(R. 1/07)


INDIVIDUAL SUPERVISORY CONSULTATION

PROVIDE CASE

QUARTERLY REVIEW
Case Name: _________________________ TWIST #________________________
Type of Home: 
Adoptive
Advanced

Care Plus


(Circle)
Basic

Med Fragile

Emergency Shelter


County: _______________ Assigned Worker: _____________________________

Today’s Date: ____________ Last Review: ___________ Next Review: _________

Number of OOHC children in the Resource Home:

Total number of children in home (include all foster, bio., and adopted): _________
Is the home over the limit on the number of children allowed?   FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
Date of most recent Annual Strengths/Needs Assessment: ____________________
REVIEW OF ASSESSMENT, CASE PLAN, AND SERVICE PROVISIONS
Date of last face to face contact: 

Review of Training Requirements: 

Review of Placement Exceptions:

Review of any critical incidents or referrals:

Date of most recent signed contract:

REVIEW OF CONTACTS
(include services provided, barriers,  promising practice, include ability of foster parent to connect with birth parents, child specific needs, training needs, etc.)
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

REVIEW OF LAST QUARTER'S ACTION PLAN 

(List each task assigned.  Were assigned tasks completed, referrals made, etc.)

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

NEW ACTION PLAN

(include specific tasks, individuals assigned, timeframes and required follow-up)

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Social Service Worker’s Signature: ___________________ Degree:  _______

Supervisor’s Signature: _____________________________ Degree:  _______

Other Consultant’s Signature: _______________________  Degree:  _______
