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	FAMILY REUNIFICATION ASSESSMENT
	DHS Worker Load #:
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	DHS Worker Name:
	     

	
	PS Case #:
	     

	
	PS Case Name:
	     

	
	Court ID#:
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	POS Agency Worker Name:
	     

	
	
	
	

	List the household name for each household assessed, indicating First and Last Name for caretaker, whether this is the household the child(ren) was removed from, in the space provided.  If there is more than one household, complete this entire section and follow instructions to add another household at the end of this section.



	Household Assessed
	     
	Date Completed:
	     

	

	A.  Assessment Completed For:
	 FORMCHECKBOX 
  1. Updated Service Plan
	 FORMCHECKBOX 
  2. Other
	     

	
	
	
	

	A1. CPS Investigation/Preponderance of Evidence Incident This Period?

	Indicate whether there was a CPS investigation of the household during the report period and whether there was a preponderance of evidence in the space provided.  If there was an investigation, describe the allegations and investigation outcome.  Attach a copy of the appropriate CPS report.



	(check one)


	 FORMCHECKBOX 
 1. None
	 FORMCHECKBOX 
 2. Investigation
	 FORMCHECKBOX 
 3. Preponderance of Evidence
	

	
Explain the incident.


	
	
	


	 MACROBUTTON [2] "Click Here and Type" 


	

	


	B. Individual Barrier Reduction:
List the primary barriers to reunification identified on the initial or last needs and strengths assessment and any new primary barrier identified in the needs and strengths reassessment. Evaluate progress for each barrier as Substantial, Partial, Poor or Refused.

	
	Primary Barriers to Reunification

(check one for each barrier)

	Barrier Name and Code
	1

Substantial
	2

Partial
	3

Poor
	4

Refused

	1
	 FORMDROPDOWN 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	2
	 FORMDROPDOWN 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	3
	 FORMDROPDOWN 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



Substantial:  Caretaker(s) successfully met all treatment plan objectives for the identified barrier and routinely demonstrates desired behavior including interactions with children and others. Or

Caretaker(s) actively participating in programs; pursuing objectives detailed in treatment plan and there is significant progress in reducing the identified barrier.  Routinely demonstrates desired behavior including interactions with child(ren) and others.

Partial: Caretaker(s) participating in, or have completed, treatment plan activities with positive progress but barrier resolution is not complete.  Occasionally demonstrates desired behavior including interaction with children and others.

Poor:  Caretaker(s) unable to participate in treatment plan activities and there is minimal or no progress in reducing barriers.  Rarely or never demonstrates desired behavior including interaction with children and others. Or

Caretaker(s) participates in, or has completed, treatment plan activities but there is minimal or no progress in reducing barriers.  Rarely or never demonstrates desired behavior including interaction with children and others.

Refused/ Unavailable:  Caretaker(s) refuses, either verbally or in writing, to participate in treatment plan activities.  Caretaker(s) unavailable to participate in treatment plan activities.

	C. Overall Barrier Reduction:

In the individual barrier section, each identified barrier was assessed separately.  In this section assess the impact of services and rate the household for progress on all identified barriers. Answer the following question:

Has parent/caretaker made progress in addressing barriers that reduce the risk of subsequent harm if the child is returned home?

	 FORMCHECKBOX 

	1.
	Yes, caretaker(s) have substantially reduced barriers.

	 FORMCHECKBOX 

	2.
	Yes, caretaker(s) have made partial progress in reducing barriers.

	 FORMCHECKBOX 

	3.
	No, caretaker(s) progress is poor or they have refused services and barriers have not been reduced.

	D.  Parenting Time Assessment
	1

Substantial
	2

Partial
	3

Poor
	4

Refused

	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



	Evaluate compliance with the parenting time plan as Substantial, Partial, Poor or Refused.  Complete this question only if the child is in out of home placement.

Substantial:  Maintained parenting time schedule and caretaker-child interaction is appropriate throughout all parenting time.

Partial:  Generally maintained parenting time schedule.  Notified agency if could not keep appointment.  No major problems in caretaker behavior or caretaker-child interaction.

Poor:  Failed to maintain parenting time schedule.  Failed to notify if unable to keep appointment one or more times.  There has been poor caretaker-child interaction and/or inappropriate caretaker behavior during parenting time.  Parenting time canceled due to caretaker behavior or the court has ordered no parenting time or the child refuses parenting time.

Refused:  Parent/Caretaker(s) refused to participate in the parenting time plan.



	E. Is safety assessment of this household required?

If the child is in home placement, answer this question based on the results from Overall Barrier Reduction only.  If both barrier reduction and parenting time are at least partial, then a Safety Assessment is required.  If the barrier reduction and/or parenting time are poor, then a Safety Assessment is not required.  If a, b, or c is checked, complete the Safety Assessment (SMI 722.9-B).  If d is checked, do not complete the Safety Assessment and go to Permanency Planning Decision Guidelines below.  Indicate if a Safety Assessment is required in the space provided.

	

	a.
	 FORMCHECKBOX 

	Yes, both (parenting time and overall barrier reduction) are Substantial

	b.
	 FORMCHECKBOX 

	Yes, both (parenting time and overall barrier reduction) are Partial

	c.
	 FORMCHECKBOX 

	Yes, one is Substantial, one is Partial

	d.
	 FORMCHECKBOX 

	No, either is Poor or Refused

	*If 1, 2, or 3 is checked, complete the Safety Assessment.  If 4 is checked, do not complete the Safety Assessment, but complete G below.


	F. Safety Assessment Results

If a Safety Assessment is required, select the results (Safe, Safe with Services, Unsafe) in the space provided.  Briefly describe the reasons for scoring any safety factor and protecting interventions on the Safety Assessment form, DHS-14A.  Attach the completed Safety Assessment to the USP.

	

	1.
	 FORMCHECKBOX 

	Safe
	2.
	 FORMCHECKBOX 

	Safe with Services
	3.
	 FORMCHECKBOX 

	Unsafe
	4.
	 FORMCHECKBOX 

	Not Required

	

	G.  Child Placement/Permanency Plan Recommendation:

	Recommen-

dations applicable to:
	Child

Placement 

(code)
	Change

PP Goal?

(Y/N)
	If Change,

New PP Goal

(code)
	Override

(Y/N)
	If Override,

Reason

(code)

	All Children in case? (check one) If not applicable to all children, list foster care case number and record recommendation for each child below.
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 


	By signing below on behalf of the Department of Human Services we agree to those activities outlined above and will assist the family in their efforts to facilitate the Permanency Planning goal.

	Foster Care Worker’s Name:
	     
	
	

	Foster Care Worker’s Signature:
	
	Date:
	

	Supervisor’s Name:
	     
	
	

	Supervisor’s Signature:
	
	Date:
	

	

	Distribution of Plan:




	 MACROBUTTON [2] "Click Here and Type" 


	


	DHS Local Office Name:
	     
	Date Sent:
	

	

	DHS Local Office Approval:

	Signature:
	
	Date:
	

	Title:
	     
	Date:
	

	     


	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.
	AUTHORITY:  P.A. 280 OF 1939.

RESPONSE:  Voluntary.

PENALTY:  None
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