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Frank Adoption Center’s Foster Care
Licensing program places a unique emphasis on understanding and
advocating for the safety, celebration and rights of all children,
especially those in the LGBTQ+ community.
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Introduction

If you are a young person aged 12 to 17 years old and have recently entered the foster care
system in North Carolina, or if you are a youth that has been in foster care for some time and
you are approaching your 18th birthday you will want to read this handbook. This handbook
was created for you, with input from youth just like you. It was written to give you answers to
many important questions that you might have about what it means to be in foster care and
what might happen in your future. If you still have questions after you read this handbook,
we encourage you to talk to your child welfare worker. Your child welfare worker will be able
to answer most questions for you.

Frank Adoption Center has existed since 1994, first working to provide adoption services from Eastern
Europe and later, under new leadership and as a “new agency with an old name,” working
internationally. FAC soon gained a reputation as the agency that would consider cases often
deemed too difficult by other agencies. This has meant providing Primary Provider services to US
citizen families that wished to adopt relative children from their home countries; often working in
places that may not typically ‘do’ adoptions; and sometimes working cases that may present a bit of
an extra challenge.

When the opportunity presented itself to become a foster care licensing agency, we knew we
wanted to approach things a bit differently. Statistically, LGBTQ+ children in foster care have higher
rates of trauma, drug use, self-harm, and suicide than cis-gender children in care. In our experience,
this can often be tied to a lack of support in relation to their gender and/or sexual identity, coupled
with all the other ‘stuff’ a child in care has to deal with.

In our role, we will license families that are LGBTQ+ affirming – and more than that, families that are
celebratory, proud, and conscientious of that all-important ‘alphabet’ that accompanies a child
who enters their home. Families will also be cognizant about issues a child in the LGBTQ+ community
may face specific to their gender and/or sexual identity and be knowledgeable about resources
and services available on both a local and national level. We will license families who can not only
claim “ally,” but prove it.

Key Tenants of FAC’s Program:
∞ Gender and sexuality are a felt spectrum
∞ Children are old enough to know how they feel, be it in relation to their chosen name,

pronouns, identity, and/or who they love
∞ Being a member of the LGBTQ+ community is something to be celebrated: these children

have shown incredible strength and bravery in knowing their own needs and typically, in
advocating for themselves from a young age

https://frankadopt.org/
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What, Why, Where, Who, & How:

What is Foster Care?
Foster care is a safe place for you to live while you and your family receive services to help
work out problems. Foster care is meant to provide safe and stable care for you if your parents
cannot.

Why am I in Foster Care?
Children under 18 years old come into foster care for many different reasons. Sometimes
children come into foster care because they have been abused or neglected by their
parents. Other times children come into foster care because their parents are not able to care
for them. Your worker will be able to help you understand why you are in foster care. The most
important thing to know: you are not in care due to any “fault” of your own; children are
meant to be safely cared for by the adults in their lives and if that did not happen for you, it
has nothing to do with who you are, how you feel or the way you act or behave.

Where am I going to stay?
Your worker will collaborate with their supervisor, the court system, and other professionals to
determine what the best placement is for you. Your parents may also have some input and
may be asked to provide information about people that know you who may be able to take
care of you. Remember, your worker is concerned with your safety and well-being. If you have
any questions or concerns about your placement, talk to your worker. There are different kinds
of foster care placement. Your placement depends on the needs of you and your family.

● You may be placed in a foster home or kinship setting with someone that you know or
who is related to you.

● You may be placed into a foster home with licensed (approved) foster parents who
you do not know. This is a family setting and there may be other foster children there or
your foster parents might have their own children.

● You may be placed in a group home. A group home is a place for children who need
more services and supervision than a foster home or kinship placement could provide.

● You may be placed into a therapeutic foster home. This is a special home in which the
foster parents are trained to care for children with emotional, behavioral, or medical
needs.

If you come into foster care just before you turn 18 and you are not able to go home or to another
permanent arrangement by the time you turn 18, you may enter a Supervised Independent Living
placement. Your worker will help you plan for this option if necessary.

How do Foster Parents get Approved?
Foster parents are approved by your county child welfare agency and the state of North
Carolina. Foster parents receive training on how to care for children. They are also trained to
handle special situations with children who may have been abused or neglected. Every foster
home must pass a fire and building safety inspection every two years, have a telephone,
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smoke detectors, and fire extinguishers. The home will have enough room for you to live and
play safely.

Words and People to Know:

Foster Care – A safe place for you to live while you and your family receive services to help work out
problems. Foster care is meant to provide safe and stable care for you if your parents cannot.

County Child Welfare Agency (often referred to as “DSS”) – The county child welfare agency is an
agency that provides a variety of services to children and families in the county where you live. One
job that this agency has is to make sure that children are safe and taken care of. Sometimes this
means placing children outside of their home when their safety and wellbeing cannot be ensured in
their own homes. There are 100 Counties in North Carolina; each county has its own child welfare
agency. The child welfare agency in the county where you live is responsible for making sure that you
are provided for and protected.

Child Welfare Worker (referred to in this handbook as “your worker”) – The child welfare worker is an
employee of the county child welfare agency. They are assigned by the child welfare agency in your
county to provide services to and have regular contact with you and your family while you are in
foster care. Your child welfare worker’s role is to help you, to know you and your family, protect your
safety, protect your rights, answer questions, make service arrangements, make a visitation plan for
you and your family, help you and your family work out issues, and help you make plans for your
future. The child welfare worker will also communicate with your Guardian ad Litem (GAL) and
service providers to ensure your needs are met. Your child welfare worker may also present
information to the court either in writing or in spoken testimony.

Guardian ad Litem (GAL) – The Guardian ad Litem or GAL is a trained volunteer that is appointed by
the court to look after your best interests. Your GAL may share with the Judge, the child welfare
worker, and your attorney what they find out about your needs. Your GAL may visit you or your family
members or may make contact with people important to your case over the telephone.

Judge – The Judge is the person that will hear your family’s case when your child welfare worker, your
parents, (and maybe even you) go to court hearings. The Judge is ultimately responsible for making
decisions about you and your family’s case. Part of the Judge’s responsibility is to make sure that all
your needs are being met.

Attorney – There may be many attorneys involved in your case. The attorney represents particular
people in court, presents information to the Judge, and may ask questions of those who are asked to
testify in your case. You too will have an attorney advocate that is assigned to look out for your best
interests and represent you in court. Your parents will have an attorney and so will the county child
welfare agency.
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Foster Parent – The foster parent or foster parents are people that are approved by the child welfare
agency to provide care for children and youth that are in foster care. You may be placed in an
approved foster home or in another type of out-of-home setting.

Kinship – A placement arrangement that is identified by your parents and approved by the child
welfare agency. If you are in foster care or in the custody of the state of North Carolina, the court
also has to approve this placement. In this type of placement, you live with someone that may be
close to you or your family (such as an aunt, uncle, other relatives) or even with a family friend.

Kinship Provider/Placement – A kinship provider or placement resource is someone that knows you or
your family and is willing to provide care to you. These types of placements have to be approved by
the county child welfare agency and/or the court.

Concurrent Plan – While you are in foster care there will be more than one permanent plan that you,
your parents, your worker, and the court are working on at the same time in order to provide for your
future safety and permanence. A concurrent plan may include both adoption and reunification,
guardianship and reunification, or some other plan and reunification. Your primary plan will likely be
reunification with your family.

Adoption – A permanent legal placement for children who are not able to return to their families. You
may be adopted by your foster parents or another family that you are not related to, or you may be
adopted by a family member. In North Carolina, if you are 12 years of age or older, you must agree
(give consent) to be adopted.

Legal Guardianship or Custody – A placement arrangement in which someone other than your birth
parents (possibly a friend or family member) is given the legal responsibility of providing care for you.
Your worker, the court, or others involved in your case may work towards legal guardianship as a
permanent plan for your safety and well-being.

Reunification – Reunification means that you are reunited with your family. It means that it is safe for
you to go home with your family. The mission of the child welfare agency is for you to be in a
permanent, safe home as quickly as possible. The child welfare agency, your parents, and other
people that are involved in your case will work towards reunification with your family in order to
achieve a permanent home for you. Sometimes other permanent options are needed if it is not safe
for you to return home.

Termination of Parental Rights (TPR) – Sometimes it is not safe for children and youth to
return home to their families. If you will not be safe returning to your family, your parent’s legal right to
you must be stopped or “terminated” so that the court can move forward with an alternative
permanent plan, such as adoption. Your parents have the right to appeal a court decision to
terminate their rights. In some cases, it may be possible for their rights to be given back or
“reinstated.” If you have any questions about what termination of parental rights is, talk to your
worker.
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FOSTER CARE RIGHTS ACKNOWLEDGEMENT
NORTH CAROLINA DIVISION OF SOCIAL SERVICES

According to Federal and State Laws (including P.L. 113-183, P.L. 110-351, P.L. 100-77, S.L.
2013- 326, et cetera), all children and youth in foster care in the state of North Carolina have
the following rights.

1. Right to stay safe and avoid exploitation
All children and youth in foster care have the right to be safe and have the right not to be
abused, neglected, or exploited.

2. Education All children and youth in foster care have the right to participate in a fitting
educational program. All children and youth in foster care have the right to:

○ Remain in the school they were attending when they entered foster care if it is safe to
do so;

○ Be provided with transportation to remain in the school they were attending at the time
they entered foster care; and,

○ Be immediately enrolled in a new school and have their educational records provided
to the school;

3. Health
All children and youth in foster care have the right to receive adequate medical care.

4. Visitation
All children and youth in foster care have the right to visit and communicate with family
members, including brothers and sisters, according to their case plans or court orders.

5. Court participation
All children and youth in foster care have the right to have their opinions heard and to be
included, as much as possible, when any decisions are being made affecting their lives. This
includes participation in court hearings and case planning.

6. Certain documents when Exiting Foster Care
If a young person has been in foster care for 6 months or more and the young person is leaving
foster care when turning 18 or is leaving foster care at an age over 18 chosen by the State, the
young person has the right to be provided with the following documents:

○ Official or Certified copy of their United States birth certificate;
○ A Social Security card;
○ Health insurance information;
○ A copy of their medical records; and,  A driver’s license or identification card issued by

the State
○

I, __________________________________________, have read or have had read to me and understand
the rights described above and I have received a copy of these rights for my records.

______________________________________________________________________________________________
Youth Signature Date
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Policies & Procedures
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Admission Policy

Frank Adoption Center will require that a Pre-Admission Referral Form be completed on the
prospective client prior to their admission to the program. The pre-admission process will include an
interview with the prospective client, the professional making the referral, the parent/guardian, and
any other parties to the client’s case.  However, there may be instances where emergency
placements necessitate an expedited admission process.

The parent/guardian / legal custodian will complete an application and intake study for services to
place the prospective client.

The Executive Director or designee will review all submitted application packets. For the applications
that do not meet the admission criteria or have missing documentation, Frank Adoption Center will
inform the referring party immediately.

The following is a list of items needed to complete the admission screening process:
● most recent psychological and psychiatric report(s) (if applicable)
● most recent Permanency Planning Family Services Agreement (DSS-5240) and/or

Person-Centered Plan
● comprehensive clinical assessment (if applicable)
● educational assessments, records, and summary of recent IEP (if applicable)
● medical history and cumulative health history

Once the initial interview has been held, Frank Adoption Center will make a decision on admitting
the prospective client within 7 days. If the prospective client is approved for admission, the following
items will be needed prior to admission:

● copy of birth certificate
● copy of Medicaid and/or insurance card
● immunization record
● current medical examination (within 12 months prior to admission or within two weeks after

admission)
● copy of court orders
● visitation / contact plan
● current prescribed medication(s) and medication order(s)
● consents for release of information
● permission to seek emergency and routine medical and dental care
● emergency contact information
● authorization to administer non-prescription medication
● consent for audio-visual recording
● signed placement agreement
● dental examination within one year prior to admission or arrangements made within six weeks

after admission
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Client Rights Policy

§ 131D-10.1. Foster Care Children's Bill of Rights

(a) Frank Adoption Center shall develop and implement policies and procedures to protect the
individual rights and dignity of children and families who are provided services by Frank Adoption
Center.
(b) Frank Adoption Center shall guarantee that Foster parents will ensure each foster child:

(1) has clothing to wear that is appropriate to the weather;
(2) is allowed to have personal property;
(3) is encouraged to express opinions on issues concerning care;
(4) is provided care in a manner that recognizes the child's cultural values

and traditions;
(5) is provided the opportunity for spiritual development and is not denied the

right to practice his or her religious beliefs;
(6) is not identified as a foster child in any way;
(7) is not forced to acknowledge dependency on or gratitude to the foster

parents;
(8) is encouraged to contact and have telephone conversations with family

members unless contraindicated in the child's visitation and contact plan;
(9) is provided training and discipline that is appropriate for the child's age,

intelligence, emotional makeup, and past experience;
(10) is not subjected to cruel or abusive punishment, as established in G.S. 7B

101(1) and (15);
(11) is not subjected to corporal punishment;
(12) is not deprived of a meal or contacts with family for punishment or placed

in isolation time-out except when isolation time-out means the removal of
a child to an unlocked room or area from which the child is not physically prevented from
leaving. The foster parent may use isolation time-out as a behavioral control measure when the
foster parent provides it within hearing distance of a foster parent. The length of the isolation
time-out shall be appropriate for the child's age, intelligence, emotional makeup, and past
experiences;

(13) is not subjected to verbal abuse, threats, or humiliating remarks about
himself or herself or his or her family;

(14) is provided a daily routine in the home that promotes a positive mental
health environment and provides an opportunity for normal activities with
time for rest and play;

(15) is provided training in nutrition and personal hygiene. Each child shall be
provided food with nutritional content for normal growth and health. Diets
prescribed by a licensed medical provider shall be provided;

(16) is provided medical care in accordance with the treatment prescribed for
the child;

(17) of mandatory school age, as established in G.S. 115C-378(a), maintains
regular school attendance unless the child has been excused by the
authorities;

(18) is encouraged to participate in neighborhood and group activities, to
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have friends visit the home, and to visit in the homes of friends;
(19) assumes responsibility for himself or herself and for household duties that

are appropriate for the child's age, intelligence, emotional makeup, and past experiences.
Household tasks shall not interfere with school, sleep, or study periods;

(20) is not permitted to do any task that violates child labor laws, as
established in G.S. 95-25.5 and Fair Labor Standards Act (FLSA),
incorporated by reference including subsequent amendments and editions, or not appropriate
for the child's age, intelligence, emotional makeup, and past experiences;

(21) is provided supervision that is appropriate for the child's age, intelligence,
emotional makeup, and experience;

(22) if less than eight years of age or weighs less than 80 pounds, is properly
secured in a child passenger restraint system in accordance with the
manufacturer's instructions;

(23) is protected from disclosure of confidential information about the child or
the child's family. Such confidential information shall not be shared unless
lawfully authorized; and

(24) is encouraged to participate in extracurricular, recreational, enrichment,
cultural and social activities in accordance with G.S. 131D-10.2A.

