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	Case Name

     
	Case Number

     

	ASSESSMENT DATA 

	Date Completed

     
	Period Covered 

From           To      
	Service County/Worker

     /     
	CM County/Worker

     /     

	COURT HEARING TYPE/DATES
	FST TYPE/DATE

	PC Hearing
Disp
Permanency
TPR
Other
	     
     
     
     
     
	Adjudication
Disp Review
Post-Perm
Post-TPR
Other
	     
     
     
     
     
	Pre-cust
30 Day

90 Day

Annual

Other
	     
     
     
     
     
	72 Hour
60 Day
6 Month

Rev

Other
	     
     
     
     
     


	SECTION I – INDIVIDUAL CHILD’S DATA

	Child’s Name

     
	Sex

     
	DOB

     
	DCN

     
	SSN

     

	CUSTODY/CURRENT PLACEMENT INFORMATION

	Initial Custody Date

     
	Current Placement Type

     
	Beginning Date of Current Placement

     

	Original reason for placement/custody/jurisdiction

     

	SECTION II – FAMILY DATA

	PARENT/CARETAKER

	Mother’s Name

     
	Father’s Name

     

	DOB

     
	SSN

     
	DCN

     
	DOB

      
	SSN

     
	DCN

     

	Address

     
	Phone

     
	Address

     
	Phone

     

	Court ordered to pay child support?         Amount       
Referral made to Child Support Enforcement?      
	Paternity established?       
Legal status of father   FORMCHECKBOX 
Alleged   FORMCHECKBOX 
Legal   FORMCHECKBOX 
Putative
Court ordered to pay child support?         Amount       
Referral made to Child Support Enforcement?       


	SIBLING DATA

	Name 
	Sex
	DOB
	DCN
	Living Arrangement /Placement
	CD custody?

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     


	OTHER HOUSEHOLD MEMBERS/SIGNIFICANT OTHERS

	Name
	DOB
	DCN
	Relationship to Child
	Address

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     


	SECTION III – REASONABLE EFFORTS-PLACEMENT/CUSTODY PREVENTION 

	Date of IIS referral:
      

If no referral indicate reason :       

	Services Offered Prior to Placement

(copy from family functioning  assessment –Services provided prior to placement, include previous case openings)
	Dates of Service

       Begin              End
	Provider Name, Address, Phone Number

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


	Non-Custodial parent, relatives, or kinship explored prior to placement or other possible placement resources

	Name

     
	Relationship

     
	Address and phone number

     

	Date of Contact

     
	Response to Contact:

     

	Name

     
	Relationship

     
	Address and phone number

     

	Date of Contact

     
	Response to Contact:

     


	SUMMARY OF REASONABLE EFFORTS TO PREVENT PLACEMENT:

     


	SECTION IV – REASONABLE EFFORTS TO FACILITATE REUNIFICATION AND PROVIDE PERMANENCY 

	Services Offered Since Placement

(copy from family assessment –Services provided since placement)
	Dates of Service

    Begin                    End
	Provider Name, Address, Phone Number

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


	SUMMARY OF REASONABLE EFFORTS TO FACILITATE REUNIFICATION AND PROVIDE PERMANENCY. Summarize progress made.  Based on services provided, what behavioral changed have occurred to reduce the risk of maltreatment.

     


	SECTION V – VISITATION (includes visitation schedule with parents, sibling, and significant others and summary of visitation)

	Visitation Plan with Mother:

 FORMCHECKBOX 
Court ordered


 FORMCHECKBOX 
Unsupervised 


 FORMCHECKBOX 
Supervised
By whom?  
     


When?

     


Where?  
     
 FORMCHECKBOX 
No visitation
Explain:       

	Visitation Plan with Father:

 FORMCHECKBOX 
Court ordered


 FORMCHECKBOX 
Unsupervised 


 FORMCHECKBOX 
Supervised
By whom?  
     


When?

     


Where?  
     
 FORMCHECKBOX 
No visitation
Explain:       

	Visitation Plan with Siblings:

 FORMCHECKBOX 
Court ordered


 FORMCHECKBOX 
Unsupervised 


 FORMCHECKBOX 
Supervised
By whom?  
     


