MILWAUKEE COUNTY CHILDREN’S COURT CENTER

DELINQUENCY DIVISION PERMAENCNY PLAN


A Permanency Plan is to be completed for all juveniles who are in or are about to be placed in Out-of-Home Care (i.e., Foster Home, Group Home, RCCY, or Relative Placement).  The plan must be filed with the court within 60 days of the juvenile first being removed from the home and being placed in shelter, with a relative, or an out-of-home care facility.  An updated plan must be submitted to the Court and/or be reviewed through our Administrative Review Panel Process after the juvenile has been in placement 6 months, 12 months, and annually thereafter as long as the juvenile remains in an out-of-home care placement.


This is an:
 FORMCHECKBOX 
  Initial Permanency Plan
 FORMCHECKBOX 
  6 Month Permanency Plan


 FORMCHECKBOX 
  12 Month Permanency Plan
 FORMCHECKBOX 
  Ongoing Permanency Plan

	Honorable Judge:
	     
	CCAP Number:
	     

	Hearing Date (if applicable):
	     
	

	Juvenile’s Name:
	     
	D.O.B.:
	     

	Juvenile’s ID Number:
	
	Probation Number:
	     

	Juvenile’s Pending / Adjudicated Offense(s):
	     

	     


Is there a concurrent CHIPS order or a pending CHIPS action?        FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No

	If so, what is the CHIPS CCAP number:
	     

	Assigned Intake Specialist / Probation Officer / Care Coordinator:
	     


	Date of Permanent Plan:
	     


The Permanent Plan goal for this Juvenile is (check one):


 FORMCHECKBOX 
  Return Home
 FORMCHECKBOX 
  Relative Placement
 FORMCHECKBOX 
  Independent Living
 FORMCHECKBOX 
  Long Term Out-of-Home Care


 FORMCHECKBOX 
  Other (specify):       
	The target date for achieving this plan is:
	     



FAMILY / GUARDIAN INFORMATION

	Mother’s Name:
	     

	Address:
	     

	Telephone:
	     

	Father’s Name:
	     

	Address:
	     

	Telephone:
	     

	Who is Guardian?  (Mother?  Father”  Both?) 
	     


If the parent(s) is/are not the guardian, who is:

	Guardian’s Name:
	     

	Address:
	     

	Telephone:
	     

	Relationship:
	     


If the juvenile has been out of the home for 15 months or more of the last 22 months, has a referral been made to the District Attorney’s office regarding possible TPR proceedings?        FORMCHECKBOX 
  Yes              FORMCHECKBOX 
  No

	If  “Yes,” on what date?
	     


If “No,” please indicate why no referral was made.

· Child is placed with a relative and the relative will provide permanency.  (Provide supporting information.)
	     


· Termination of Parental Rights is not in the juvenile’s best interest.  (Provide supporting information.)
	     


· Reasonable efforts to reunify the family have not been made.  (Provide supporting information.)
	     


· Other

	     


JUVENILE EDUCATION AND MEDICAL INFORMATION

	Name and location of most recently enrolled school:
	     

	     

	Is/was the juvenile in any special programs?  (describe)
	     

	     

	Current grade:
	     

	Summarize any information from school records.  (Include such things as assessments, current and past academic performances,

	behavior issues, progress records, and current and past educational difficulties.)

	     

	Was consideration given in making the current/proposed placement to continuing the school program juvenile was enrolled in before

	placement:

	     


Is the most recent grade report attached?                FORMCHECKBOX 
  Yes                FORMCHECKBOX 
  No

LIST THE NAME AND ADDRESS OF JUVENILE’S HEALTH CARE PROVIDERS:

	Primary Physician’s Name:
	     

	Address:
	     

	Last Seen
	     


	Dentist’s Name:
	     

	Address:
	     

	Last Seen
	     


	Other Provider’s Name:
	     

	Address:
	     

	Last Seen
	     


	Other Provider’s Name:
	     

	Address:
	     

	Last Seen
	     


	Other Provider’s Name:
	     

	Address:
	     

	Last Seen
	     


Summarize significant issues related to juvenile’s medical history and medical problems.  (Include any conditions for which juvenile recently treated and all serious injuries or Illnesses received treatment for in the past, immunizations records, etc.)
	     


