Ongoing OOHC Case Consultation Template


Case Name: _________________________ TWIST #__________________

County: _______________ Assigned Worker: ________________________

1. Child’s name __________________________________________________________

Permanency Goal: ___________________________________________________

2. When & why did DCBS get involved with this family?__________________________________________________________________________________________________________________________________  What is the Risk ___________________________________________________________________________________________________________________and 
Safety issues preventing reunification at this time? ____________________________________________________________________________________________________________________ 

3.  From your assessments, what will it take to achieve permanency for the child?
     ________________________________________________________________________
     ________________________________________________________________________
     ________________________________________________________________________

4. Identify all family connections for this child and any non-relative connections in this child’s life that might be considered to promote permanency and/or strengthen a positive future connection?
       ________________________________________________________________________
       ________________________________________________________________________
       ________________________________________________________________________

 5.  What can we do concurrently? (i.e. seeking out relatives, re-approach level of commitment/support, address barriers for the family, evaluate services etc.) ________________________________________________________________________
      _________________________________________________________________________
      _________________________________________________________________________

6.  How can we engage the youth in developing and implementing their plan?          
       _________________________________________________________________________
       _________________________________________________________________________


7.  What Community resources/services will need to be coordinated for the family and/or child prior to reunification to promote ongoing permanency? _________________________________________________________________________
__________________________________________________________________________________________________________________________________________________

Additional Comments:
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
How can we help support you the worker/supervisor?
______________________________________________________________________________________________________________________________________________
ACTION PLAN
(Include specific tasks, individuals assigned, timeframes and required follow-up)
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Social Service Worker’s Signature: ___________________ Degree:  ________

Supervisor’s Signature: __________________________     Degree:  ________

Regional office Signature: _________________________   Degree:  ________

Today’s Date: ______________ Next Review Date: _______________