When?

     


Where?  
     
 FORMCHECKBOX 
No visitation
Explain:       

	Visitation Plan with Significant Others:

 FORMCHECKBOX 
Court ordered


 FORMCHECKBOX 
Unsupervised 


 FORMCHECKBOX 
Supervised
By whom?  
     


When?

     


Where?  
     
 FORMCHECKBOX 
No visitation
Explain:       


	SUMMARY OF VISITATION FOR PERIOD REVIEWED:

     


	SECTION VI –CHILD ASSESSMENT IN RELATION TO CURRENT PLACEMENT (includes previous placement history, assessment of child/youth safety, permanency and stability, and well-being needs and strengths as well as child/youth adjustment to current placement)

	Current Placement Information

	Placement Provider Name (if appropriate)

     
	Address (if appropriate)

     

	Placement History (attach copy of ZPLA, ZCSM & ZCRT)

	Previous Placement
	Dates of Placement
	Reason child no longer in placement

	     
	      to      
	     

	     
	      to      
	     

	     
	      to      
	     


	Child Safety Needs 

	Describe how safety in placement was assured initially:        
Describe how safety in placement continues to be assured.  Note any concerns expressed by any FST members:       


	Child Permanency and Stability Needs

	Ethnicity?   FORMDROPDOWN 

Eligible for membership in or the biological child of a member of an American Indian tribe?       
Date of notification of tribe?       
Primary language?       
Religious Preference?       
Placed with siblings?       
If no, explain what is being done to place siblings together:       
Least restrictive environment?       
Explain:       
Placement in close proximity to community and family (within 50 miles)?       


	Permanency and Stability Comment:       


	Child Well-Being Needs

	PHYSICAL HEALTH
	Initial Physical (HCY Exam):       
Primary Care Physician:       
Immunizations Current?       
Medical/Dental Conditions (including seizures):   FORMDROPDOWN 

 FORMDROPDOWN 

 FORMDROPDOWN 

Special Needs:    FORMDROPDOWN 

 FORMDROPDOWN 

 FORMDROPDOWN 

Medications:

     
     
     
     
     
Physical Development?    FORMDROPDOWN 

Verbal Development?   FORMDROPDOWN 



	EMOTIONAL HEALTH
	Mental Health Issues/Conditions?       
Behavioral Issues?       
Positive peer relationships?       
Does child/youth have a significant positive relationship with at least one adult?       

Name and relationship to child:       

	OLDER YOUTH 
	For youth age 14+: 

Chafee Foster Care Independence Program (CFCIP) Services referral date:       

Referral to CFCIP will not be made due to youth incapacitation:   FORMCHECKBOX 
yes  Decision date:      
Transitional Living Program has been considered by FST:  FORMCHECKBOX 
yes  FORMCHECKBOX 
no  FORMCHECKBOX 
n/a
Transitional Living Group Home/Scattered Site Services referral date:       
Transitional Living Advocate recommended by Family Support Team:   FORMCHECKBOX 
yes  FORMCHECKBOX 
no  FORMCHECKBOX 
n/a
TLA Start Date:       
Independent Living recommended by Family Support Team:   FORMCHECKBOX 
yes  FORMCHECKBOX 
no  FORMCHECKBOX 
n/a
IL Start Date:          

	EDUCATION
	Name of Current or Most Recent School:       
Address of the  School:       
Highest Grade Level:   FORMDROPDOWN 

Total Credit Hours:    
When did child last attend school?       
Number of School Changes in the Past 6 months:   FORMDROPDOWN 

Educational/Vocational/Post Secondary Interest:       
Date of Most recent IEP:       
Specify Identified Special Education Needs of Child:       
Childcare Arrangements?       
Child receiving First Steps services or other identified developmental services:   FORMDROPDOWN 

History of Truancy:   FORMDROPDOWN 

Safe Schools Act Involvement?   FORMDROPDOWN 


	
	Education Comments:  (Describe educational needs, school behavior, attendance, performance and extra curricular activities.  Describe activities performed to address the child’s educational needs, and reasons for changes in school placements.)

