V. CASE GOALS, OBJECTIVES, AND EXPECTED OUTCOMES

_________________________________________________      __________________________
Family Support Worker




         Date

________________________________________________________       _____________________________

Family Support Worker Supervisor


                       Date