LIST ALL CURRENT MEDICATIONS:

	Name of Medication
	Dosage
	Date First Prescribed
	Purpose

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Is juvenile cooperating with taking their current medications?                FORMCHECKBOX 
  Yes                FORMCHECKBOX 
  No

If known, has the juvenile been on other medications in the past?  (List and indicate what these were for, and when and why the juvenile stopped taking them.)

	Name of Medication
	Purpose
	When Terminated
	Why Terminated

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


If known, list any allergies or negative reactions to any medications:
	Allergies / Reactions
	Name of Medication (if any)

	
	

	
	

	
	

	
	


PLACEMENT INFORMATION

CURRENT PLACEMENT:
	Lives with:
	     

	Relationship:
	     

	Address (unless not to be disclosed):
	     


	Type of Home / Institution:
	     

	Date of Current Placement:
	     


List Placements (Name, Address, Dates, Types) prior to current placement since the last referral to Children’s Court Center.

	Name:
	     

	Address:
	     

	Date Placed:
	     
	Type of Placement:
	     


	Name:
	     

	Address:
	     

	Date Placed:
	     
	Type of Placement:
	     


	Name:
	     


	Address:
	     

	Date Placed:
	     
	Type of Placement:
	     


	Name:
	     

	Address:
	     

	Date Placed:
	     
	Type of Placement:
	     


	Name:
	     

	Address:
	     

	Date Placed:
	     
	Type of Placement:
	     


Check all factors considered in the decision to remove and place the juvenile:

 FORMCHECKBOX 

Juvenile without parent or guardian

 FORMCHECKBOX 

Abandonment

 FORMCHECKBOX 

Abuse, or history of abuse

 FORMCHECKBOX 

Juvenile uncontrollable 

 FORMCHECKBOX 

Runaway

 FORMCHECKBOX 

Emotionally disturbed

 FORMCHECKBOX 

Parental absence

 FORMCHECKBOX 

Parent unwilling to provide care

 FORMCHECKBOX 

Neglect, or history of neglect

 FORMCHECKBOX 

Juvenile requests care

 FORMCHECKBOX 

Juvenile Needs Special Treatment in Areas Not Available in Home

 FORMCHECKBOX 

Educational

 FORMCHECKBOX 

Behavioral

 FORMCHECKBOX 

Emotional

 FORMCHECKBOX 

Developmental

 FORMCHECKBOX 

Medical

 FORMCHECKBOX 

Chemical dependency or abuse

 FORMCHECKBOX 

Needed support to protect juvenile in home is unavailable

 FORMCHECKBOX 

Best interest of juvenile

 FORMCHECKBOX 

Community protection

 FORMCHECKBOX 

Lack of adequate / appropriate supervision in the home

 FORMCHECKBOX 

Juvenile at risk of potential harm from own behavior or behavior of others

 FORMCHECKBOX 

Juvenile at risk of retaliation

 FORMCHECKBOX 

Parent is unable to provide care due to: 

 FORMCHECKBOX 

Mental status

 FORMCHECKBOX 

Substance abuse

 FORMCHECKBOX 

Other:       
Give a brief description of circumstances surrounding the removal and placement of this juvenile.

     
Were there any problems with the juvenile’s adjustment to the prior or current placement?

	     


PROPOSED PLACEMENT:
	Name:
	     

	Address (unless not to be disclosed):
	     

	Type of Home / Institution:
	     


Explain why the out-of-home care placement (current and proposed) best meets the needs of the juvenile at this time.  (Address issues of appropriateness and safety.)
	     


Is this placement within 60 miles of the parental home?
        FORMCHECKBOX 
  Yes              FORMCHECKBOX 
  No

If no, why was the juvenile not placed within 60 miles of the parental home.

 FORMCHECKBOX 

Specialized institutional treatment not available within 60 miles

 FORMCHECKBOX 

Specialized treatment foster home not available within 60 miles

 FORMCHECKBOX 

Recommendation that child be removed from the community by      
 FORMCHECKBOX 

Court ordered away from the community 

 FORMCHECKBOX 

Parent(s) moved after juvenile was placed

 FORMCHECKBOX 

Foster parent(s) moved after juvenile was placed

 FORMCHECKBOX 

Other:       
Authority to Place (check one):

	 FORMCHECKBOX 

	Signed Voluntary Agreement
	Date Signed:
	     

	 FORMCHECKBOX 

	Detention Authorization
	Date of Authorization
	     

	 FORMCHECKBOX 

	Disposition Order:
	Date of Order:
	     


RELATIVE PLACEMENT POSSIBILITY:
Is a safe and appropriate placement with a relative available?
        FORMCHECKBOX 
  Yes              FORMCHECKBOX 
  No

If there was a decision to not place the juvenile with an available relative, why was the placement perceived as not safe or appropriate?