(c) Frank Adoption Center shall have a policy that prohibits direct involvement by a child in soliciting
funds for Frank Adoption Center.
(d) Frank Adoption Center shall have a policy that prohibits the child's participation in any activities
involving audio or visual recording and research without the voluntary signed, time-limited consent of
the parents, guardian or legal custodian, and the child if 12 years of age or older.
(e) Frank Adoption Center shall ensure that information about AIDS or related conditions is disclosed
only in accordance with the communicable disease laws specified in G.S. 130A-143

Confidentiality Policy See p. 69 for agreement

North Carolina General Statute 7B-2901(b) states that information contained in social services’
records of children in protective custody is confidential, and that, in the best interests of the juvenile,
such information should be protected from public inspection. These records may only be examined
by order of the court; the exception to this rule is that the child’s guardian ad litem (GAL) and the
child him or herself has the right to see these records. This information is protected because of the
child and family’s right to privacy. Policy limits the sharing of information regarding children in foster
care based on that individual’s need to know the information in order to administer foster care
services.

In order to care properly for a child being placed in their home, foster parents, relatives, or other
foster care providers do need to know as much information as possible regarding the reason for the
child’s placement and the needs of the child. Confidential information specific to the family’s
struggles should not be shared unless that information has an impact on the child.

Foster parents or relative staff shall in no way violate within the community the confidential nature of
the child’s situation or the circumstances of his/her birth parents. Also refer to the Confidentiality
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Agreement Form that you sign stating you agree to keep matters confidential and to discuss them
only with the appropriate agency staff members, or other professionals designated by the agency.

In addition, Frank Adoption Center prohibits the use of social media to share information or pictures
regarding foster children.

Foster parents who wrongfully release information can lose their foster care license. We do not discuss
the names of the children or their families or reasons why they are in foster care unless it is
appropriate.

When is it appropriate to share confidential information?
Before you reveal any type of personal or confidential information about a foster child or family,
you should ask yourself three questions:

1. Does the other person need to know this information?
2. Is it in the best interest of the foster child for the other person to have this information?
3. Does the law permit the other person to have this information, or is there a special professional

relationship that obliges that person to preserve the confidentiality of the information?

If the answer to each of these questions is “yes” you are probably safe in disclosing the information.
If the answer is “no” you probably shouldn’t. Follow these three standards:

The “Need to Know” Standard—You should never reveal information just to satisfy someone’s curiosity.
Share only enough information to serve your purpose.

The “Best Interests” Standard—To decide whether it’s in the best interest of the foster child for the
other person to have the confidential information, you need to weigh the child’s and the family’s
privacy interests against other interests, such as the safety and therapy needs of the child and others.

The “Legal Privilege” Standard—Generally speaking, you should not reveal confidential information
unless a statute specifically authorizes the other person to obtain the information, or unless the other
person has a professional relationship that creates a special legal obligation to preserve the
confidentiality of that information. The following professionals have a special legal obligation to
preserve confidentiality about your foster child: other foster/adoptive/kinship parents in your support
group, physicians who are providing medical care for the foster child, and social workers and mental
health therapists who are providing services for your foster child.

Discipline Policy

(a) Frank Adoptions Discipline Policy is as follows:
(1) Foster parents/ guardians will not subject any child placed in the home to cruel or

abusive punishment as established in G.S. 7B 101(1) and (15);
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(2) Foster parents/ guardians will not subject any child placed in my home to corporal
punishment, which includes, but is not limited to hitting, spanking, slapping, physical
exercise as punishment, and inappropriate physical labor as punishment;

(3) Foster parents/ guardians will not deprive any child placed in my home of a meal or
contact with family as punishment;

(4) Foster parents/ guardians will not place any child placed in their home in isolation
time-out except when isolation time-out means the removal of a child to an unlocked
room or area from which the child is not physically prevented from leaving. (The foster
parent may use isolation time-out as a behavioral control measure when the foster
parent provides it within hearing distance of a foster parent. The length of the isolation
time-out shall be appropriate for the child’s age, intelligence, emotional makeup, and
past experiences)

(5) Foster parents/ guardians will not subject any child placed in their home to verbal
abuse, threats, or humiliating remarks about himself/herself or his/her family;

(6) Foster parents/ guardians will provide training and discipline that is appropriate for the
child’s age, intelligence, emotional makeup, and past experiences.

Physical Restraint Policy

Frank Adoption Center prohibits the use of physical restraints by staff and foster parents.

Abuse and Neglect Policy

Suspected abuse or neglect of a child in a foster home supervised by the agency involving staff,
subcontractors, volunteers, interns or foster parents, or anyone else involved in providing care or
services for a child will be reported immediately to the local county department of social services
and Executive Director of Frank Adoption Center.  Foster Parents shall be required to immediately
notify their supervising agency when they are being investigated by the local county department of
social services for suspected abuse or neglect of a foster child, adopted child, biological child, or
any other child for whom they are the caretaker.  The Executive Director or his/her designee will notify
the parents, guardian, or legal custodian of the incident and pending investigation.  The agency will
record the incident on a Critical Incident Report developed by the licensing authority and submit the
critical incident report to the licensing authority within 72 hours of the incident.

Frank Adoption Center will cooperate with the department of social services to conduct the child
protective services investigation.  The agency will cooperate with the Safety Plan and/or Protection
Plan developed by the department of social services conducting the child protective services
investigation in order to prevent a recurrence of the alleged incident pending the investigative
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assessment.   If the allegations involve the foster parents or other adults in the foster home, the
decision concerning the removal of the “victim” child and other children in the home will be made
by the county department of social services conducting the investigation.

If abuse or neglect is substantiated against the foster parents or other adults in the foster home the
agency will work with the licensing authority to determine whether a recommendation for revocation
of the foster home license is warranted.

After the case decision is made by the department of social services, policies and procedures will be
reviewed by the agency to determine whether there is a need for revision to agency policy in order
to reduce the risks for future occurrences.  The agency will submit written notification to the licensing
authority within 72 hours of the case decided by the county department of social services.

Another important aspect to be prepared for when fostering is having a CPS report written about you
as a foster parent. When this happens (yes when not if), it is important not to panic.  This is a common
occurrence that happens to foster parents, often because the foster child is having a hard time
adjusting to the new environment of your home and new rules.  Just remember to breathe, be
empathetic and compassionate, and work with your social worker to find the best solution to any
issues brought up.  You’re still doing a great job and this is all part of the process of learning!

Search Procedure See p. 94 for log

Foster parent(s) licensed with Frank Adoption Center will adhere to the written policies and
procedures for conducting searches of children’s rooms and possessions. The following policies and
procedures will be discussed with the parents, guardian, or legal custodian and child prior to or upon
placement. Frank Adoption Center will ensure that each client it serves will be free from unwarranted
invasion of privacy.

ACCEPTED REASONS FOR SEARCHES:

Foster parent(s) are authorized to conduct searches of client(s) rooms and possessions if the following
conditions exist:

● There is reasonable suspicion of drugs or drug paraphernalia present.
● There is reasonable suspicion of a dangerous weapon that could be utilized to endanger the

client or someone else.
● There is reasonable suspicion of adult literature or materials.
● The client is suspected of concealing stolen property or contraband.
● In situations where the foster parent(s) believe there is an immediate health and safety

concern for the client, the foster parent(s) will contact Frank Adoption Center for guidance
before initiating a search.

PERSON(S) ALLOWED TO CONDUCT SEARCHES:
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Foster parent(s) licensed with Frank Adoption Center who have reviewed the agency’s search
policies and procedures are authorized to conduct searches of client’s rooms and possessions
placed in their care.

PROCEDURE FOR SEARCHES:

Prior to the foster parent(s) conducting a search, the client must be given an opportunity to
voluntarily relinquish the suspected item to the foster parent(s). If the client refuses, the foster
parent(s) are authorized to proceed with the search for suspected items.

AREAS APPROVED FOR SEARCHES:

Foster parent(s) are authorized to search all areas of the living environment and the client’s room
including the contents of the client’s possessions such as electronic devices, book bags, purses, or
similar items. Foster parent(s) are also authorized to request that the client remove his/her outer jacket
and remove items from clothing pockets.  Foster parents(s) are not authorized to personally search a
client’s clothing pockets, conduct body cavity searches or strip searches.

DOCUMENTATION OF SEARCHES:

All client searches and results of searches will be documented to include the date and time the
search was conducted, the action taken by the foster parent(s) and the agency, name of the foster
parent(s), date and time the agency was informed of the search, and the date and time child’s
parents, guardian or legal custodian was notified of the search.  This documentation shall be
maintained in the client’s record.

NOTIFICATION OF CLIENT SEARCHES:

Once a search is conducted, the foster parent(s) will notify Frank Adoption Center by telephone call
and provide a written copy of the search report within 48 hours of the search. For searches that result
in law enforcement involvement, Frank Adoption Center will be notified by the foster parent(s) within
24 hours of the search.

Frank Adoption Center will notify the client’s parent(s), guardian, or legal custodian of the search
within 24 hours of receiving notification from the foster parent(s).  For searches that result in law
enforcement involvement, the parents, guardians, or legal custodians will be notified within 24 hours
of the search. A written copy of the search report will be furnished upon request.

DISPOSAL OF SEIZED PROPERTY:
All attempts will be made to return all seized items to the rightful owner if possible. All illegal items will
be turned over to the appropriate law enforcement agency. All other items will be disposed of by the
foster parent or Frank Adoption Center.
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Grievance Procedure See p. 71 for form

(a)   Frank Adoption Center’s Grievance Policy is designed to permit any client the right to lodge a
signed and dated complaint about any of the services or activities of this agency or persons involved
with this agency that are believed to be inconsistent with state or federal laws and regulations or
standards of accreditations that pertain to Frank Adoption Center. All complaints must be filed in
accordance with Hague Convention regulations.
There are two types of grievances: formal and informal:

(1) Informal Grievance:
(a) Frank Adoption Center urges all clients first to make an informal complaint before filing a formal

grievance. To do so, please contact the agency’s Executive Director and clearly explain the
issue. Allow time to talk about the problem, for the agency to seek additional advice if needed,
and to work with the agency to form a plan for moving forward in the best way possible for all
involved parties.

(2) Formal Grievance* (“Complaint”):
(a) In the event that an informal grievance does not result in a satisfactory solution to the problem,

or the client feels an informal discussion is not the best course of action, a formal grievance
may be filed. The following steps are to be followed when filing a formal grievance:

(i) The person bringing forward the complaint should do so in a signed, dated, and written
format. 2. Written complaints should be submitted to the Executive Director via US Postal
Mail. Should the complaint be directly related to the Executive Director, the written
complaint should be directed to the  Board of Directors’ President.

(ii) All written complaints submitted to either the Frank Adoption Center Executive Director,
or the Board of Directors' President,  must be forwarded by the director or the president
to the remaining Board within 3 business days of receiving the complaint to solicit their
input. The Board must provide their input to the Director or within 5 business days after
receiving the complaint. They will determine if a full review by the Board of Directors is
required prior to formalizing and sending a written response to the complaint.

(iii) The Executive Director, or Board of Directors’ President, must respond in writing to
complaints received within 30 business days of receipt, and provide expedited review of
such complaints that are time-sensitive or that involve allegations of fraud.

(iv) The written response will include the steps taken to investigate and respond to the
complaint.

(b) All written complaints and responses will be reviewed at the next regularly scheduled Board of
Directors' meeting

(b)  Frank Adoption Center will not take any action to discourage a client or prospective client from,
or retaliate against a client or prospective client for making a complaint; expressing a grievance;
providing information in writing or interviews to an accrediting entity on the agency’s performance,
or questioning the conduct of or expressing an opinion about the performance of Frank Adoption
Center.
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Critical Incident Reporting Policy See p. 73for form

(a) Frank Adoption Center shall have written policies and procedures for reporting critical incidents
on the DSS – 5281 form following NCDHHS guidelines.
(b) Frank Adoption Center shall follow policies and procedures for handling any suspected incidents
of abuse or neglect of a child involving staff, subcontractors, volunteers, interns, or foster parents in a
foster home supervised by Frank Adoption Center. The policies and procedures shall include:

(1) a provision for reporting any suspicion of abuse or neglect to the appropriate county
department of social services for investigation;

(2) a provision for recording any suspected incident of abuse or neglect and for reporting it to the
executive director or to the governing body;

(3) a provision for notifying parents, guardian, or legal custodian;
(4) a provision for preventing a recurrence of the alleged incident pending the investigative

assessment;
(5) a policy concerning personnel action to be taken when the incident involves a staff member,

subcontractor, volunteer, or intern;
(6) a policy concerning the action to be taken when the incident involves a foster parent;
(7) a provision for submitting a critical incident report to the licensing authority within 72 hours of the

incident being accepted for an investigation by a county department of social services; and
(8) a provision for submitting written notification to the licensing authority within 72 hours of the case

decision by the county department of social services conducting the investigative assessment.
(c) Critical incident reports shall be submitted to the licensing authority by the executive director or
his or her designee on a form provided by the licensing authority within 72 hours of the critical
incident. Critical incidents involving a child in placement in a foster home supervised by Frank
Adoption Center shall include the following:

(1) a death of a child;
(2) reports of abuse and neglect;
(3) an admission to a hospital;
(4) a suicide attempt;
(5) a runaway lasting more than 24 hours; and
(6) an arrest for violations of state, municipal, county or federal laws.

(d)  Documentation of critical incidents shall include:
(1) the name of child or children involved;
(2) the date and time of incident;
(3) a brief description of incident;
(4) the action taken by staff;
(5) a need for medical attention;
(6) the name of staff involved and person completing the report;
(7) the name of child's parent, guardian or legal custodian who was notified and the date and time

of notification; and
(8) the approval of supervisory or administrative staff reviewing the report.

(e) If there is a death of a child in placement in a foster home supervised by Frank Adoption Center,
the executive director or his or her designee shall notify the parent, guardian, or legal custodian and
the licensing authority within 72 hours of the death of the child.
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(f) Critical incident reports shall be maintained in a manner consistent with Frank Adoption Center's
risk management policies and shall include clinical decisions and activities undertaken to identify,
evaluate, and reduce the risk of injury to clients, staff, and visitors and reduce the risk of loss to Frank
Adoption Center and shall be made available to the licensing authority upon request.
(g)  When a foster parent determines that a foster child under the age of 18 is missing, they shall
notify the appropriate law enforcement authority within 24 hours.

Normalcy Policy See p. 70 for RPPS

In response to federal legislation (Public Law 113-183), North Carolina passed Senate Bill 423, also
known as the “Foster Care Family Act.” According to this law, foster parents and group homes must
use the reasonable and prudent parent standard when deciding whether children and youth in
foster care can participate in normal childhood activities. The reasonable and prudent parent
standard means the standard characterized by careful and sensible parental decisions that maintain
the health, safety, and best interests of a child while at the same time encouraging the emotional
and developmental growth of the child, that a caregiver shall use when determining whether to
allow a child in foster care under the responsibility of a county Department of Social Services to
participate in extracurricular, enrichment, cultural, and social activities. Normal childhood activities
include, but are not limited to, extracurricular, enrichment, and social activities, and may include
overnight activities outside the direct supervision of the caregiver for a period of over 24 hours and up
to 72 hours.

