
division of child and Family services

children’s mental health 


Having obtained permission for an on campus or home visit pass with my child, ward or other indicated relationship on the date(s) indicated below; I assume responsibility for my child/youth during this temporary absence from DWTC, Oasis, Adolescent Treatment Center, or Family Learning Homes.  I agree to provide twenty-four hour adult supervision the entire time he/she is absent from the treatment center or treatment home and to administer medication as prescribed by the physician and as directed by nursing staff or treatment home staff. I acknowledge receiving the proper amount of medication, the correct dosage, and information on how and when to administer the medication prior to taking my child on pass.
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