	     


If a Native American juvenile:

	Tribal authority to place::
	 FORMCHECKBOX 
  Yes
	Date: 
	     

	
	 FORMCHECKBOX 
  No
	Reason:
	     

	Name of Tribe:
	     

	Address:
	     


SERVICES CONSDIERED, OFFERED, PROVIDED TO JUVENILE/FAMILY TO PERVENT REMOVAL OR RETURN HOME
(Check all that apply; and write date next to service)

	
	Offered/Refused
	Referred
	Provided
	Unavailable
	Not Appropriate

	Deferred Prosecution      
	     
	     
	     
	     
	     

	Consent Decree      
	     
	     
	     
	     
	     

	Parenting Education      
	     
	     
	     
	     
	     

	Probation Services      
	     
	     
	     
	     
	     

	Day Treatment      
	     
	     
	     
	     
	     

	First Time Offender Program      
	     
	     
	     
	     
	     

	Education/Vocation Services      
	     
	     
	     
	     
	     

	Emergency Out-of-Home Care (Respite)      
	     
	     
	     
	     
	     

	Temporary Shelter (Short Term)      
	     
	     
	     
	     
	     

	Health Services Referral      
	     
	     
	     
	     
	     

	Financial Assistance      
	     
	     
	     
	     
	     

	Diversion Programs      
	     
	     
	     
	     
	     

	Anger Management      
	     
	     
	     
	     
	     

	Recreation Program      
	     
	     
	     
	     
	     

	Monitoring      
	     
	     
	     
	     
	     

	Mentoring      
	     
	     
	     
	     
	     

	Family Counseling/Therapy/Evaluation      
	     
	     
	     
	     
	     

	Individual Counseling/Therapy/Evaluation      
	     
	     
	     
	     
	     

	Placement with Relative (Short Term)      
	     
	     
	     
	     
	     

	AODA Counseling/Evaluation      
	     
	     
	     
	     
	     

	Visitation – Supervised      
	     
	     
	     
	     
	     

	Visitation – Unsupervised      
	     
	     
	     
	     
	     

	Transportation Coordination/Funding      
	     
	     
	     
	     
	     

	Other (Explain):       
	     
	     
	     
	     
	     


Must discuss services considered, offered, and provided to prevent removal of or to return juvenile home and their appropriateness on meeting child and family needs.

	     


SERVICES TO BE PROVIDED DURING THE DURATION OF THE ORDER
(If a service is needed, but not available, please indicate by checking the test describing that particular service):
To ensure proper care and treatment of the juvenile including social, emotional, and physical needs:

 FORMCHECKBOX 

Placement with relative

 FORMCHECKBOX 

Placement in licensed foster home

 FORMCHECKBOX 

Placement in licensed group home

 FORMCHECKBOX 

Supervision of placement by probation and services through Wraparound

 FORMCHECKBOX 

Probation Services

 FORMCHECKBOX 

Day Treatment

 FORMCHECKBOX 

Counseling / Therapy for the juvenile (may include foster parents)
 FORMCHECKBOX 

Anger Management

 FORMCHECKBOX 

Referral to appropriate medical care providers

 FORMCHECKBOX 

Family planning

 FORMCHECKBOX 

Independent living skills

 FORMCHECKBOX 

Day Care

 FORMCHECKBOX 

Respite Care

 FORMCHECKBOX 

AODA counseling / evaluation

 FORMCHECKBOX 

Recreational program

 FORMCHECKBOX 

Mentoring

 FORMCHECKBOX 

Monitoring

 FORMCHECKBOX 

Other:       
Services to meet the juvenile’s educational and vocational needs:

 FORMCHECKBOX 

Enrollment in public education system

 FORMCHECKBOX 

Special education plan within public school system – IEP 

 FORMCHECKBOX 

Educational / vocational plan funded / coordinated by Wraparound

 FORMCHECKBOX 

Enrolled in special vocational programming

 FORMCHECKBOX 

Day Treatment

 FORMCHECKBOX 

Alternative school program

 FORMCHECKBOX 

Other:       
Independent living services (age 15 and over – check at least one):