10A NCAC 70F .0214 NORMALCY FOR FOSTER CHILDREN
(a) Child placing agencies and residential maternity homes shall develop and follow policies and

procedures to implement the reasonable and prudent parent standard established in G.S.
131D-10.2A.

(b) Frank Adoption Center’s Normalcy Policy states that:
(1) Foster Parents are the designated officials to apply the reasonable and prudent parenting

standard when determining whether to allow the child or youth in their care to participate in
extracurricular, enrichment, cultural and social activities.

(2) Frank Adoption Center is responsible for the completion of the documentation of any
reasonable and prudent parenting standard decision. This documentation shall be maintained
in the child and youth’s confidential record.

(3) Frank Adoption Center shall provide child-placing agency staff training, supervision, and support
in implementing the reasonable and prudent parenting standard.

(4) Frank Adoption Center shall provide foster parents training in the reasonable and prudent
parenting standard established in NC G.S. 131D-10.2A during preservice. This training shall
include the utilization of North Carolina’s Reasonable and Prudent Parenting Activities Guide
and Applying the Reasonable and Prudent Parenting Standard Tool.

(5) Frank Adoption Center shall provide supervision and support to foster parents in implementing
the reasonable and prudent parenting standard.

The reasonable and prudent parent standard is characterized by careful and sensible parental
decisions that maintain the health, safety, and best interests of a child while at the same time
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encouraging the emotional and developmental growth of the child participating in extracurricular,
enrichment, cultural, and social activities.
The goals of the reasonable and prudent parent standard are to:

● Provide children in foster care with a “normal” life experience
● Empower foster care providers (homes, group homes, facilities) to encourage children to

engage in extracurricular activities that promote child well-being
● Allow foster care providers (homes, group homes, facilities) the ability to make reasonable

parenting decisions without waiting to obtain additional permissions from the custodial case
manager or the Child and Family Team (Ex: field trip permissions, attendance at school
functions, carpools, etc.)

When using the reasonable and prudent parent standard, providers should consider:
● The child’s age, maturity and developmental level;
● Potential risk factors of participating in the activity;
● The child’s best interest;
● Whether or not the activity will encourage the child’s emotional and developmental growth;

and
● Whether or not the activity will offer the child a family-like living experience

Normalcy is giving children in foster care the opportunity to engage in typical growth and
development. This includes participation in age-appropriate activities, responsibilities, and life skills.

Age-appropriate activities are events generally accepted as suitable for children of the same
chronological age or level of maturity. Age appropriateness is based on the development of
cognitive, emotional, physical, and behavioral capacity that is typical for an age group.

Example: It may be age-appropriate and “normal” for a 14-year-old to go to a school ball game
without parental supervision. It may not be age-appropriate and “normal” for a 14-year-old to go
camping with friends without parental supervision.

In an effort to make decisions in the best interest of the child, it is important to engage the child to
understand their desire and abilities. Foster care providers may have personal beliefs that would
influence participation in requested activities. Foster care providers may also review requirements for
safety measures such as helmets, life jackets, and adult supervision. The Child and Family Team is a
resource in finalizing decisions that may present risk.

Typical Activity Requests:
Foster children request permission to participate in various activities. Requests that seem “normal” to
young people may include but are not limited to:

● Extra-curricular activities (participate in
school sports, band, theater, etc.)

● School-related activities (attend the
dance, ball game, field trip, etc.)

● Working – Babysitting
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● Using a cell phone
● Staying up late
● Watching television
● Uthe internet – social media
● Dating
● Driving
● Playing video games
● Attending summer camp (sports, Boy

Scouts, etc.)
● Riding in a vehicle with others

● Sleepovers
● Vacations (in-and-out of state)
● Haircuts/tattoos/piercings
● Operating an ATV or snowmobile
● Boating
● Hunting
● Rodeo
● Water sports
● Snow skiing/Snowboarding

High-Risk Activities: The child’s custodian has the discretion to approve the child’s participation in
what may be considered high-risk activities; i.e. skiing, hunting, horseback riding, BMX dirt bike racing,
etc. This decision should be made through discussions at the Child and Family Team meeting. It is
recommended that the child attend any safety course available that may relate to the activity prior
to participating in the activity; i.e. hunter’s safety, rider’s safety training, etc. Approval should be
documented in the child’s case file.

Medication Administration Policy See p. 92 for MAR

(1) Medication:
(a) administer prescription drugs to a child only on the written order of a person authorized by law to

prescribe drugs;
(b) allow prescription medications to be self-administered by children only when authorized in

writing by the child's licensed medical provider;
(c) allow non-prescription medications to be administered to a child taking prescription medications

only when authorized by the child's licensed medical provider; allow non-prescription
medications to be administered to a child not taking prescription medication, with the
authorization of the parents, guardian, legal custodian, or licensed medical provider;

(d) allow injections to be administered by unlicensed persons who have been trained by a
registered nurse, pharmacist, or other person allowed by law to train unlicensed persons to
administer injections.

(e) ensure that each child started or maintained on a medication by a licensed medical provider
receives either oral or written education regarding the prescribed medication by the licensed
medical provider or his or her designee. In instances where the ability of the child to understand
the education is questionable, as determined by a licensed medical or mental health provider,
Frank Adoption Center shall ensure that a responsible person receives either oral or written
education regarding the prescribed medication by the licensed medical provider or his or her
designee and provides either oral or written instructions to the child. Frank Adoption Center shall
ensure that the medication education provided is sufficient to enable the child or other
responsible person to make an informed consent, to safely administer the medication, and to
encourage compliance with the prescribed regimen.

(2) Medication Dispensing:
(a) Medications shall be dispensed only on the written order of a physician or other practitioner

licensed to prescribe.
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(b) Dispensing shall be restricted to registered pharmacists, physicians, or other health care
practitioners authorized by law and registered with the North Carolina Board of Pharmacy. If a
permit to operate a pharmacy is not required, a nurse or other designated person may assist a
physician or other health care practitioner with dispensing so long as the final label, container,
and its contents are physically checked and approved by the authorized person prior to
dispensing.

(c) Other than for emergency use, facilities shall not possess a stock of prescription legend drugs for
the purpose of dispensing without hiring a pharmacist and obtaining a permit from the NC Board
of Pharmacy. Physicians may keep a small locked supply of prescription drug samples. Samples
shall be dispensed, packaged, and labeled in accordance with state law and this Rule.

(3) Medication Packaging and Labeling
(a) Non-prescription drug containers not dispensed by a pharmacist shall retain the manufacturer's

label with expiration dates clearly visible;
(b) Prescription medications, whether purchased or obtained as samples, shall be dispensed in

tamper-resistant packaging that will minimize the risk of accidental ingestion by children. Such
packaging includes plastic or glass bottles/vials with tamper-resistant caps, or in the case of
unit-of-use packaged drugs, a zip-lock plastic bag may be adequate;

(c) The packaging label of each prescription drug dispensed must include the following: (A) the
client's name; (B) the prescriber's name; (C) the current dispensing date; (D) clear directions for
self-administration; (E) the name, strength, quantity, and expiration date of the prescribed drug;
and (F) the name, address, and phone number of the pharmacy or dispensing location, and the
name of the dispensing practitioner.

(4) Medication storage requirements:
(a) store prescription and over-the-counter medications in a locked cabinet in a clean, well-lighted,

well-ventilated room other than bathrooms, kitchen, or utility room between 59º F (15º C) and 86º
F (30º C);

(b) store medications in a refrigerator, if required, between 36º F (2º C) and 46º F (8º C). If the
refrigerator is used for food items, medications shall be kept in a separate, locked compartment
or container within the refrigerator; and

(c) store prescription medications separately for each child.
(5) Psychotropic medication review requirements:

(a) arrange for any child receiving psychotropic medications to have his/her drug regimen
reviewed by the child's licensed medical provider at least every six months

(b) report the findings of the drug regimen review to Frank Adoption Center; and
(c) document the drug review in the MAR along with any prescribed changes.

(6) Medication errors:
(a) report drug administration errors or adverse drug reactions to a licensed medical provider or

pharmacist; and
(b) document the drug administered and the drug reaction in the MAR.

(7) Documentation requirements:
(a) maintain a Medication Administration Record (MAR) for each child that documents all

medications administered.
(b) record in a Medication Administration Record (MAR) provided by Frank Adoption Center all

drugs administered to each child. The MAR shall include the child's name; name, strength, and
quantity of the drug; instructions for administering the drug; date and time the drug is
administered, discontinued, or returned to Frank Adoption Center or person legally authorized to
remove the child from foster care; name or initials of person administering or returning the drug;
child requests for changes or clarifications concerning medications; medication errors; adverse
drug reactions and child's refusal of any drug.
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(c) obtain evidence of each medication order (copy of written prescription, pharmacy pamphlet,
pharmacy prescription list, EMR print out of physician visit containing orders all of which must
contain the name of the drug, strength, quantity, and dosing instructions)

(d) obtain copies of lab tests.
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Client Forms
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APPLICATION FOR SERVICE / INTAKE STUDY

To (Name of Agency):______________________________________________________________________________________

Application For: ❐ Therapeutic Foster Care ❐ Family Foster Care ❐ Residential Child Care

From (person/agency making application): _________________________________________________________________

____________________________________________________________________________________________________________
(Print the name of the person making the application and the name of the agency the person represents.)

Relationship to Child: _______________________________________________________________________________________

This complete application, with supporting documentation, provides the information necessary to decide
whether to admit the child to FAC’s foster program. If the child is admitted, the documents relating specifically
to admission will be required. If additional space is needed for any question, add an extra sheet or write on the
back of the application (be sure to give a question number for reference).

I. FAMILY INFORMATION

CHILD:
1) Child’s Full Name:________________________________________________________________________________________

2) Prefers to be called:______________________________________________________________________________________

3) Date of Birth: _____________________________ Verified? ❐Yes ❐No

4a) Sex: ❐Male ❐ Female 4b) Gender: ____________________________

5) Race:_____________________________  Ethnicity: __________________________________

6) Place of Birth (city):________________________________ (county):________________   (state or country):__________

7) Currently Living With: ❐Biological Parents ❐Relative ❐Foster Family ❐Other  (Specify):__________________

BIOLOGICAL PARENTS:

8) Father's Full Name:_______________________________________________________________________________________

9) Address:_________________________________________________________________________________________________

City:_____________________________________________ State:_______________________ Zip:_________________________

10) Phone Number: ______________________________________ Email: ___________________________________________

11) Date of Birth: ____________________________________ 12) Date of Death: ____________________________________
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13) Marital Status: __________________________________________________________________________________________

14) Race: __________________________________________ 15) Religion: ___________________________________________

16) Mother's Full Name:_____________________________________________________________________________________

17) Address:________________________________________________________________________________________________

City:______________________________________________ State:_______________________ Zip:________________________

18) Phone Number: ______________________________________ Email: ___________________________________________

19) Date of Birth: ____________________________________ 20) Date of Death: ____________________________________

21) Marital Status: __________________________________________________________________________________________

22) Race: __________________________________________ 23) Religion: ___________________________________________

CURRENT PARENTAL RELATIONSHIPS: (The person(s), if other than biological parents, who will be working in a
parental capacity with the child while in care):

24) Full Name:_______________________________________________________ Date of Birth: _________________________

25) Relationship to Child: ❐ Step ❐ Adoptive ❐Other
(Specify):___________________________________________

26) Address:________________________________________________________________________________________________

City:______________________________________________ State:_______________________ Zip:________________________

27) Phone Number: ________________________________________________________________________________________

28) Full Name:_______________________________________________________ Date of Birth: _________________________

29) Relationship to Child: ❐ Step ❐ Adoptive ❐Other
(Specify):____________________________________________

30) Address:________________________________________________________________________________________________

City:______________________________________________ State:_______________________ Zip:________________________

31) Phone Number: ________________________________________________________________________________________

32) Have proceedings been initiated to terminate parental rights for this child's:

Mother: ❐ YES ❐ NO If yes, date: __________________________________________________________________
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Father: ❐ YES ❐ NO If yes, date: __________________________________________________________________

33) Has this child been adopted? ❐ YES ❐ NO If yes, finalization
date(s):_________________________________

CHILD'S SIBLINGS (Include all half siblings, step siblings, adoptive siblings)

34) Name:___________________________________________________________ Date of Birth: _________________________

Address:___________________________________________________________________________________________________

City:________________________________________________  State:____________________  Zip:________________________

Phone Number: ____________________________________________________________________________________________

Relationship:_______________________________________ Presently Living with:____________________________________

Name:____________________________________________________________ Date of Birth: ___________________________

Address:___________________________________________________________________________________________________

City:________________________________________________  State:____________________  Zip:________________________

Phone Number: ____________________________________________________________________________________________

Relationship:_______________________________________ Presently Living with:____________________________________

Name:____________________________________________________________ Date of Birth: ___________________________

Address:___________________________________________________________________________________________________

City:________________________________________________  State:____________________  Zip:________________________

Phone Number: ____________________________________________________________________________________________

Relationship:_______________________________________ Presently Living with:____________________________________

Name:____________________________________________________________ Date of Birth: ___________________________

Address:___________________________________________________________________________________________________

City:________________________________________________  State:____________________  Zip:________________________

Phone Number: ____________________________________________________________________________________________

Relationship:_______________________________________ Presently Living with:____________________________________

OTHER RELATIVES:
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35) Name:____________________________________________________________ Date of Birth: ________________________

Address:___________________________________________________________________________________________________
City:________________________________________________  State:____________________  Zip:________________________

Phone Number: _____________________________________ Relationship:__________________________________________

Name:____________________________________________________________ Date of Birth: ___________________________

Address:___________________________________________________________________________________________________

City:________________________________________________  State:____________________  Zip:________________________

Phone Number: _____________________________________ Relationship:__________________________________________

Name:____________________________________________________________ Date of Birth: ___________________________

Address:___________________________________________________________________________________________________

City:________________________________________________  State:____________________  Zip:________________________

Phone Number: _____________________________________ Relationship:__________________________________________

Name:____________________________________________________________ Date of Birth: ___________________________

Address:___________________________________________________________________________________________________

City:________________________________________________  State:____________________  Zip:________________________

Phone Number: _____________________________________ Relationship:__________________________________________

II. CUSTODY

36) Name of Legal Custodian:______________________________________________________________________________

37) Phone Number:_________________________________________________________________________________________

38) Address:________________________________________________________________________________________________

City:________________________________________________  State:____________________  Zip:________________________

39) Name of Contact Person:_______________________________________________________________________________

40) Phone Number:_________________________________________________________________________________________

41) Is a Voluntary Placement Agreement in effect? ❐YES ❐ NO  If yes, expiration date: _____________________

42) Check if there are any❐ Physical,❐Medical,❐Developmental,❐ Psychological concerns which will
require special attention in caring for this child. Attach a description of each concern checked.
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43) Name any medications this child is currently taking, including over the counter medication (please include
dosage amount and frequency), and for what condition(s):
____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

44) Name of child's physician:______________________________________ Phone:_________________________________

Address:___________________________________________________________________________________________________

City:________________________________________________  State:____________________  Zip:________________________

45) Name of child's dentist:_________________________________________ Phone:_________________________________

Address:___________________________________________________________________________________________________

City:________________________________________________  State:____________________  Zip:________________________

46) Is this child currently receiving therapy services? ❐ YES ❐ NO
Provider name and phone number:__________________________________________________________________

47) Is this child currently receiving psychological care? ❐ YES ❐ NO
Provider name and phone number:__________________________________________________________________

III. EDUCATIONAL INFORMATION

(If this form is completed between school terms, please give the information pertaining to the previous school
year. If assistance is needed in completing the form, please consult the child's school.)

