ATTACHMENT E………………………Targeted Case Management Care Coordination Plan


State of Nevada

Division of Child and Family Services

Targeted Case Management

 Care Coordination Plan

	Child’s Name
	

	Family Name
	

	Team Facilitator
	
	Date
	

	Next CFT Date
	
	Time
	
	Location
	


	Child/Family’s Perception of Current Status:

	

	

	

	


	Goal:  (What are the case management needs for this child and family?)

	

	

	

	


	Criteria for discharge: (Will be the family’s preference for outcomes of service)

	

	

	


Objective (Social-Living arrangement, family/friends/informal supports, financial, legal, spiritual well-being):

__________________________________________________________________

	Action Steps
	Responsible Person
	Target Completion Date

	1. 
	
	

	2
	
	

	3.  
	 
	

	4.
	
	

	5.
	
	

	6.
	
	


	Progress towards objective: ( Active  ( Postponed  ( Achieved  ( Discontinued

Objective Status:   



	

	

	

	


Objective (Emotional-Emotional, behavior, family relationships):

__________________________________________________________________

	Action Steps
	Responsible Person
	Target Completion Date

	1. 
	
	

	2
	
	

	3.  
	 
	

	4.
	
	

	5.
	
	

	6.
	
	


	Progress towards objective: ( Active  ( Postponed  ( Achieved  ( Discontinued

Objective Status:   



	

	

	

	


Objective (Medical-Health concerns, medical issues):

__________________________________________________________________

	Action Steps
	Responsible Person
	Target Completion Date

	1. 
	
	

	2
	
	

	3.  
	 
	

	4.
	
	

	5.
	
	

	6.
	
	


	Progress towards objective: ( Active  ( Postponed  ( Achieved  ( Discontinued

Objective Status:   



	

	

	

	


Objective (Educational-education, vocation, safety):

__________________________________________________________________

	Action Steps
	Responsible Person
	Target Completion Date

	1. 
	
	

	2
	
	

	3.  
	 
	

	4.
	
	

	5.
	
	

	6.
	
	


	Progress towards objective: ( Active  ( Postponed  ( Achieved  ( Discontinued

Objective Status:   



	

	

	

	


Objective (Other):

__________________________________________________________________

	Action Steps
	Responsible Person
	Target Completion Date

	1. 
	
	

	2
	
	

	3.  
	 
	

	4.
	
	

	5.
	
	

	6.
	
	


	Progress towards objective: ( Active  ( Postponed  ( Achieved  ( Discontinued

Objective Status:   



	

	

	

	


	Name
	Relationship to Client
	Agree
	Disagree

	1
	
	
	
	

	2
	
	
	
	

	3
	
	
	
	

	4
	
	
	
	

	5
	
	
	
	

	6
	
	
	
	

	7
	
	
	
	

	8
	
	
	
	

	9
	
	
	
	

	10
	
	
	
	


(  Initial Plan	( Review Plan        (  Transitional Plan  
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