 FORMCHECKBOX 

Not appropriate – returning to parents

 FORMCHECKBOX 

Not appropriate – DD child

 FORMCHECKBOX 

Not appropriate – under 15

 FORMCHECKBOX 

Job readiness

 FORMCHECKBOX 

Referral to school social worker

 FORMCHECKBOX 

Educational planning

 FORMCHECKBOX 

Living arrangement

 FORMCHECKBOX 

Financial planning / assistance

 FORMCHECKBOX 

Other:       
CONDITIONS TO BE MET FOR THE JUVENILE TO RETURN HOME
(Mark all that apply, using M for Mother, F for Father, and B for Both):
Parent to:

(   )
Comply with court orders, including any items in the court order which do not appear in this document

(   )
Attend psychological evaluation / therapy

(   )
Participate in parent education program

(   )
Participate in therapy 

(   )
Abstain from alcohol and other drug use / abuse 

(   )
Participate in AODA counseling / support group 

(   )
Locate housing acceptable to social worker / court 

(   )
Improve / maintain health and sanitation standards 

(   )
Participate in education / vocational skills programming 

(   )
Maintain stable living arrangement (adequate furniture and appliances) 

(   )
Terminate associations deemed not in a juvenile’s / family’s best interest 

(   )
Maintain adequate food supply 

(   )
Make / keep medical appointments and other appointments 

(   )
Cooperate with juvenile visitation plan (regular and successful visits) 

(   )
Be available to social worker and other service providers, including notifying of change in address and/or phone number 

(   )
Abstain from law violations 

(   )
Complete and sign necessary papers, such as consent forms, program referrals, etc. 

(   )
Cooperate in plan for rehabilitation of the child 

(   )
Other:       
Juvenile to:

 FORMCHECKBOX 

Comply with all conditions of court orders

 FORMCHECKBOX 

Attend psychological evaluation / therapy 

 FORMCHECKBOX 

Comply with rules of probation as set forth in the court order 

 FORMCHECKBOX 

Comply with rules of treatment center / group home or foster home

 FORMCHECKBOX 

Attend school regularly 

 FORMCHECKBOX 

Participate in AODA counseling / support groups

 FORMCHECKBOX 

Abstain from alcohol or other drug use / abuse 

 FORMCHECKBOX 

Abstain from law violations 

 FORMCHECKBOX 

Show evidence of improvements in special need area as a result of therapy / treatment 

 FORMCHECKBOX 

Other:       
Agency to:

 FORMCHECKBOX 

Provide services as specified

 FORMCHECKBOX 

Make referral to provider of necessary services 

 FORMCHECKBOX 

Facilitate client utilization of identified services 

____________________________________________________
___________________________________

Intake Specialist / Probation Officer Signature

Date

____________________________________________________
___________________________________

Supervisor’s Signature


Date

Briefly discuss appropriateness of the above services (i.e., why are these services suitable for this juvenile):

	     


Services to improve home so juvenile can return home or obtain alternative permanent placement:

 FORMCHECKBOX 

Day Care

 FORMCHECKBOX 

Respite Care

 FORMCHECKBOX 

Parenting Education

 FORMCHECKBOX 

Transportation coordination / funding

 FORMCHECKBOX 

Homemaking assistance 

 FORMCHECKBOX 

Educational / Vocational services 

 FORMCHECKBOX 

Health services referral

 FORMCHECKBOX 

Financial assistance

 FORMCHECKBOX 

Employment services

 FORMCHECKBOX 

Family planning services 

 FORMCHECKBOX 

Legal services 

 FORMCHECKBOX 

Recreation program 

 FORMCHECKBOX 

Housing 

 FORMCHECKBOX 

Counseling / Therapy / Evaluation

 FORMCHECKBOX 

AODA Counseling / Evaluation 

 FORMCHECKBOX 

Visitation / Supervised visitation

 FORMCHECKBOX 

Exploration of relative resources, including referral to out-of-state agency through Interstate Compact, if necessary

 FORMCHECKBOX 

Other:       
Services to substitute care provider:

 FORMCHECKBOX 

Care management / coordination of services provided

 FORMCHECKBOX 

Participation in permanency planning review 

 FORMCHECKBOX 

Consultation 

 FORMCHECKBOX 

Transportation reimbursement

 FORMCHECKBOX 

Fiscal reimbursement for care / medical care of child 

 FORMCHECKBOX 

Education and training of foster parents to meet special needs of child 

 FORMCHECKBOX 

Other:       