48) Assigned School Grade:________________  In which grade (s) has the child been retained?__________________

49) Attach a copy of the child's report card for the latest reporting period.

50) School performance this year is❐ Better than,❐ Equal to, or❐ Poorer than previous year.

51) Education setting:❐ Regular Class,❐ Special Education,❐ Other
(Specify):______________________________

52) Has the child been classified as special needs? ❐ YES ❐ NO

If yes specify classification(s):________________________________________________________________________________

____________________________________________________________________________________________________________

53) Child's appointed Surrogate Parent:

Name:__________________________________________________________ Phone:____________________________________
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Address:___________________________________________________________________________________________________
City:________________________________________________  State:____________________  Zip:________________________

54) Name of Current/last school attended:__________________________________________________________________

Phone:____________________________________  Address:_______________________________________________________

City:_______________________________________________    State:_______________________    Zip:____________________

55) School Transcript: Attached: ❐ YES ❐ NO Promised by date:_____________________________________

56) Latest Evaluation Information:

Achievement Evaluation (ex: Woodcock Johnson etc.)

Date: _____________________________  Assessment/Test:_______________________________________________________

Results:_____________________________________________________________________________________________________

Psychological Evaluation (ex: WISC-III, etc,)

Date: _____________________________  Assessment/Test:_______________________________________________________

Results:_____________________________________________________________________________________________________

57) Attendance record for school year:

Number of days in attendance:________________________  Number of excused absences:______________________

Number of unexcused absences (suspension, expulsion, truancy, etc):________________________________________

Explain:____________________________________________________________________________________________________

58) Academic strengths:____________________________________________________________________________________

59) Academic needs:_______________________________________________________________________________________

60) School behavioral strengths:_____________________________________________________________________________

61) School behavioral needs:_______________________________________________________________________________

62) Recommended school information pertinent to this application:__________________________________________

____________________________________________________________________________________________________________

63) Recommended educational plan/program (IEP, etc.):____________________________________________________

____________________________________________________________________________________________________________
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64) Other special needs/talents, including extra-curricular activities and interests:

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

65) Additional school information pertinent to this application:

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

IV.  SOCIAL HISTORY / ASSESSMENT

The following information will help agency staff understand the child's and family's needs and how best to meet
these needs. If a written social history is available, it may be substituted for Section IV (questions 64-74). Answer
any of the questions below which are not addressed in the social history.

66) Describe what is going on in the family at this time. Describe the significant events which affect this

family and child:___________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

67) Give a brief description of this family's:

Strengths:__________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

Needs:_____________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

68) Give a brief description of the child’s:

Strengths:__________________________________________________________________________________________________
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____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

Needs:_____________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

69) What and/or who make this child:

Glad?_____________________________________________________________________________________________________

Sad?______________________________________________________________________________________________________

Mad?______________________________________________________________________________________________________

Fight?______________________________________________________________________________________________________

Run?_______________________________________________________________________________________________________

70) From what agencies/professionals has the family sought or been given help? Specify services and

results:_____________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

71) If this child/family identifies as religious, what religious resources/support systems are available?
(Name/phone of contact person)___________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

72) Why must this child now live away from his/her parents? __________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________
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73) Out-of-Home Placements:

Name:_____________________________________________________________________________________________________

Address:___________________________________________________________________________________________________

City:________________________________________________  State:____________________  Zip:________________________

Phone Number: _____________________________________________ Dates of Care: ________________________________

Name:_____________________________________________________________________________________________________

Address:___________________________________________________________________________________________________

City:________________________________________________  State:____________________  Zip:________________________

Phone Number: _____________________________________________ Dates of Care: ________________________________

Name:_____________________________________________________________________________________________________

Address:___________________________________________________________________________________________________

City:________________________________________________  State:____________________  Zip:________________________

Phone Number: _____________________________________________ Dates of Care: ________________________________

Name:_____________________________________________________________________________________________________

Address:___________________________________________________________________________________________________

City:________________________________________________  State:____________________  Zip:________________________

Phone Number: _____________________________________________ Dates of Care: ________________________________

74) Is there a history of delinquent behavior? ❐ YES ❐ NO     If yes, attach description including history of
core involvement and a copy of any court order currently in effect.

75) Is this child suicidal? ❐ YES ❐ NO     If yes, attach history with description of attempts.

76) Identify the current needs of the child and family to which the agency is asked to respond:

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________
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V.  PLANNING

This section requires equal attention to the family and the child in answering the questions. If the child is in DSS
custody attach a current copy of the out-of-home family services agreement/permanency planning family
services agreement.

77) What is the permanent plan for this child?________________________________________________________________

____________________________________________________________________________________________________________

78) Is there a current need to revise the permanent plan? ❐ YES ❐ NO
If yes, explain:______________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

79) State the goals toward which the family and child are working to achieve the permanent plan:

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

80) What specific services of the agency are being requested on behalf of this family and child:

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

81) How will the requested services help the family and child achieve their permanent plan?

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

82) Provide the name/role of other volunteers/professionals assigned to this child (Guardian ad Litem,
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Child Advocate, Court Counselor, etc.):_____________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

VI.  SIGNATURE(S)

I (we), the undersigned, hereby apply to the (Name of agency) for services named above on behalf of the
named child for whom I (we) hold legal custody and/or placement authority. I (we) certify that the information
contained in this application and the attachments is true and accurate to the best of my (our) knowledge. I
(we) agree to share additional information pertinent to this application as requested by the agency. I (we) also
agree to cooperate with the agency and to support the plan of service to which we mutually agree.

_______________________________________________________________________     Date:____________________________
Print Name of❐ Parent(s),❐Guardian, or❐ Legal Custodian

_______________________________________________________________________     Date:____________________________
Signature of❐ Parent(s),❐Guardian, or❐ Legal Custodian

Voluntary Placement Agreement:

Name of Agency holding Voluntary Placement Agreement:__________________________________________________

_______________________________________________________________________     Date:____________________________
Print Name of Representative of Agency holding Voluntary Placement Agreement

_______________________________________________________________________     Date:____________________________
Signature of Representative of Agency holding Voluntary Placement Agreement
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PLACEMENT AGREEMENT

I hereby consent to the placement of _________________________ with Frank Adoption Center. This
child is in the custody of ___________________________________. As the Placing Authority my relationship
to this child is:❐mother;❐ father;❐ guardian;❐ legal custodian;❐ other (specify)
________________. It is understood that the Placing Authority may remove the child at any time from
Frank Adoption Center. It is understood that Frank Adoption Center may request that the child be
removed from their program at any time. However, unless there is an emergency situation both
parties agree to a 72-hour notification.

This child will be placed in a ☐ Family Foster Home or a ☐ Therapeutic Foster Home or a ☐
Residential Child Care Facility licensed by the North Carolina Division of Social Services under the
auspices of Frank Adoption Center.

Date of Placement: ___________________________________ Time of Placement:________________________

FEE SCHEDULE
“The North Carolina General Assembly sets the standard for reimbursement for monthly foster care
maintenance payments. The standard is a graduated rate based on the age of the child. The General
Assembly adjusts these rates periodically. Funding for payments comes from a combination of federal, state,
and county money.”
https://fosteringnc.org/faq/#18

The reimbursement rate is based on how long Frank Adoption Center has held our foster care license.
For our first year, the reimbursement rate is as follows:

DSS family foster homes, Therapeutic family foster care services, Residential Treatment (Level 2), and
payments to licensed providers not participating in cost modeled rates.

Child Age Range Monthly Rate
0 – 5 yrs $514
6 – 12 yrs $654
13 yrs and Up $698

Standardized Rates for Residential Child Care Agencies and Child Placing Agencies providing foster
care services under Cost Modeled Rate Status

Child Age Group Maintenance Portion Administrative Portion Total Maximization Rate

0 – 5 $ 514 $ 958 $ 1,472 / month

6 – 12 $ 654 $ 983 $ 1,637 / month

13 and up $ 698 $ 1004 $ 1,702 / month

https://fosteringnc.org/faq/#18
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Child Placing Agency Rates for Participating Providers

Child Age Group Maximization Rate

0 – 5 $ 4,318 / month

6 – 12 $ 4,510 / month

13 and up $ 4,580 / month

After Year 1, Frank Adoption Center will be applying for a cost rate model for administrative
reimbursement.

Monthly foster care payments are meant to assist in meeting the needs of the child in your home.
However, you should not expect that payment to be enough to fully support a child’s care. We have
included a number of resources related to payments with regards to foster care, as well as a listing of
organizations that work to support foster families in a variety of ways.

Child’s Full Name:____________________________________________   Date of Birth:______________________

Home Address:___________________________________________________________________________________

Legal Custodian:____________________________________ Phone #:____________________________________

Address:_________________________________________________________________________________________

Last School Attended:__________________________________________________________ Grade:___________

Medical Doctor:___________________________________________ Phone #:______________________________

Dentist:___________________________________________________ Phone #:______________________________

MEDICAL INSURANCE INFORMATION

Name of Policy:__________________________________________________________________________________

Policy Number:___________________________________________________________________________________

Policy Holder:_____________________________________________________________________________________

Contact Person for Medical Insurance:_____________________________ Phone #:______________________

OTHER PROVISIONS:
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I, the legal guardian/custodian, have received a program handbook which includes information on
client rights, the grievance process, confidentiality, inclusion in service planning, policies on religious
participation, searches and seizures of property, and policies regarding family visits, mail, money and
telephone use. _______ (Initials)

I, the legal guardian/custodian understand that Frank Adoption Center does not permit foster
parents to use corporal punishment. ________ (Initials)

I, the legal guardian/custodian, understand that Frank Adoption Center is responsible for involving
the child and their parents or other family members in the service planning process as well as working
with them towards reunification when this is the permanent plan for the child. ________ (Initials)

I, the legal guardian/custodian, understand that Frank Adoption Center will adhere to the visitation
and family contact schedule developed for the child. ________ (Initials)

I, the legal guardian/custodian, understand that the above-mentioned child is scheduled for
discharge from Frank Adoption Center on or about _______________________ based upon the
completion of the Service/Treatment Plan. I further understand that the child’s treatment team will
routinely review the projected discharge date and criteria (at least quarterly) and I will be advised of
these reviews. ________ (Initials)

List any other special provisions or circumstances you feel need to be covered in the Placement
Agreement.

SIGNATURES

I certify that the information contained herein is accurate and properly represented.

_______________________________________________________________________     Date:____________________________
Placing Authority (Signature)

_______________________________________________________________________     Date:____________________________
Agency Representative (Signature and Title)
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EMERGENCY CONTACT INFORMATION
AUTHORIZATION TO OBTAIN ROUTINE AND EMERGENCY TREATMENT

Client Name: __________________________________________________________  DOB:_____/_____/_________

Emergency Contact
Name: ___________________________________________________________________________________________

Address: _________________________________________________________________________________________

City: ____________________________________________    State: _________________    Zip: _________________

Home Phone: ___________________________________    Cellular Phone: ________________________________

Work Phone: ____________________________________    Fax: __________________________________________

Preferred Licensed Medical Provider
Name: ___________________________________________________________________________________________

Address: _________________________________________________________________________________________

City: ____________________________________________    State: _________________    Zip: _________________

Phone: __________________________________________________________________________________________

Routine Medical & Dental Treatment:
I hereby give permission to the staff of Frank Adoption Center to seek routine medical and dental
treatment on behalf of the above-named client.

Emergency Medical Treatment:
In case of sudden illness/accident/emergency, I hereby give permission to the staff of Frank Adoption
Center to seek emergency treatment on behalf of the above-named client should the need arise. It
is understood that a licensed medical provider and/or hospital emergency room personnel will
provide this treatment. In addition, a copy of current medications, known medical conditions and
allergies may be released. Efforts will be made to contact a person named below prior to treatment,
should this be possible.

The above consent has been read by me or to me and explained to me by an employee of Frank
Adoption Center. I agree with the above consents as evidenced by the signature below.

