

Department of Children and Family Services

SUPERVISION PLAN

Date of Plan  ________________________  Date Discontinued  ________________________
CHILD’S INFORMATION

Name of Child  ____________________________________  Date of Birth  _______________

Child’s ID  ________________________  Region  __________________

Please check the behavior or condition that may create a risk for this child or for others:

 FORMCHECKBOX 

Impulsive Behavior
 FORMCHECKBOX 

Physical Aggression
 FORMCHECKBOX 

Delinquent Behaviors


 FORMCHECKBOX 

Runaway
 FORMCHECKBOX 

Risk of Harm to Self
 FORMCHECKBOX 

Threat of Harm to Others

 FORMCHECKBOX 

Suicidal Ideation
 FORMCHECKBOX 

Promiscuous Behavior
 FORMCHECKBOX 

Alcohol or Substance Misuse

 FORMCHECKBOX 

Risk of Sexual
 FORMCHECKBOX 

Sexual Behavior
 FORMCHECKBOX 

Psychotropic Medication Use


Victimization

Problem*

or Refusal

 FORMCHECKBOX 

Level of Functioning/
 FORMCHECKBOX 

Medical Condition
 FORMCHECKBOX 

Medication refusal


Cognitive Problem

 FORMCHECKBOX 

Fire Setting
 FORMCHECKBOX 

Animal Abuse
 FORMCHECKBOX 

Other: Describe  _________________





__________________________________

*
Supervision Plan is not valid without the signature of the Sexual Abuse Services Coordinator when this box is checked.

CASEWORKER INFORMATION

Name  ________________________________  Agency  _______________________________

Phone  ____________________________  FAX  ____________________________

Supervisor’s Name  ______________________________________  R/S/F  ________________

PLACEMENT INFORMATION

Caregiver  ____________________________________  Phone  _________________________

Address  ______________________________________________________________________

Placement Date  ________________________

Type of Placement:
 FORMCHECKBOX 

Foster Home
 FORMCHECKBOX 

Residential
 FORMCHECKBOX 

Group Home

 FORMCHECKBOX 

Other  _____________________________________________________

List the names, ages, and sex of other children in the home. If the child is not a ward, write the child’s initials instead of his or her name.

Child’s Name/Initials  _____________________________  Sex  ______  Age  _____   FORMCHECKBOX 
  Ward

Child’s Name/Initials  _____________________________  Sex  ______  Age  _____   FORMCHECKBOX 
  Ward

Child’s Name/Initials  _____________________________  Sex  ______  Age  _____   FORMCHECKBOX 
  Ward

Child’s Name/Initials  _____________________________  Sex  ______  Age  _____   FORMCHECKBOX 
  Ward

Child’s Name/Initials  _____________________________  Sex  ______  Age  _____   FORMCHECKBOX 
  Ward

Are any of the children in the home especially vulnerable because of one of the following factors?

 FORMCHECKBOX 

Physically handicapped
 FORMCHECKBOX 

Mentally Retarded

 FORMCHECKBOX 

History of sexual victimization
 FORMCHECKBOX 

Younger and/or smaller

 FORMCHECKBOX 

History of Sexually Problematic or
 FORMCHECKBOX 

Other


Aggressive Behavior

Check here if caseworkers of all other children in the home have been informed of this child’s risk behaviors
 FORMCHECKBOX 

TREATMENT PROVIDER INFORMATION

Name  ________________________________  Agency  _______________________________

Phone  ____________________________  FAX  ____________________________

Supervisor’s Name  ______________________________________  R/S/F  ________________

Treatment Type:
 FORMCHECKBOX 

Outpatient
 FORMCHECKBOX 

Residential / Group Home

Describe the behavior that requires a written supervision plan:  __________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

Describe the treatment that is being provided to address these risk behaviors:  _____________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

SUPERVISION
Describe how an effective level of supervision will be provided to the child during the following routine activities within the home:

Bedtime / Sleeping:
_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

Bathing / Dressing:
_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

Playtime / Leisure:
_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

List any activities that have been disallowed, such as overnights with others, being unsupervised with younger children, etc.

1. _______________________________________________________________________

2. _______________________________________________________________________

3. _______________________________________________________________________

4. _______________________________________________________________________

Describe recreational activities and opportunities to socialize with peers that will be provided to this child:

1.
___________________________________________  How often?  _________________

2.
___________________________________________  How often?  _________________

3.
___________________________________________  How often?  _________________

4.
___________________________________________  How often?  _________________

5.
___________________________________________  How often?  _________________

PLACEMENT CLEARANCE REQUIREMENTS

(For use only by Sexual Abuse Services Coordinator)


 FORMCHECKBOX 

Should be only child in home.

May be placed with other children who are:

 FORMCHECKBOX 

Males who are ____ or more years older.

 FORMCHECKBOX 

Females who are ____ or more years older.

 FORMCHECKBOX 

No additional children should be placed in the home.

May not be placed with other children who:

 FORMCHECKBOX 

Are physically handicapped or mentally retarded.

 FORMCHECKBOX 

Have a sexual behavior problem.

 FORMCHECKBOX 

Are victims of sexual abuse.

Supervision Plan for  _____________________________________
SIGNATURES

I have been informed of this child’s behavioral problems and his/her need for supervision.  I agree to provide or arrange for supervision as described in this Plan.

Signature of
Placement Provider  ____________________________________  Date  ________________

Others:
_____________________________  Relationship  ______________  Date  ______________
_____________________________  Relationship  ______________  Date  ________________

_____________________________  Relationship  ______________  Date  ______________
_____________________________  Relationship  ______________  Date  ______________
Signatures of Child Welfare Staff

I have reviewed this child’s supervision needs with all persons whose signature appears on Page 6 of this Plan.

Caseworker  ______________________________________  Date  ________________

Supervisor  _______________________________________  Date  ________________

Others:

______________________________  Position  ________________  Date  ______________
______________________________  Position  ________________  Date  ______________
______________________________  Position  ________________  Date  ______________
______________________________  Position  ________________  Date  ______________
Approval of Sexual Abuse Services Coordinator or Designee
______________________________  Region  _________________  Date  ______________
Signature of Ward if Age 12 or Older
__________________________________________________  Date  ______________
Review Dates

Quarterly reviews should be conducted and signed off on by the child’s caseworker on the following dates:

Date  _____________  Caseworker Signature  ________________________________________

Date  _____________  Caseworker Signature  ________________________________________

Date  _____________  Caseworker Signature  ________________________________________

Date  _____________  Caseworker Signature  ________________________________________

