	TREATMENT FOSTER CARE EXTENSION REQUEST

	Michigan Department of Human Services

	

	Child Name:
	Case Number:

	     
	     

	Child DOB:
	TFC Agency:

	     
	     

	TFC Worker:
	Date child entered TFC:

	     
	     

	Date of Request:
	Type of Extension Request:

	     
	 FORMDROPDOWN 


	Referring Worker:
	DHS Monitor (if applicable):

	     
	     

	

	Anticipated Next Placement:
	     

	Expected Discharge date:
	     

	Current Length of Stay:
	     

	Specify reasons for extension request:

	     

	

	Specify services provided to date:

	     

	

	Specify services to be provided to move towards discharge:

	     

	

	TFC Caseworker Signature:
	Date:
	TFC Supervisor Signature
	Date

	
	
	
	     

	DHS Caseworker/Monitor Signature:
	Date:
	DHS Supervisor Signature
	Date

	
	
	
	     

	Approved:
	 FORMCHECKBOX 


	Extension Begin Date
	     
	
	Extension End Date
	     
	

	Request denied:
	 FORMCHECKBOX 


	Reason for denial:

	     

	DHS Director or Designee Signature:
	Date:

	
	     

	Program Office Designee Signature:
	
	Date:

	For extensions beyond 9 months
	
	     

	

	Department of Human Services (DHS) will not discriminate against any individual or group because of race, religion, age, national origin, color, height, weight, marital status, sex, sexual orientation, gender identity or expression, political beliefs or disability. If you need help with reading, writing, hearing, etc., under the Americans with Disabilities Act, you are invited to make your needs known to a DHS office in your area.


CC: Foster Care Program Office Designee, Fax: (517) 241-7047
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