____________________________________________________________________          ________________________
Consumer/Guardian Signature Date
____________________________________________________________________          ________________________
Agency Representative Signature Date
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PERMANENCY PLANNING FAMILY SERVICES AGREEMENT
County: Case Number:

Case
Name:

Agency Worker Name:
Phone  number &
Email:

Agency Supervisor
Name:  Phone
number & Email:

I. Family
Demographics

Name: DOB: Age: Date of Custody/
1st out-of-home

placement:

Child/Youth:

Child/Youth:

Child/Youth:

Child/Youth:

Child/Youth:

Child/Youth

Mother of: Age:

Address Phone: Email:
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Attorney for Mother Phone: Email:

Mother of: Age:

Address Phone: Email:

Attorney for Mother Phone: Email:

Father of: Age:

Address Phone: Email:

Attorney for Father Phone: Email:

Father of: Age:

Address Phone: Email:

Attorney for Father Phone: Email:

Father of: Age:

Address Phone: Email:

Attorney for Father Phone: Email:

Other Caregiver Age:

Address Phone: Email:

Other Caregiver Age:

Address Phone: Email:

Guardian ad litem Phone: Email:
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II. (a) Objectives and Activities to Address Identified Needs or Barriers (complete 1 page for each identified Need
or Barrier) To Accomplish the❐Primary Plan or❐Secondary Plan If plan is reunification, identify parent(s):

1. ❐Need (from Strengths and Needs Assessment when goal is reunification):

❐Barrier:

2. Describe behaviors that are of concern or Status of Barrier:

3. Objective/Desired Outcome:

Activities (for parents/family member) Who is Responsible Target Date Activity Progress Notes

Activities (for child welfare agency) Who is Responsible Target Date Activity Progress Notes

Progress toward Achieving the Objective/Desired Outcome

Review status: Date Comments:

⃞ Objective Achieved in full

⃞ No longer appropriate

⃞ Partially Achieved

⃞ Not Achieved
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Review status: Date Comments:

⃞ Objective Achieved in full

⃞ No longer appropriate

⃞ Partially Achieved

⃞ Not Achieved

Review status: Date Comments:

⃞ Objective Achieved in full

⃞ No longer appropriate

⃞ Partially Achieved

⃞ Not Achieved

II. (b) Objectives and Activities to Address Identified Needs or Barriers (complete 1 page for each identified Need
or Barrier) To Accomplish the Primary Plan or Secondary Plan If plan is reunification, identify parent(s):

1. ❐Need (from Strengths and Needs Assessment when goal is reunification):

❐Barrier:

2. Describe behaviors that are of concern or Status of Barrier:

3. Objective/Desired Outcome:
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Activities (for parents/family member) Who is Responsible Target Date Activity Progress Notes

Activities (for child welfare agency) Who is Responsible Target Date Activity Progress Notes

Progress toward Achieving the Objective/Desired Outcome

Review status: Date Comments:

⃞ Objective Achieved in full

⃞ No longer appropriate

⃞ Partially Achieved

⃞ Not Achieved

Review status: Date Comments:

⃞ Objective Achieved in full

⃞ No longer appropriate

⃞ Partially Achieved
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⃞ Not Achieved

Review status: Date Comments:

⃞ Objective Achieved in full

⃞ No longer appropriate

⃞ Partially Achieved

⃞ Not Achieved

II. (c) Objectives and Activities to Address Identified Needs or Barriers (complete 1 page for each identified Need
or Barrier) To Accomplish the Primary Plan or Secondary Plan If plan is reunification, identify parent(s):

1. ❐Need (from Strengths and Needs Assessment when goal is reunification):

❐Barrier:

2. Describe behaviors that are of concern or Status of Barrier:

3. Objective/Desired Outcome:

Activities (for parents/family member) Who is Responsible Target Date Activity Progress Notes
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Activities (for child welfare agency) Who is Responsible Target Date Activity Progress Notes

Progress toward Achieving the Objective/Desired Outcome

Review status: Date Comments:

⃞ Objective Achieved in full

⃞ No longer appropriate

⃞ Partially Achieved

⃞ Not Achieved

Review status: Date Comments:

⃞ Objective Achieved in full

⃞ No longer appropriate

⃞ Partially Achieved

⃞ Not Achieved

Review status: Date Comments:

⃞ Objective Achieved in full
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⃞ No longer appropriate

⃞ Partially Achieved

⃞ Not Achieved

II. (d) Objectives and Activities to Address Identified Needs or Barriers (complete 1 page for each identified Need
or Barrier) To Accomplish the Primary Plan or Secondary Plan If plan is reunification, identify parent(s):

1. ❐Need (from Strengths and Needs Assessment when goal is reunification):

❐Barrier:

2. Describe behaviors that are of concern or Status of Barrier:

3. Objective/Desired Outcome:

Activities (for parents/family member) Who is Responsible Target Date Activity Progress Notes

Activities (for child welfare agency) Who is Responsible Target Date Activity Progress Notes
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Progress toward Achieving the Objective/Desired Outcome

Review status: Date Comments:

⃞ Objective Achieved in full

⃞ No longer appropriate

⃞ Partially Achieved

⃞ Not Achieved

Review status: Date Comments:

⃞ Objective Achieved in full

⃞ No longer appropriate

⃞ Partially Achieved

⃞ Not Achieved

Review status: Date Comments:

⃞ Objective Achieved in full

⃞ No longer appropriate

⃞ Partially Achieved

⃞ Not Achieved
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III. Parent(s) Wellbeing Needs/Additional Needs Check N/A if parental rights have been terminated N/A Are the
parent(s)’s wellbeing needs incorporated into the objectives and activities of the Services Agreement above? Yes No If
not, how are these needs being addressed?

IV. Court
Are the orders of the court incorporated into the objectives and activities of the Services Agreement above?
Yes No If not, explain:

Date of next Court Review:
Date of last Court Review:
Recommendations regarding parents/caretakers or barriers for the next court hearing:
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V. Signatures In signing below, I understand that the information obtained during this meeting shall remain confidential and not be disclosed. Strict
confidentiality rules are necessary for the protection of the child(ren). Information will be shared only for the purpose of providing services to the
child/youth and family, and in accordance with North Carolina General Statute and Part V, Privacy Act of 1974. Any information about child
abuse or neglect that is not  already known to the child welfare agency is subject to child abuse and neglect reporting laws. Any disclosure
about intent to harm self or others must be  reported to the appropriate authorities to ensure the safety of all involved. My signature indicates
that I participated in this meeting.

Role Signature & Comments Date Participated in: Received
copy

Parent ❐PPR

❐FSA❐CFT

❐ YES

❐ NO

Parent ❐PPR

❐FSA❐CFT

❐ YES

❐ NO

Child/Youth ❐PPR

❐FSA❐CFT

❐ YES

❐ NO

Child/Youth ❐PPR

❐FSA❐CFT

❐ YES

❐ NO

Child/Youth ❐PPR

❐FSA❐CFT

❐ YES

❐ NO

Child/Youth ❐PPR

❐FSA❐CFT

❐ YES

❐ NO

Agency Worker ❐PPR

❐FSA❐CFT

❐ YES

❐ NO
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Agency Supervisor
❐PPR

❐FSA❐CFT

❐ YES

❐ NO

Guardian ad litem ❐PPR

❐FSA❐CFT

❐ YES

❐ NO

Placement provider ❐PPR

❐FSA❐CFT

❐ YES

❐ NO

Placement provider ❐PPR

❐FSA❐CFT

❐ YES

❐ NO

Tribal Representative ❐PPR

❐FSA❐CFT

❐ YES

❐ NO

Other
Relationship/Phone/Email

❐PPR

❐FSA❐CFT

❐ YES

❐ NO

Other
Relationship/Phone/Email

❐PPR

❐FSA❐CFT

❐ YES

❐ NO

Others Invited but
Unable  to Attend
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Person-Centered Plan
GUIDING PRINCIPLES
The Division of Mental Health Developmental Disabilities and Substance Abuse Services (DMHDDSAS)
has developed new guidelines for Person Centered Planning process. This new guidance focuses on
self-advocacy and individual and families’ desire for change and creates a new emphasis on
self-determination and choice for individuals. The Person-Centered Planning process begins with an
individual's vision for a preferred life and will take the concept of self-determination from theory to
practice.

VALUES AND PRINCIPLES UNDERLYING PERSON-CENTERED PLANNING:
This guidance is rooted in the belief that:  All people have the right to live, love, work, learn, play, and
pursue their dreams in their community. framework of this belief consists of the following values and
principles:

● Person-centered planning builds on the individual’s/family’s strengths, gifts, skills, and
contributions.

● Person-centered planning supports consumer empowerment and provides meaningful options
for individuals/families to express preferences and make informed choices in order to identify
and achieve their hopes, goals, and aspirations.

● Person-centered planning is a framework for providing services, treatment, and support that
meet the individual’s needs and that honors goals and aspirations for a lifestyle that promotes
dignity, respect, interdependence, mastery, and competence.

● Person-centered planning supports a fair and equitable distribution of system resources.
● Person-centered planning processes create community connections. They encourage the use

of natural and community supports to assist in ending isolation, disconnection and
disenfranchisement by engaging the individual/family in the community.

● Person-centered planning sees individuals in the context of their culture, ethnicity, religion,
sexual orientation, and gender identity. All the elements that compose a person’s individuality
are acknowledged and valued in the planning process.

● Person-centered planning supports mutually respectful and partnering relationships between
individuals/families and providers/professionals acknowledging the legitimate contributions of
all parties.

● Person-centered planning is a highly individualized process designed to respond to the
expressed needs/desires of the individual:

1. Each individual has strengths, and the ability to express preferences and to make
choices.

2. The individual's choices and preferences shall always be honored and considered.
3. Each individual has gifts and contributions to offer to the community and has the ability

to choose how supports, services, and/or treatment may help them utilize their gifts and
make contributions to community life.

4. Person-centered planning processes maximize independence, create community
connections, and work towards achieving the individual's dreams, goals and desires.

5. A person's cultural background shall be recognized and valued in the decision-making
process.
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Person-Centered Planning is a process which enables people important to the person, as well as
people who will provide supports and services to come together and plan the specifics - the “who,
what, when, and where,” related to the supports and services that will be offered.

LIFE DOMAINS:
Each life domain has a unique purpose that should provide a written picture of what is currently
happening, what the individual’s vision for a preferred life is for that area, and what the provider is
doing to support the individual to move closer to living their preferred life. These domains will inform in
developing person-centered plan with targeted dates for accomplishment.

● Daily Life and Employment: What a person does as part of everyday life – school, employment,
volunteering, communication, routines, and life skills.

● Community Living: Where and how someone lives – housing and living options, community
access, transportation, home adaptation, and modification.

● Safety and Security: Staying safe and secure – finances, emergencies, well-being,
decision-making supports, legal rights, and issues.

● Healthy Living: Managing and accessing health care and staying well – medical, mental
health, behavior, substance use, medication management, developmental, wellness, and
nutrition.

● Social and Spirituality: Building friendships and relationships, leisure activities, personal
networks, community inclusion, natural supports, and faith community.

● Citizenship and Advocacy: Building valued roles, making choices, setting goals, assuming
responsibility, and driving how one’s own life is lived.

● Other Areas of Importance: To be utilized in those rare situations when what the individual
desires does not fit into one of the life domains listed above.

ACTION PLAN:
The needs, goals, outcomes, strategies, and actions to be addressed by the person-centered plan
are to be reflected in the action steps within each life domain. The providers approved for authorized
services are responsible for carrying out the plan and meeting the health and personal safety needs
of the individual. For each desired goal the Action Plan will include the service name, intervention
used, provider name, start date and targeted end date. The justification for the goals should be
connected to the identified needs in the assessment of the individual’s Life Domains.

CRISIS PLAN:
A crisis plan includes supports/interventions aimed at preventing a crisis and supports/interventions to
employ if there is a crisis. The plan will include the following components:

● Significant event(s) that may create increased stress and trigger the onset of a crisis
● Early warning signs that indicate possible upcoming crisis? What indicators relating to

behavior, speech, and actions to look for?
● Crisis prevention and early intervention strategies that can be effective in helping avoid a

crisis.
● Strategies for crisis response and stabilization -natural and community supports.
● Specific recommendations for interacting with the person receiving a Crisis Service.
● Diagnosis and Insurance information,
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● Name and contact of medical and mental health provider, list of medication including doses
and frequency, allergies, and other medical and dental concerns.

● Living situation and planning for any pets and children in case of a crisis if applicable
● Employment/ Educational status and plan for notification if applicable
● Preferred method of communication and language.
● Names and contact information of formal and informal support persons for the individual
● If applicable include suicide prevention and intervention plan, behavior plan, youth in

transition plan and Psychiatric Advance Directive
● Crisis Follow up planning to include:

○ The primary contact who will coordinate care if the individual requires inpatient or other
specialized care.

○ Name of the person who will visit the individual while hospitalized. (This information
should come from the individual and reflect the individual's preference).

○ Provider responsible to lead a review/debriefing following a crisis and the timeframe.
The crisis plan is an active and living document that is to be used in the event of a crisis.
After a crisis, staff should meet with the individual and their natural supports (if applicable) to discuss
how well the plan worked and make changes as indicated.

INDICATORS OF PERSON-CENTERED PLANNING IMPLEMENTATION
It is the responsibility of the provider to assure that the Person-Centered Plan is developed utilizing a
person-centered planning process. Below are examples of systemic and individual level indicators
that would demonstrate that person centered planning has occurred. The methods of gathering
information or evidence may vary, and include the review of administrative documents, clinical
policy and guidelines, case record review and interviews/focus groups with individuals and their
families.

· Systemic indicators would include, but not be limited to:
1. The LME/MCO and service provider has a policy or practice guideline that delineates

how person-centered planning will be implemented and how the service plan will
include crisis planning.

2. Evidence that the provider and LME/MCO quality improvement system actively seeks
feedback from individuals receiving services, support, and/or treatment regarding their
satisfaction, providing opportunities to express needs and preferences and the ability to
make choices.

3. Evidence that LME/ MCO quality improvement system outlines a continuous quality
improvement plan that ensures the providers adhere to the Person-Centered Planning
Guidance document.

4. The provider staff involved in managing, planning, and delivering support and/or
treatment services are trained in state-approved person-centered planning training.

Individual indicators would include, but not be limited to:
1. Evidence the individual was provided with information of his/her right to

person-centered planning.
2. Evidence that the individual's preferences, choices, culture, and identity were

considered in the planning process.
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3. Evidence that goals were written in the client’s language, with target dates and
supports needed to accomplish the goals.

4. Evidence that a person-centered plan is a living document and is updated in
accordance with changing needs and preferences of the individual receiving services.
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FAMILY TIME AND CONTACT PLAN
County: __________________ Case Number: ___________

Parents: It is very important that you and your child(ren)/youth maintain consistent contact while they are out of your care. You know what activities
your  child(ren)/youth enjoy. Bring their favorite games or snacks. Ask your child(ren)/youth about their daily life (school, daycare, sports or hobbies
they enjoy).  Remember that your child(ren)/youth miss you as much as you miss them. If you tell your child(ren)/youth that you will bring an item to
a visit, please make every  attempt to bring that item or explain why you could not. Your child(ren)/youth remember what you tell them and
interpret your follow through as a demonstration of  your love for them. The following should not be discussed during a visit: the reason(s) the
child(ren)/youth came into agency custody, blaming of the child(ren)/youth for being in agency custody, future contact or return of the
child(ren)/youth to a parent’s custody, as this will be determined by the court.

Child(ren)/Youth Name(s): Child(ren)/Youth Name(s):

This plan with
(parent(s)/caretaker(s)/siblings)

is effective Date: through Date:

Visit Location:
Visits should be in an environment that is
family-friendly  and safe for the
child(ren)/youth.

Frequency of visits:

Start Time and Day of the Week: Length of Visit:

Attendees/
Participants:

Visits are primarily for you to spend time with your child(ren)/youth.
Are there additional people you would like to include in your visits? ❐ YES ❐ NO

If yes, who are they and why: _________________________________________________________________________________________
Approved by a child welfare agency? ❐YES ❐ NO

If yes, who and for how long? _________________________________________________________________________________________
If approved, how often would you want them to come to visits and what part of the visit would you like them to attend?

_______________________________________________________________________________________________________________________________

Transportation
Arrangements:

The child welfare agency will ensure transportation for your child(ren)/youth to visit. Details:
Parent’s transportation will be the responsibility of: _______________________________________ Other: ______________________________
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Phone Calls Allowed: ❐ YES ❐ NO Day of week and time for call:

With Whom: Monitoring Needed:❐ YES ❐
NO

By Whom:

Monitoring of phone calls requires that all statements by all parties participating on the phone call be heard, either by listening on another phone on
the same line or  the phone call being on speaker phone. The monitor must redirect the conversation if any inappropriate statements are made. If
unsuccessful the call must be ended.

