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RESIDENTIAL PLACEMENT REVIEW SUMMARY OF NEEDS 
State Form 55712 (11-14) 
DEPARTMENT OF CHILD SERVICES 

 
INSTRUCTIONS: The Family Case Manager (FCM) will complete this form in preparation for the Residential Placement Committee to review.  
    A copy of the completed Child and Adolescent Needs and Strengths Assessment and any other documentation available to  
    support the proposed level of care must be submitted with this form. 
 
SECTION A: Complete this section and include all of the child's information. 
Date (month, day, year) 

      
Name of child 

      

Date of birth (month, day, year) 

      

Race 

      

Sex 

      

Intelligence quotient (IQ) 

      

School grade 

      

Name of FCM 

      

Name of supervisor 

      

DCS county office 

      

 
SECTION B: Check each box that corresponds with DCS involvement, current placement, and parental participation. 
DCS involvement: 

 Physical Abuse      Neglect      Sexual Abuse      Other: __________________________________________________________________ 

Current placement of the child: 

 Foster Care      Therapeutic Foster Care      Emergency Shelter      In-Home      Hospital      Other: ___________________________ 

Anticipated parent / caregiver participation in care: 

 Intense             Occasional             None at all 

 
SECTION C: Check all boxes that correspond to the child's behavioral issues. 

 Sexual Acting Out  Physical Aggression   Oppositional/Defiant   Suicide Ideation or Attempt 
 Cutting/Self Harm   Fire Starter     Destruction of Property  Runaway 
 Substance Abuse  Pregnancy     Gang Involvement   Other: ___________________________________________ 

 
SECTION D: List all services provided for the child and/or family and whether the child has educational needs. 
Services provided: 

      

Educational needs: 

      

 
SECTION E: List all medical or mental health conditions, diagnosis, illnesses, and disabilities. 
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SECTION F: Complete information regarding the child's medical conditions. 
Date of diagnosis (month, day, year) 

      

Medication(s) prescribed 

      

Dosage 

      

Frequency 

      

Reason for use 

      

 
SECTION G: Provide the child's placement history information. 
Placed with: 

      

Date of placement (month, day, year) 

      

Date placement ended (month, day, year) 

      

Reason for placement ending 

      

 
SECTION H: Check the box that corresponds with the permanency plan for the child. 
 

 Reunification       Guardianship       Adoption       Another Planned Living Arrangement (APLA) 

 
SECTION I: State why residential care is being considered/requested at this time. 

      

 
SECTION J: Complete this section if there has been an emergency placement and/or the child is ten (10) years of age or younger. 
Date of diagnostic (month, day, year) 

      

Date of staffing (month, day, year) 

      

Type of facility / placement 

      

Name(s) of individuals who participated in staffing 

      

Staffing details 

      

 
SECTION K: This section is completed based on the DCS Clinical Consultant's review. 
Name of DCS clinical consultant 

      

Date of review (month, day, year) 

      

Recommendations 

      

 
SECTION J: Residential Placement Committee Recommendations 
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