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9/98 (New)


        State of Connecticut

Department of Children and Families

PERMANENCY PLANNING TEAM REPORT FOR SUBSIDIZED RELATIVE GUARDIANSHIP

Name of Relative Caregiver: ________________________________________________________

Name of Child:  __________________________________________________________________

Date of Team Meeting:  _____/_____/_____

Persons Attending (Name and Title)

	1.
	7.

	2.
	8.

	3.
	9.

	4.
	10.

	5.
	11.

	6.
	12.


RECOMMENDATION:

Transfer of guardianship to the above named relative caregiver

 FORMCHECKBOX 
  is recommended

 FORMCHECKBOX 
  is not recommended, for the following reason(s): 

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

 FORMCHECKBOX 
  Team needs further information. 
           Team meeting scheduled for _____/_____/_____.

Other recommendations/comments:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Chairperson:  ___________________________________
         Date:  _____/_____/_____ 