Other Communication Allowed: ❐ YES ❐ NO Other Communication Details:

From Whom: Monitoring Needed:❐ YES ❐
NO

Conditions (by whom, time of day, etc.):

Send All Mail/Cards/Letters/E-mail to:
Physical Address:
Email Address:

Visits: The priority of the child welfare agency is to keep your visits safe and promote quality time with your child(ren)/youth.

For visits that are supervised, the role of the person supervising a visit is:
● To ensure safety for the child(ren)/youth. Interventions by the supervising person should only occur when necessary to ensure safety. Whenever possible, the

supervising person  should provide parent education or one-on-one coaching to the parent after the visit.
● To observe interaction between parents and child(ren)/youth. Visits are an opportunity for parents to demonstrate their parenting skills and their knowledge of

their child’s/youth’s likes and needs.
When the court order states that visits are to be supervised, the person supervising the visit must be present and be able to see and hear all interactions between
the parent and the  child(ren)/youth throughout the entire visit.
If the visits are monitored (sometimes as an interim step before transitioning to unsupervised visits), the person designated to monitor the visit must check on the visit at
least 2-3 times  but is not required to be present throughout the visit.

Is Supervision Required: ❐ YES ❐ NO By Whom: Is Monitoring Required: ❐ YES ❐ NO By Whom:
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Agreements  for Visits:
Parent and agency
workers should initial items
that were discussed. Some
items may not apply to
every case.

1. ___      ___ Parent(s) agree to contact the agency worker 24 hours in advance to confirm the visit or request that
the visit be rescheduled, or the visit will be canceled.

2. ___      ___ The agency agrees to make every effort to contact the parent 24 hours in advance when a visit must be
rescheduled.

3. ___      ___ If a parent arrives more than _______ minutes after the scheduled start time and has not called the
agency to communicate  they will be late, the visit may be canceled.

4. ___      ___ If the child/youth arrives more than _________ minutes after the scheduled start time, the agency agrees to.

5. ___      ___ If a parent arrives for a visit demonstrating behavior that will prevent a safe visit with their
child(ren)/youth and the parent is  unable to control that behavior, the behavior will be documented,
and the visit may be canceled.

6. ___      ___ If a parent misses ______consecutive visits, the agency will: ___________________________(request the court to
modify the visitation plan to be____________________________________)

7. ___      ___ Parent(s) should address a child’s/youth’s misbehavior during visits as appropriate but must not use
physical discipline.

8. ___      ___ Visits may be interrupted (by taking a break) or ended if behaviors by the parent or the child/youth
during the visit causes anyone to be or feel unsafe.

9. ___      ___ Parents should contact the agency worker or supervisor during agency hours to discuss visits with
their child(ren)/youth  (concerns, need to reschedule, question about bringing an item or individual,

10. ___      ___ This visitation plan complies with current court order.
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11. ___      ___ Other:

Signatures: Child/Youth: Date Child/Youth: Date

Child/ Youth: Date Child/Youth: Date

Parent: Date Parent Comments:

Parent: Date Parent Comments

Placement Provider: Date Other: Date

Agency Worker: Date Phone: Email:

Agency Supervisor: Date Phone: Email:

Other considerations:
• A parent(s)’s noncompliance with a non-specific court order or the Family Services Agreement is not a reason to suspend a visit.
• Revise the visitation plan as frequently as needed.
• If there is a history of domestic violence between parents, visits with the parents must not be scheduled at the same time.
• Discuss what may occur if a child refuses to attend a visit.
• If siblings have a different visitation schedule, develop a Family Time and Contact Plan form for each child.
• If siblings are not placed together, a separate visitation plan (not necessarily on this form which is designed for parent visits) must be

developed to address sibling visitation.
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CONSENT FOR RELEASE OF CONFIDENTIAL INFORMATION
North Carolina Department of Health and Human Services │ Division of Social Services

If multiple parties and/or agencies will be receiving this information, specify each of the  parties
and/or agencies below.
I, __________________________________________________________________,authorize
__________________________________________________________________to disclose to
(Provider of Confidential Information)
__________________________________________________Department of Social Services
(County name)
_________________________________________________ Judicial District
(Court district number)
_________________________________________________ Guardian ad Litem Progra
(Court district number)
_________________________________________________________________________________________________
(Other: List specific agency or person(s) or relationship)

the following information:
(Client initials each applicable category)
______ My name and other personal identifying information;
______ All medical records;
______ Substance abuse records, including treatment and diagnosis;
______ Mental health records, including treatment plans and diagnoses;
______ Assessments __________________________________ (specify type, if necessary);
______ Dates that services were provided;
______ Recommendations for treatment;
______ Progress notes;
______ Progress and compliance with treatment;
______ Attendance;
______ Date of discharge and discharge status;
______ Discharge plan;
______ All educational records, including those otherwise covered by FERPA

(Family Educational Rights and Privacy Act);
______ Other ____________________________________________________________________________________

___________________________________________________________________________________

This otherwise confidential information will be used for the following purpose(s):
(Client initials each applicable category)
______ Monitor my progress or lack of progress in treatment;
______ Provide appropriate services and referrals for me;
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______ Provide appropriate services and referrals for my family;
______ Update my Child and Family Team of my progress in treatment; ______ Update the
Juvenile Court and parties to my juvenile case about my progress in  treatment;
______ Other ____________________________________________________________________________________

____________________________________________________________________________________

For Substance Abuse Clients: I understand that my records are protected under the federal
regulations governing Confidentiality of Alcohol and Drug Abuse Records, 42 CFR Part 2, and
cannot be disclosed without my written consent unless otherwise provided for in the regulations.  I
also understand that, except for action already taken, I may revoke this consent at any time.

For Mental Health Clients: I understand the contents to be released, the need for the  information,
and that there are statutes and regulations protecting the confidentiality of  authorized
information. I also understand that, except for action already taken, I may revoke  this consent at
any time.

Protected Health Information:
I understand that my health information is protected under the Health Insurance Portability and
Accountability Act of 1996 (HIPAA), 45 C.F.R. pts 160 & 164, but once this information is  disclosed
pursuant to this form, it may no longer be protected by HIPAA and further redisclosure  may occur. I
also understand that I may revoke this consent in writing at any time except to the  extent that
action has been taken in reliance on the consent.

I understand that generally ______________________________________________________________________
(Name of Treatment Program)

may not condition my treatment on whether I sign a consent form, but that in certain limited
circumstances I may be denied treatment if I do not sign a consent form.
If I do not revoke this consent, it expires automatically as follows:

1. Upon closure of my Child Protective Services/In-Home Services/Out of Home Services case;
or

2. One year from the date this consent is signed; whichever occurs first.
_________________________________________________________________________________________________
Client’s signature Date Signed
_________________________________________________________________________________________________
Legally Responsible Person Date Signed

Client has received a copy of this consent form for his/her records ❐ YES ❐ NO
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SPECIAL ACTIVITY CONSENT FORM

For overnight activities exceeding 72 hours occurring away from the supervision of the caretaker.

__________________________________________ is granted consent to participate in the following overnight activity:
(Child’s name)

Type of Activity Dates of Activity

Location/Address Location/Phone

Name of Person Responsible for Supervision
and Care of the child

Telephone/Text Contact Info for Responsible
Person

The following transportation arrangements have been made to transport the child to and from this
activity:

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

________________________________________________________________ ____________________________
Parent/Guardian Signature Date

_______________________________________________________________ ____________________________
Witness Signature Date
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CONSENT FORM
VIDEOTAPE / PHOTOGRAPH / RESEARCH

I hereby authorize Frank Adoption Center to MAKE and USE the following of

__________________________________________________________________________________________________
(client’s name)

check all boxes consumer authorizes by this consent

❐ Audio-Visual recordings

❐ Photograph of my image

The agency will use these recordings for the purpose of identification, promotional and public awareness.

I understand that this authorization will be time-limited until discharge from the program and that I have the
right to change or revoke this consent at any time.

OR

I decline authorization of❐ audio-visual recordings and/or❐ photographic imaging of

__________________________________________________________________________________        _____________________
(client’s name) initial here

____________________________________________________________________________________________________________

❐ I hereby authorize __________________________ to participate in research being conducted on behalf of
(client’s name)

Frank Adoption Center. I understand that this authorization will be time-limited until discharge from the program
and that I have the right to change or revoke this consent at any time.

OR

❐ I decline authorization for __________________________ to participate in research being conducted on behalf
(client’s name)

of Frank Adoption Center.

_________________________________________________________________ ____________________
Client signature (required if age 12 or older) Date

_________________________________________________________________ ____________________

Parent, guardian or legal custodian signature Date
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NORTH CAROLINA MONTHLY PERMANENCY PLANNING
CONTACT RECORD

(For all Out of Home Placements)

DEMOGRAPHICS – complete in advance if possible Agency Name ______________________________
Visit Date: ___ / ___ / _____ Took Place:❐Where Child Lives❐Other Location

Placement Type:❐Foster Care❐Therapeutic Foster Care❐Specialized Foster Care❐Kinship Care❐Residential

Provider Type:❐Family❐Foster Home❐Group Home❐Out of State❐Residential❐Treatment❐Other

__________
Child or Sibling Group Being Visited. Check the box if the child participated in today’s conversation.

❐First _______________________ Last _______________________ Age ______ Permanent Plan _____________________

❐First _______________________ Last _______________________ Age ______ Permanent Plan _____________________

❐First _______________________ Last _______________________ Age ______ Permanent Plan _____________________

❐First _______________________ Last _______________________ Age ______ Permanent Plan _____________________

❐First _______________________ Last _______________________ Age ______ Permanent Plan _____________________

Other Child(ren) in Home. List only gender, age, and status (adoptive, birth, foster, other).
❐N/A (child is in a group home/residential setting)
_________________________________________________________________________________________________________
_________________________________________________________________________________________________________

Name of Foster/Kinship Parent(s):❐__________________________________

❐__________________________________
Check the box by the parent’s name if he or she participated in today’s conversation.

Name of Direct Care Providers (if placement is in a group home/residential setting):
❐_________________________________❐_________________________________

❐________________________________
Check the box by the parent’s name if he or she participated in today’s conversation.

Names of Other Adults Living in Home: ____________________________________________________________________
❐N/A (Placement is in a group home/residential setting)

1. Placement Environment
● Changes in the household

Foster/Kinship Placement: Is new childcare being provided? New pets? Remodeling? New job or
financial status?

Is anyone new living in the house, staying temporarily, or spending most of his/her time here? Has
anyone left the home?

Group Home/Residential Placement: Is anyone new living in the group home/residential setting?  Have
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caregivers changed? What impact has this had on children in the group home/residential  setting?

● Relationships with Placement Provider
What are the relationships between the placement provider(s) and child(ren) in the home? Between
the child(ren) and other adults in the home? Between providers? What’s the greatest source of conflict
in the placement? How are issues resolved?

2. Placement Provider Well-Being
● Social support and respite❐N/A (child is placed in a group home/residential setting)

Who does the foster/kinship family turn to for help and advice—friends, extended family, coworkers,
church, school? What is the plan for ensuring the family/child get respite when they need it?

● Services and training
What resources/referrals are needed for members of the placement—e.g. child care, etc.? What skill
would the placement provider(s) or child benefit from learning/embracing right now?

● Shared Parenting
What shared parenting has occurred? Does the placement provider need support regarding shared
parenting?

● Physical and mental health❐N/A (child is placed in a group home/residential setting) What are the
physical and mental health needs of members of the foster/kinship home? Are any  resources or
referrals needed? Does the foster/kinship family have any medical concerns?

● Relationship with agency, court process, child’s plan, upcoming events
How could partnership and communication with the agency be improved? What has been helpful?
What information or input would the placement provider(s) or child like to have about the court
process, the child’s plan, or upcoming events? Have the placement provider(s) attended child and
family team meetings?

3. Safety and supervision in the placement
For example, does the child feel safe in the home? Is each child sleeping in a separate bed? Are all
placement provider(s) respecting privacy and appropriate boundaries? Is safe and appropriate discipline
being used? Is there an appropriate level of supervision for children in the home?
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4. Child Status
● Behavior

What’s going well for the child behaviorally? Is any child displaying challenging/concerning behaviors?
How  capable and successful do placement provider(s) feel managing the child’s behavior? What’s
working/not  working? How are the children within the placement getting along with one another?

● Schooling/education of the child
How is the child doing in school? Consider social as well as academic issues. What does the child or
placement provider(s) need to increase success? If applicable, ask about after school, preschool, or
child care. Has the child had a change in school? If yes, was a Best Interest Determination Meeting  (BID)
held prior to the school change?

● Physical, dental and mental health status/needs of child
Is the child in good health? Does the child have unmet or ongoing medical or dental needs?
Has placement provider(s) noticed any recent changes in the child’s mood or behavior? Does
the child or  placement provider(s) have questions about the quality or frequency of mental
health services? For  youth in foster care, are there any sexual health concerns that need to be
addressed?

● Child’s access to and participation in age or developmentally-appropriate activities Has the
child been given regular opportunities to engage in age or developmentally-appropriate
activities, such as sports, field trips, youth organization activities, social activities, etc.?

● Maintaining Connections with birth family, siblings, extended family, and community Does the
child have concerns or needs related to birth family or visits with them? How does the
placement provider(s) respond? What is the placement provider(s) doing to maintain the
connection  between the child and the birth family, including extended family, and siblings?
What has worked or  not worked? What help do they need? Does the child have
social/emotional support and connections  outside the home?

● Lifebook
Has there been any activity in maintaining the child’s lifebook? Yes No Explain:
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Are there opportunities for the placement provider(s) to assist with updating the child’s lifebook? What
help do they need?

Did you spend time speaking privately with the child? ❐ YES ❐ NO
General Narrative:
________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

Follow Up Activities Identified During Visit Person Responsible Target Date

Agency Representative Completing This Tool:
_________________________________________ __________________________ __ / __ / ____

Signature Print Name Date

It is Required that this Tool be Reviewed by:
________________________________________ __________________________ __ / __ / ____

Signature of Agency Supervisor Print Name Date

It is Best Practice to Distribute this Tool to

Licensing Worker: _________________________________________________________________ __ / __ / ____
Print Name Date

DSS Foster Care Worker: ____________________________________________________________ __ / __ / ____
Print Name Date

Foster/Kinship Parents: _____________________________________________________________ __ / __ / ____
Print Name Date

Other: _________________________________________________________________________ __ / __ / ____
Print Name Date
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CONFIDENTIALITY AGREEMENT

I, _________________________________, being an _____________________________________________
(employee/foster parent/volunteer/intern)

of Frank Adoption Center acknowledges that policies related to confidentiality have been
provided and explained to me. I understand that information about clients and their families
will be shared with me for the purpose of providing foster care services. I also understand
that this information is shared with others only when there is a need to know and when there
is a written working agreement between agencies, or a specific signed release for
information has been executed. I also understand that this information cannot be shared
with individuals and/or agencies that have no direct need for the information. I further
understand that my employment / relationship can be terminated if I violate the agency’s
confidentiality policy. I understand and I am willing to comply with these confidentiality
requirements.

