[Insert Agency Letterhead Here]

SAFETY PLAN SERVICES (SPS) 15-DAY SUMMARY REPORT

	Billing Child Name
	
	State ID 
	

	Case ID
	
	
	

	County
	
	
	

	DHS Worker
	
	Summary Report Date
	

	Required frequency of contact
	

	Date 15-Day Report was provided to DHS Worker           
	

	Author of 15-Day Report/Care Coordinator Name
	

	Contractor and Address

	



    DATES OF SERVICE PROVISION
	Date & Time of Referral (DHS Call to Contractor):                          
	Date & Time of Contractor Call to DHS (within 1 hour):

	CONTACTS

	Type of
Contact
	Date & Time 
	Location
	Participants
	Reason for No Contact 
	E-Mail sent within 24 hours for initial contact  on 1st referral, and then by end of the next calendar day of each contact

	1
	|_| INITIAL FACE-TO-
      FACE CONTACT
	
	
	
	
	[bookmark: Check21][bookmark: Check22]|_| YES  |_| NO

	2
	|_| FACE-TO-FACE
|_| PHONE
	
	
	
	
	|_| YES  |_| NO

	3
	|_| FACE-TO-FACE
|_| PHONE
	
	
	
	
	|_| YES  |_| NO

	4
	|_| FACE-TO-FACE
|_| PHONE
	
	
	
	
	|_| YES  |_| NO

	5
	|_| FACE-TO-FACE
|_| PHONE
	
	
	
	
	|_| YES  |_| NO

	6
	|_| FACE-TO-FACE
|_| PHONE
	
	
	
	
	|_| YES  |_| NO

	7
	|_| FACE-TO-FACE
|_| PHONE
	
	
	
	
	|_| YES  |_| NO

	8
	|_| FACE-TO-FACE
|_| PHONE
	
	
	
	
	|_| YES  |_| NO

	9
	|_| FACE-TO-FACE
|_| PHONE
	
	
	
	
	|_| YES  |_| NO

	10
	|_| FACE-TO-FACE
|_| PHONE
	
	
	
	
	|_| YES  |_| NO

	11
	|_| FACE-TO-FACE
|_| PHONE
	
	
	
	
	|_| YES  |_| NO

	12
	|_| FACE-TO-FACE
|_| PHONE
	
	
	
	
	|_| YES  |_| NO

	13
	|_| FACE-TO-FACE
|_| PHONE
	
	
	
	
	|_| YES  |_| NO

	14
	|_| FACE-TO-FACE
|_| PHONE
	
	
	
	
	|_| YES  |_| NO

	15
	|_| FACE-TO-FACE
|_| PHONE
	
	
	
	
	|_| YES  |_| NO



  Summary of Involvement
	Reason referred
	

	Steps taken to address safety concerns
	

	Steps taken to ensure services were culturally sensitive/responsive
	



	FTDM/YTDM  Meeting Attendance
	[bookmark: Check23][bookmark: Check24]|_|  YES     |_|  NO    |_|  N/A
	Date
	

	Court Hearing Attendance
	|_|  YES     |_|  NO    |_|  N/A
	Date
	

	Removal
	[bookmark: _GoBack]|_|  YES     |_|  NO    
	Date
	

	Was there another confirmed or founded report of child abuse that occurred during the provision of service?
	|_|  YES     |_|  NO    
	If yes, list date of report
	



	Crisis Response            

	|_|  YES     |_|  NO    If yes, describe
	



	[bookmark: Check25][bookmark: Check26]Flex Funds Expended  |_| YES   |_| NO   If yes, amount and purpose    
	$       



	Community Resources Engaged  |_| YES   |_| NO   If yes, identify resources
	



  Case Safety Status at Service Termination  
	Threat of Maltreatment
	

	Child Vulnerability
	

	Protective Capacity
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