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State of New Jersey
DEPARTMENT OF CHILDREN AND FAMILIES
Division of Child Protection and Permanency
FAMILY SUMMARY/CASE PLAN/COURT REPORT
STRENGTHS AND NEEDS, DESIRED OUTCOMES AND SPECIFIC ACTIVITIES
	Case Name:        
	Case ID:       
	Case Plan Date:      

	Primary Worker:      
	Supervisor:      


	STRENGTHS AND NEEDS, DESIRED OUTCOMES AND SPECIFIC ACTIVITIES



	Participant(s) Name: 
	     
	DOB:
	     

	     
	     

	Deferred
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No
	If yes, explain why:

	     

	Completed  
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Desired outcome:
	     

	Estimated completion date:
	     

	Specific activity and strategy for achieving desired outcome:

	     

	Specific activity begin date:
	     
	End date:
	     

	How will progress be monitored, evaluated and by whom?

	     

	Service:
	     
	Frequency:
	     

	Resource/Provider:
	     
	 FORMCHECKBOX 

	Congregate care resource
	Other resource:
	     

	Barriers to service delivery:
	     

	Additional outcome information:
	     

	


My initials indicate that I participated in the development of this section of the plan.

Worker Name:        
Worker Initials: 

Date Initialed: 


Supervisor Name:      


Supervisor Initials: 

Date Initialed: 


Parent/Guardian Name:      



Initials: 

Date Initialed: _________________________

Parent/Guardian Name:      



Initials: _______________________________
Date Initialed: _________________________

Child Name:      



Initials: _______________________________
Date Initialed: _________________________

Child Name:      



Initials: _______________________________
Date Initialed: _________________________

Caregiver Name:      



Caregiver Initials: ______________________
Date Initialed: _________________________

Caregiver Name:      



Caregiver Initials: ______________________
Date Initialed: _________________________

Family Member Name/Relationship:      



Initials: 


Date Initialed: 


Family Member Name/Relationship:      


Initials: 

Date Initialed: 


Family Member Name/Relationship:      


Initials: 

Date Initialed: 


Family Member Name/Relationship:      


Initials: 
      
 Date Initialed: 


Out-of-Home Placement Provider Name:      



Initials: ________________________________
Date Initialed: _________________________

Third Party Representative Name:      
Initials: ________________________________
Date Initialed: _________________________

Other Name/Relationship:      



Initials: ________________________________
Date Initialed: _________________________

Other Name/Relationship:      



Initials: ________________________________  
Date Initialed: ________________________

Other Name/Relationship:      



Initials: ________________________________  
Date Initialed: _________________________
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