__________________________________________________________________________________________________
Employee / Foster Parent / Volunteer / Intern Date

__________________________________________________________________________________________________
Employee / Foster Parent / Volunteer / Intern Date

__________________________________________________________________________________________________
Executive Director or Designee Date
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RPPS FOSTER PARENT DOCUMENTATION**
Child Placement and Support Services

Name:      
DOB:      
MR #:      
Medicaid #:      

Reasonable and Prudent Parenting Standards (RPPS) allow Foster Parents to approve certain types of
activities without obtaining written guardian consent.  Foster Parents are permitted and encouraged to make
decisions around everyday activities and events while encouraging emotional and developmental growth.
The purpose of this standard is to allow children in foster care to participate in extracurricular, enrichment,
cultural, and social activities similar to those of their peers.  Foster Parents must document RPPS decisions
below.

Foster Parent (s): ________________________________________________  Length of Time Fostering: _________________
Today’s Date: ________________________  Date of activity youth is requesting to participate in: _________________
How long has youth been in your care? ____________________________________________________________________
Type of Placement:  ❐ Therapeutic Foster Care   ❐ Family Foster Care   ❐ IAFT   ❐ Other
_______________________

Description of the youth’s request? ________________________________________________________________________

Please consider all of the following when deciding if this activity/event is appropriate:
1.  Is the request reasonable, normalizing, age appropriate, and does it promote social development
❐ YES   ❐ NO
2.  Are there any foreseeable hazards? ❐ YES   ❐ NO
3.  Will the activity violate any court order, safety plan, PCP, agency policy, or previously established
agreement? ❐ YES   ❐ NO
4.  If able and appropriate, have you consulted with birth parents and/or child placement coordinator?
❐ YES   ❐ NO
5.  Will the timing of this activity interfere with any appointments or sibling/parental visits? ❐ YES ❐ NO
6.  Who will be attending this activity, and will there be appropriate adult supervision?  _____________
7.  Would you allow your birth/adoptive child to participate in this activity? ❐ YES   ❐ NO
8.  How well do you know the child? ______________________________________________________________
9.  Does the child have any concern about participating? ❐ YES   ❐ NO
10. Is there anything in this child’s history that should be considered (i.e. trauma, running away, stealing, etc.)
❐ YES   ❐ NO
11. Will s/he understand expectations around curfew, approval for last minute plan changes, and
consequences for not meeting expectations? ❐ YES ❐ NO
12. Can this child protect him/herself and does s/he know who to call in an emergency? ❐ YES   ❐ NO

Please document 1. Decision made, 2. Reasons why, and 3. Expectations:
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________

___________________________________________________________________________________________________________
Foster Parent Signature Date
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**This form should be given to the Child Placement Coordinator and discussed in weekly supervision
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GRIEVANCE FORM

NAME:___________________________________________________________________________________________
DEPARTMENT:_____________________________________________________________________________________

STATUS:❐EMPLOYEE ❐PERSON SERVED ❐OTHER STAKEHOLDER:
__________________________________
TITLE:_____________________________________________________________________________________________
(Employee’s only)
CONTACT NUMBER: ______________________________________________________________________________

INSTRUCTIONS:
The steps of a formal grievance are as follows:

1. Formal grievances shall be filed with the Executive Director of Frank Adoption Center
2. If issue can not be resolved to the satisfaction of both the grievant and/or representatives a

copy of the grievance shall be forwarded to the the Board of Directors
3. The Executive Director will meet with the grievant, and/or representatives, immediately

following the filing to brainstorm resolution of any related issues that may get in the way of full
participation in services. Actions may include, but not be limited to, a change in direct care
providers or an adjustment in programming schedules and/or program environments.

4. The organization will issue a formal written response to the grievant, and/or the designated
representatives, within five working days, excluding weekends or holidays, of the complaint. If
you are considering initiating a grievance, you should review the complete Grievance policy.

Submit this grievance form and any other documents to the Executive Director via US Postal Mail.
Should the complaint be directly related to the Executive Director, the written complaint should be
directed to the Board of Directors’ President. Please forward all mail to:

Frank Adoption Center
2000 S Main St.
Wake Forest, NC
27587



Page | 73

Frank Adoption Center’s Grievance policy can be found in the Employee Handbook/Parent Handbook/ Client
Handbook, or is available at our Main Office.
➤ Step 1-- INFORMAL GRIEVANCE

Frank Adoption Center urges all clients first to make an informal complaint before filing a formal
grievance. To  do so, please contact the agency’s Executive Director, Mary Beth King and clearly
explain the issue. Allow time to talk about  the problem, for the agency to seek additional advice if
needed, and to work with the agency to form a plan  for moving forward in the best way possible for
all involved parties.

To get in contact with Mary Beth King, FAC’s Executive Director you can call her at 919-263-9749 or
reach out via email at mbk@frankadopt.org

➤ Step 2-- FORMAL GRIEVANCE
In the event that an informal grievance does not result in a satisfactory solution to the problem, or
the client feels an informal discussion is not the best course of action, a formal grievance may be
filed. The following  steps are to be followed when filing a formal grievance:

1. The date of the grievable event: _____/_______/_________
2. A specific statement of the written law, rule, policy and/or procedure violated. What action or

conduct constituted the violation and what happened?

❐ Check here if there are additional pages attached to help support or explain the above comments

3. The resolution or remedy you hope to see:

❐ Check here if there are additional pages attached to help support or explain the above comments

___________________________________________________________________________________________________________
Grievant Signature Date filed with Supervisor
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_________________________________________________________________________________________________
Supervisor’s Signature Date Received
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CRITICAL INCIDENT REPORTING FORM
North Carolina Division of Social Services Regulatory and Licensing Services

Attention: This form must be completed by agency staff and submitted to the North Carolina Division of Social
Services, Regulatory and Licensing Services, via email to your NC Division of Social Services Program Consultant
and copied to Sandra.Craig@dhhs.nc.gov within 72 hours of the incident. This form must be password
protected before being emailed.

GENERAL INFORMATION
Agency Name:     ____________________________________________________________________________
Agency Address:     ___________________________________________________________________________
Please choose ONE of the following (A OR B):
A. Name of residential facility or maternity home:     __________________________________________ 

Address of residential facility or maternity home:      _________________________________________
B. Name(s) of foster parent(s):      _____________________________________________________________

Address of foster parent(s):      _____________________________________________________________
Facility ID Number of foster home:      _________________________ (Family❐ or Therapeutic❐)

Client name:   ___________________    Age:       Date client placed with agency: __________

Parent/Guardian or Legal Custodian: ___________________      Date/Time of notification:     _/__   _
Date of incident:    __________ ___  First person to learn of incident:      ___________________________
Was the client treated by a physician for the incident: ❐ YES ❐ NO If yes, date of treatment:

_____  ___
Was the client restrained at the time of the incident: ❐ YES ❐ NO If yes, Restraint Form must be
completed

Was the client in seclusion at the time of the incident: ❐ YES ❐ NO
Date/Time report prepared:   __________  / _________   
Name/Title of staff completing report:
 __________________________________________________ /_______________________________ ________ _   
Name/Title of supervisory staff reviewing report:
 _________________________________________________ /_________________________________ ________ _  

TYPE OF INCIDENT (Check all items that apply)

Incident which requires ADMISSION to a hospital:
❐ Accident ❐ Injury ❐ Medication Error ❐ Other

Includes self-injurious behaviors

Death, Suicide Attempt, Runaway, Arrest:
❐ Death ❐ uicide Attempt ❐ Runaway ❐ Arrest

Lasting more than 24 hours
Child Abuse or Neglect:
❐ Any case of abuse or neglect being investigated by a County Department of Social Services

mailto:Sandra.Craig@dhhs.nc.gov
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County DSS reported to:  __________________   _______________  Date reported:  _______________    
Date accepted for Investigation: ____________ County DSS investigating the report: __________________

NARRATIVE

For Child Protective Services incidents describe the circumstances of the allegation. Include the place where
the incident occurred and if the incident involved a staff member, foster parent, or someone else (state
relationship). Please state what was reported to the county department of social services (if known). Please
note that for incidents involving child abuse or neglect you are NOT to conduct your own investigation.
Describe the safety plan that has been put in place.
For Other incidents (not Child Protective Services) describe the incident. Include the place where the incident
occurred, cause of the incident (if known), and the individuals involved. State any investigation that has been
done to determine the cause of the incident and any corrective measures put in place or planned to be put in
place as a result of the incident.

__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________

NOTIFICATION
List other authorities that have been notified as a result of the incident:
County DSS:________________ Name of DSS worker contacted: ________________ Date: ___/____/______
NC Division of Social Services Program Consultant:____________________________ Date: ___/____/______
Law Enforcement:___________________________________________________________ Date: ___/____/______
Other authorities:____________________________________________________________ Date: ___/____/______
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DISCHARGE SUMMARY
Client Name: ______________________________________________________________________________________________

Date of placement: __________________  Date of discharge: ________________  Time of discharge: ______________

Name, address, telephone number, and relationship of the person to whom the client was discharged:
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________

Discharge diagnosis: _______________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________

Treatment Goals: ❐ Met ❐ Progress towards goal made but not completed ❐ Not Met
Last Face to Face contact date: ________________________________
Type of Discharge: ❐ Treatment Completed ❐ Refused Treatment ❐ Therapeutic ❐ Medical

❐ Client Choice ❐ Other_________________________
Summary of services provided: _____________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________

Unmet needs/goals: _______________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________

Plan for services to address unmet needs/goals: ____________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________

Medication Information at time of discharge:
MEDICATION DOSAGE NUMBER/QUANTITY RETURNED AT

DISCHARGE

Prescription medication given to:
Client Present At Discharge: ❐ YES ❐ NO
____________________________________________________________________________________________________________
Client Signature Date

____________________________________________________________________________________________________________
Signature of Parent, Guardian, or Custodian Date

____________________________________________________________________________________________________________

Staff Signature Date
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Health History Form
North Carolina Department of Health and Human Services | Division of Social

Services

Copy given to______________________________ (caregiver) on____/____/_________by__________________________________

FORM COMPLETION

DSS caseworkers should complete this form and fax/send it to the medical home provider
at least one week prior to the scheduled 30-day Comprehensive Visit. Please see

DSS-5207ins Health History  Form Instructions to complete appropriately.

I. CONTACT INFORMATION
COUNTY DSS CONTACT
Name_______________________________________________________________________________________
Phone _____________________________________Fax______________________________________________
Email______________________________________________County___________________________________

CC4C/CCNC NETWORK CONTACT
Name_______________________________________________________________________________________
Phone ______________________________________________________________________________________
Email________________________________________________________________________________________

GUARDIAN AD LITEM (if assigned)
Name_______________________________________________________________________________________
Phone ______________________________________________________________________________________
Email________________________________________________________________________________________

INSURANCE AND PROVIDER INFORMATION
Child’s Name________________________________D.O.B.__/__/____ Sex___ Race/Ethnicity___________
Child’s Medicaid ID Number__________________________________________________________________
Other Insurance______________________________________________________________________________

Current/Most Recent Medical Home/Primary Care Provider:❐ Unknown.❐ No history of care.
Provider_________________________________Practice____________________________________________
Address__________________________________________________________County____________________
Phone _____________________________Fax_________________Email________________________________
Date of last physical exam____/_____/________

Medical Home Assignment: ❐ Same as above.❐ Assigned to the following practice:
Provider_________________________________Practice____________________________________________
Address__________________________________________________________County____________________
Phone _____________________________Fax_________________Email________________________________
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Dental Care Provider:❐ Unknown.❐ No history of dental care.
Provider_________________________________Practice____________________________________________
Address__________________________________________________________County____________________
Phone _____________________________Fax_________________Email________________________________
Date of last dental exam____/_____/________

Specialty Care/Behavioral Health Providers/Other Health Professionals (OT, PT, Speech):
Provider/Credentials__________________________________Practice_______________________________
Address_______________________________________________________County_______________________
Phone ____________________________Fax________________Email__________________________________
Date of last visit____/_____/________

Provider/Credentials__________________________________Practice_______________________________
Address_______________________________________________________County_______________________
Phone ____________________________Fax________________Email__________________________________
Date of last visit____/_____/________

II. CURRENT PLACEMENT INFORMATION
Date of entry into DSS care____/____/________Total number of lifetime placements_______________
Length of time the child has been in this home_________________________________________________
Reason for placement (or change of placement)______________________________________________
______________________________________________________________________________________________
People in this placement home and relationship to the child (include names of foster parents)
______________________________________________________________________________________________
______________________________________________________________________________________________

Are the siblings placed together? ❐ YES ❐ NO ❐ No siblings
Are the siblings able to have contact? ❐ YES ❐ NO
Are biological parents permitted contact? ❐ YES ❐ NO
Any restrictions or safety concerns?
______________________________________________________________________________________________

III. MEDICAL AND DENTAL HISTORY/CONCERNS
from biological parent or previous records)
Include significant illness, injury, chronic condition, recent ER visits, hospitalization,
surgery, or dental  concerns:
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
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Does the child have signs/symptoms of any communicable disease (i.e. hepatitis, TB, lice)
that  would pose a risk of transmission in a household setting?❐YES❐NO❐UNKNOWN

If yes, describe: ____________________________________________________________________________

Special dietary needs/formula/WIC___________________________________________________________
Glasses/contacts required? ❐ YES ❐ NO
Does he/she have them now? ❐ YES ❐ NO
Hearing aid required? ❐ YES ❐ NO
Does he/she have them now? ❐ YES ❐ NO
Other medical equipment required (i.e. spacer for inhaler, insulin pump, oxygen, bath aids,
wheelchair, stander, communication device)?
_____________________________________________________________________________________________

KNOWN ALLERGIES/DRUG SENSITIVITIES
Allergy/Drug_______________________________________Reaction_________________________________
Allergy/Drug_______________________________________Reaction_________________________________
Allergy/Drug_______________________________________Reaction_________________________________
Does the child have an EpiPen or other medication for response? ❐ YES ❐ NO

IV. CURRENT MEDICATIONS

MEDICATION DOSAGE/FREQUENCY WHY
PRESCRIBED?

NEED REFILL?

