Initial Plan Development

WRAPAROUND PLAN OF CARE

INTERAGENCY SCREENING COMMITTEE REVIEW
	Child’s Name:  
	
	  Referring Worker
	

	Child’s ID#: #:
	
	D.O.B.:  
	
	  DCFS Social Worker:  
	

	Program Activation Date:
	
	  MH Worker:  
	      

	Facilitator:  
	
	  Probation Officer:
	         

	


	Monthly estimate of service from
	
	  to
	
	 (Not to exceed 6 months).

	If modification date modified:  
	         /    /  
	

	

	For ISC use only:

	
	
	
	

	Date Reviewed:  
	
	
	

	

	Approved     FORMCHECKBOX 

	Denied     FORMCHECKBOX 
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