     

	Well-Being Comment Section:      


	SUMMARY OF APPROPRIATENESS OF AND CHILD/YOUTH ADJUSTMENT TO PLACEMENT:

     


	SECTION VII - FST DATA AND RECOMMENDATIONS

	CASE GOAL AND PERMANENCY PLAN
	CONCURRENT PLAN

	Primary Permanency Plan for the child is :

 FORMCHECKBOX 
  Reunification with whom?       

By When?       

Compelling Reasons (no TPR filed):  


     
 FORMCHECKBOX 
  Adoption by whom?       

By When?       

Date TPR Filed:       
 FORMCHECKBOX 
  Guardianship By whom?       

By When?       
 FORMCHECKBOX 
  Placement With Fit and Willing Relative

With whom?       
By When?       
 FORMCHECKBOX 
  Another Planned Permanent Living

      Arrangement

By When?       

Compelling Reasons (preferred 
permanency options not pursued):       
	Concurrent Plan for the child is:

 FORMCHECKBOX 
  Reunification with whom?       

By When?       
 FORMCHECKBOX 
 Adoption by whom?       

By When?       

Date TPR Filed:       
 FORMCHECKBOX 
  Guardianship By whom?       

By When?       
 FORMCHECKBOX 
  Placement With Fit and Willing Relative

With whom?       
By When?       
 FORMCHECKBOX 
  Another Planned Permanent Living 

       Arrangement

By When?       

Compelling Reasons (preferred 
permanency options not pursued):       

	Date ASFA Timeline explained to family:       
  By Whom:        

	Continued Custody/Jurisdiction?       
Trial Home Visit?       
Viisitation Recommendations:       
Other Recommendations or Comments:       


	Date of Next Family Support Team Meeting (FSTM):       
Location Next Family Support Team Meeting (FSTM):       


	PARTICIPATION

	Confidentiality statement: We the undersigned are participants in the FSTM for the       family.  We understand that we have the family’s permission to share information here today that will help the family meet their goals.  We also understand and agree to keep this information confidential pursuant to the confidentiality laws and policies of the State of Missouri.

	Participant Invited
	Relationship to Family
	*Agree with plan?
	Signature signifying attendance and agreement with confidentiality statement

	     
	     
	     
	

	     
	     
	     
	

	     
	     
	     
	

	     
	     
	     
	


	*If indicated do not agree with the case plan, specifically state the nature of disagreement:     


	SECTION VIII – WRITTEN SERVICE AGREEMENT

	GOAL 1:       

	Tasks to accomplish the goal
	Who will do the task?
	Time frame?
	Date

Completed

	1.      
	     
	     
	     

	2.      
	     
	     
	     

	3.      
	     
	     
	     

	4.      
	     
	     
	     


	GOAL 2:       

	Tasks to accomplish the goal
	Who will do the task?
	Time frame?
	Date

Completed

	1.      
	     
	     
	     

	2.      
	     
	     
	     

	3.      
	     
	     
	     

	4.      
	     
	     
	     


	GOAL 3:        

	Tasks to accomplish the goal
	Who will do the task?
	Time frame?
	Date

Completed

	1.      
	     
	     
	     

	2.      
	     
	     
	     

	3.      
	     
	     
	     

	4.      
	     
	     
	     


	
	Family should read and initial each item prior to signing this document.

	 
	I and/or members of my family were involved in the development of the above goals and tasks and
believe my family will benefit from their completion.
I agree with the conditions set forth in this Written Service Agreement. 
I have been notified of and understand my rights with regard to the service provided to me by the   Children's Division.

	
	

	
	

	
	

	Family Signature
	Date

	Worker Signature
	Date
	Supervisor Signature
	Date


MISSOURI DEPARTMENT OF SOCIAL SERVICES


CHILDREN’S DIVISION


Child Assessment and Service Plan (CS-1)
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Case Name -         
                                     Child’s Name -       