V. DEVELOPMENTAL, BEHAVIORAL, MENTAL HEALTH, AND SUBSTANCE ABUSE HISTORY
Concerns/diagnoses/interventions/treatment
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________

Describe child’s involvement with the juvenile justice system (if any
__________________________________________________________________________________________
__________________________________________________________________________________________
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CHILD CARE/EDUCATION INFORMATION

NAME OF SCHOOL OR
CHILD CARE FACILITY
AND PHONE NUMBER

CURRENT
GRADE

CONCERNS SERVICES
(i.e. speech, OT)

VI. FAMILY HEALTH & BIRTH HISTORY
Household composition before coming into care
__________________________________________________________________________________________
__________________________________________________________________________________________

Summary of relevant health status/conditions/genetic disorders of biological parents &
siblings
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________

Is there a history of family violence? ❐ YES ❐ NO
Is there a history of alcohol or substance abuse? ❐ YES ❐ NO
Prenatal or perinatal risk factors_______________________________________________________________
_____________________________________________________________________________________________
Name/location of child’s birth hospital________________________________________________________

VII. ATTACHMENTS:
IF AVAILABLE, please attach the following:

FROM BIOLOGICAL PARENT:
o Any medical records
o Age-appropriate developmental screening record—for example:

o ASQ-3 (Ages and Stages Questionnaire) or PEDS (age 0-5 years)
o PSC (Pediatric Symptom Checklist) (age 6-10 years)
o Bright Futures Supplemental Questionnaire or PSC-Y (completed by adolescent, age

11-21 years)
For copies of these tools, please contact your CC4C/CCNC Network Care
Manager or  medical home provider
For further guidance, please see Best Practices for DSS Social Workers

(http://www.ncpeds.org/county-dept-social-services-professionals-online-library)
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FROM HEALTH CARE PROVIDERS:
o Discharge summaries from hospital of birth and other hospitalizations/ER visits
o Growth chart/record from primary care provider
o Medical records (or documentation from CCNC’s Provider Portal) related to

health  conditions, medications, allergies, and immunizations
o Care plans for asthma / diabetes / or other chronic health conditions
o Screenings/measures to evaluate social-emotional, behavioral concerns
o Therapy or specialty provider reports (i.e. speech, audiology, mental health)

FROM CDSA OR CHILD’S SCHOOL:
o Individualized Family Service Plan (IFSP) or Individualized Education Plan (IEP)

INITIAL VISIT completed (date):____/_____/___________

30-DAY COMPREHENSIVE VISIT scheduled for:____/_____/______ at ___:_____AM/PM

THIS FORM (AND ATTACHMENTS) FAXED/SENT TO COMPREHENSIVE VISIT PROVIDER:
Provider name______________________________________________________________________________
Practice name______________________________________________________________________________
Fax number_________________________________________________________________________________
DATE FAXED/SENT____/_____/_________  INITIALS_______________
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Initial Visit for Infants/Children/Youth in DSS Custody*
North Carolina Department of Health and Human Services

Division of Social Services Health Summary Form

Instructions: Providers complete this form at the time of the medical appointment within 7 days of the child’s
placement.
Copy given to_____________________________ (caregiver) on /      /______by __________________

Patient’s Name:   ________ _____________ _     _______________________________   D.O.B:    _  /      /______
Patient’s Medicaid ID Number:______________________________________Date of Visit:      /      /  _        __

Physical Examination: ATTACH Visit Summary with vitals, growth parameters, and exam
findings and immunization record if available. You do not have to duplicate information
here if in attachments.

Current health conditions/issues (acute/chronic): Medications provided/prescribed:
_______________________________________________ _____________________________________
_______________________________________________ _____________________________________
_______________________________________________ _____________________________________

Immunizations (administered this visit): Allergies:
_______________________________________________ _____________________________________
_______________________________________________ _____________________________________
_______________________________________________ _____________________________________

Referrals (specialty care/CC4C/home visits): Other concerns (home, school):
_______________________________________________ _____________________________________
_______________________________________________ _____________________________________
_______________________________________________ _____________________________________

Does the child have signs/symptoms of any communicable disease (i.e. hepatitis, TB, lice) that
would pose a risk of transmission in a household setting? ❐YES ❐NO ❐UNKNOWN
If yes, describe: ________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________

PSYCHOTROPIC MEDICATION REVIEW REQUESTED: ❐YES ❐NO
Treatment plan (follow-up appointment/labs/testing/needed immunizations):
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
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Comments or instructions for DSS/caregivers/school personnel:
_______________________________________________________________________________________________
_______________________________________________________________________________________________

30-day Comprehensive Visit date/time: _____/______/_________ ______:___________ AM/PM

Provider Name: ___________________________________________________

Provider Signature: ________________________________________________

THIS FORM & REQUESTED ATTACHMENTS FAXED/SENT TO DSS & CCNC/CC4C CARE MANAGER:

DATE: ___________________
INITIALS: ________________

*Adapted From AAP’s Healthy Foster Care America Health Summer Form
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30-day Comprehensive Visit for Infants/Children/Youth in DSS Custody
North Carolina Department of Health and Human Services | Division of Social Services

Health Summary Form - Comprehensive

Instructions: Providers complete this form at the time of the comprehensive medical appointment. Please attach a
summary of visit  and enter any information on the form that is not included in the summary.

Patient’s Name:     __                                     ________________________________      D.O.B:     /     /______
Patient’s Medicaid ID Number:                                                             ____Date of Visit:       /       /______

COUNTY DSS CONTACT
Name_________________________________________________________________________________________
Phone __________________________________________Fax___________________________________________
Email___________________________________________________________County________________________

MEDICAL HISTORY
Birth History

Location of birth (if hospital, name and location) _________________________________________
BW_____________________ Term_____ Preterm______Gestation_______wks
Prenatal and perinatal risks ______________________________________________________________
NICU: ❐YES ❐NO
Detail________________________________________________________________

Acute illness or other health needs_______________________________________________________________
_________________________________________________________________________________________________

Does the child have signs/symptoms of any communicable disease (i.e. hepatitis, TB, lice)
that would  pose a risk of transmission in a household setting? ❐ YES❐ NO❐ UNKNOWN
If yes, describe: __________________________________________________________________________
__________________________________________________________________________________________

Chronic physical or mental health conditions (e.g., asthma, diabetes) Attach copy of the care
plan___________________________________________________________________________________________
_______________________________________________________________________________________________
Surgery/hospitalizations/ER visits (when/where/why)
_______________________________________________________________________________________________
_______________________________________________________________________________________________
Past injuries (what; when) ______________________________________________________________________
_______________________________________________________________________________________________
Allergies/drug sensitivities (with type of reaction) ________________________________________________
_______________________________________________________________________________________________
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Current medications Dosage Why prescribed Need refill?
______________________ __________ ________________ ❐YES ❐NO
______________________ __________ ________________ ❐YES ❐NO
______________________ __________ ________________ ❐YES ❐NO
______________________ __________ ________________ ❐YES ❐NO

Medical equipment/supplies required __________________________________________________________
Nutritional assessment (diet/formula and any special needs) _____________________________________

VISION, HEARING
Visual impairment? ❐ YES ❐ NO
Glasses/contacts required? ❐ YES ❐ NO
Hearing impairment? ❐ YES ❐ NO
Hearing aid or cochlear implant ❐YES ❐NO

Detail_______________________________________

ORAL HEALTH
Dental home ❐ YES ❐ NO
Dentist __________________________________________ Most recent visit _______________________
Current dental problems _________________________________________________________________
Dental/oral health appointment scheduled _____/______/__________

DEVELOPMENTAL HISTORY- Attach screening records and growth chart(s)
o ASQ-3 (Ages and Stages Questionnaire) or PEDS (age 0-5)
o PSC (Pediatric Symptom Checklist) (age 6-10)

o Bright Futures Supp. Questionnaire or PSC-Y (completed by adolescent, age 11-21)

Disability/ delay/concern:
❐ Cognitive/learning _______________________________________________________________________
❐ Social-emotional _________________________________________________________________________
❐ Speech/language________________________________________________________________________
❐ Fine motor _______________________________________________________________________________
❐ Gross motor
______________________________________________________________________________❐None

Intervention history Current/on-going: Past:
❐ Speech & language therapy _________________________ _______________________
❐ Occupational therapy ___________________________ _______________________
❐ Physical therapy ___________________________ _______________________
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Results of Evaluation(s):_______________________________________________ (Attach report(s))
For ages birth-3: (If available, attach CDSA evaluation and Individualized Family Service Plan (IFSP)
Referral to Care Coordination for Children (CC4C ❐ YES ❐ NO
Referral to Early Intervention (Infant-Toddler Program) ❐ YES ❐ NO
Date of evaluation by the Children’s Developmental Services Agency (CDSA) _____/_____/________
For ages 3-5: (If available, attach Individualized Education Plan (IEP))
Referral to Care Coordination for Children (CC4C): ❐ YES ❐ NO
Referral to the Preschool Early Intervention Program: ❐ YES ❐ NO
Medical equipment and assistive technology: ❐ YES ❐ NO   Detail
____________________________
BEHAVIORAL/MENTAL HEALTH, SUBSTANCE ABUSE
(ASQ-SE, ECSA, SDQ, CESDC, SCARED, CRAFFT, and/or PHQ-9 for Adolescents, etc.)
Concerns______________________________________________________________________________________
Screening results _______________________________________________________________________________
Diagnosis❐ YES❐ NO
Detail____________________________________________________________________ Intervention and
treatment history______________________________________________________________

EDUCATION (If available, attach Individualized Education Plan (IEP) or Section 504 Plan)
Child care or preschool_________________________________________________________________________
School_________________________________________ Grade________ Grades repeated________________
Attendance problems?❐ YES❐ NO
Reason_____________________________________________________
In- or out- of school suspension:❐ YES❐ NO Most recent? _____________ How often?
______________
Has the child received counseling at school?❐ YES❐ NO
_______________________________________
Learning Issues:

❐Learning disability
❐ADHD
❐Dysgraphia
❐Intellectual disability
❐Other

IEP?❐YES❐NO
504 Plan?❐YES❐NO
Other accommodations/equipment needs at school? __________________________________________

Extracurricular activities_________________________________________________________________________
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FAMILY AND SOCIAL HISTORY
Provider comments--genetic/hereditary risk or in utero exposure _________________________________
_______________________________________________________________________________________________
Provider comments--current placement and visitation plan ______________________________________
_______________________________________________________________________________________________

EVALUATION

Physical Examination: ATTACH Visit Summary with vitals, growth parameters and exam findings.
Screenings:
Vision: ❐ Pass❐ Fail    With glasses?❐YES❐NO Referral? ____________________
Hearing:❐ Pass❐ Fail
Development:❐ ASQ ❐ PEDS ❐ MCHAT ❐ PSC ❐ Bright Futures Supplemental-Adolescent:
No Concerns_______ At Risk/Concerns _______
Specific Social-Emotional Screen: (e.g. ASQ-SW, ECSA, PHQ-9, Vanderbilt, SCARED)
No Concerns ______ At Risk/Concerns ______

Social/behavioral assessment (by integrated mental health professional, if applicable)
_______________________________________________________________________________________________
_______________________________________________________________________________________________
Overall assessment and diagnoses______________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
PLAN/RECOMMENDATIONS
Follow-up treatment(s)/interventions for current health conditions including any labs, testing, or
evaluation with dates/times_____________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
Referrals for specialist care, mental health, oral health or developmental services with
dates/times____________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
PLAN/RECOMMENDATIONS CONTINUED
Medications provided and/or prescribed today _________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
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Immunizations administered today______________________________________________________________
_______________________________________________________________________________________________
Immunizations still needed, if any _______________________________________________________________
_______________________________________________________________________________________________
Limitations on physical activity__________________________________________________________________
_______________________________________________________________________________________________
Diet/formula/WIC______________________________________________________________________________
Special instructions for school and child care staff related to medications, allergies, diet:
_______________________________________________________________________________________________

Special instructions for foster parents/DSS contact _______________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________

Well-Visit scheduled for (date/time):____/_____/______ _____: ______AM/PM

Evaluation Team:
Primary Care Provider: ______________________________________________________________
Behavioral Health Provider:  ______________________________________________________________

______________________________________________________________
Specialty Providers: ______________________________________________________________
Others: ______________________________________________________________

ATTACHMENTS:
Visit Summary (EHR print-out)
Immunization Record
Age-appropriate developmental screening record, including growth record Screenings/measures
to evaluate social-emotional, behavioral concerns
Discharge summaries from hospitals from birth and other hospitalizations Care plans for asthma /
diabetes / other chronic health conditions
Medical records related to chronic health conditions, medications, or allergies Therapy or
specialty provider reports (examples: speech, audiology, mental health)
THIS FORM & ATTACHMENTS FAXED/SENT TO DSS & CCNC/CC4C CARE MANAGER:

DATE: _____________________
INITIALS: __________________
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Well-Visit for Infants/Children/Youth in DSS Custody*
North Carolina Department of Health and Human Services | Division of Social Services

Instructions: Provider completes this form at each well visit or provides a summary containing the requested information.
Copy given to________________________________________ (caregiver) on____/____/_________by____________________________

Patient’s Name:     __                          __           ____________________________ ___     D.O.B:     /     /______
Patient’s Medicaid ID Number:________________________________________Date of Visit:       /       /_____

Physical Examination: ATTACH Visit Summary with vitals, growth parameters and exam findings.
Screenings:
Vision: ❐ Pass❐ Fail    With glasses?❐YES❐NO Referral? ____________________
Hearing:❐ Pass❐ Fail
Development:❐ ASQ ❐ PEDS ❐ MCHAT ❐ PSC ❐ Bright Futures Supplemental-Adolescent:

No Concerns_______ At Risk/Concerns _______
Specific Social-Emotional Screen: (e.g. ASQ-SW, ECSA, PHQ-9, Vanderbilt, SCARED)
No Concerns ______ At Risk/Concerns ______

Current health conditions/issues (acute/chronic): Medications provided/prescribed
___________________________________________ _________________________________
___________________________________________ _________________________________
___________________________________________ _________________________________

Other concerns (home, school, community): _________________________________________
____________________________________________________________________________________
____________________________________________________________________________________

Immunizations (administered this visit): Allergies:
___________________________________________ _________________________________
___________________________________________ _________________________________
___________________________________________ _________________________________

Referrals (specialty care/CC4C/home visits): Addressing what need:
___________________________________________ _________________________________
___________________________________________ _________________________________
___________________________________________ _________________________________

PSYCHOTROPIC MEDICATION REVIEW REQUESTED: ❐YES ❐NO
Treatment plan (follow-up appointment/labs/testing/needed immunizations):
_______________________________________________________________________________________________
_______________________________________________________________________________________________
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Comments or instructions for DSS/caregivers/school personnel:
_______________________________________________________________________________________________
_______________________________________________________________________________________________

Next Well-Visit date/time: _____/______/_________ ______:___________ AM/PM

Provider Name: ___________________________________________________

Provider Signature: ________________________________________________

THIS FORM & VISIT SUMMARY FAXED/SENT TO DSS & CCNC/CC4C CARE MANAGER:

DATE: ___________________
INITIALS: ________________

*Adapted from AAP’s Healthy Foster Care America Health Summary Form
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Case Notes
Date: _____________________________

Name of FAC Employee: _____________________________________________ Initial: _____________

Client Name(s): __________________________________________________________________________

Other(s) Involved: ________________________________________________________________________
__________________________________________________________________________________________

Note(s):__________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________
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SEARCH DOCUMENTATION LOG

Child’s Name Date + Time of
Search Responsible Staff Foster Parent Name(s) Date + Time

Reported
Notification

Date:

Actions Taken:

Actions Taken:

Actions Taken:
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Notes Regarding Searches


