LCCS 1213

SERVICE PLAN Rev 323
Name of Child:
DOB:
Update Date:

lll. Signatures/Date of Review
(Signatures indicate participation in the formulation and/or review of the treatment plan):

Parent of Child: Date:
Child: Date:
LCCS Treatment Foster Worker: Date:
LCCS Treatment Supervisor: Date:
LCCS Treatment Foster Home Parent(s): Date:

Date:
LCCS WOR/Supervisor: Date:

Other Involved Professionals: _
Name Agency Represented

Date of Next Treatment Meeting:
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