Exhibit 404.5-B

COMMUNITY MENTAL HEALTH / JUVENILE JUSTICE 

WRAPAROUND PLAN OF CARE

CHILD / YOUTH’S NAME: 




CMH ID #: 



DATE OF BIRTH: 





JAIS ID #:  



FAMILY NAME: 



LEGAL STATUS: 




DATE OF INTAKE:
 FORMCHECKBOX 
 30 DAY   FORMCHECKBOX 
 3 MOS.  FORMCHECKBOX 
 6 MOS.    FORMCHECKBOX 
 9 MO.  FORMCHECKBOX 
 1 YEAR    FORMCHECKBOX 
 OTHER 


  
DATE PLAN IS DUE: 



DATE OF QUARTERLY REVIEW: 


Plan of Care Status:

	#
	CURRENT GOALS:
	STATUS (INCLUDE DATE OF GOAL; STATE THE OUTCOME OF THE GOAL; WAS THE GOAL MET; AND WILL THE GOAL CARRY OVER OR BE MODIFIED)

	
	
	

	
	
	

	
	
	

	
	
	


	#
	PREVIOUS GOALS:
	STATUS (INCLUDE DATE OF GOAL; STATE THE OUTCOME OF THE GOAL; WAS THE GOAL MET; AND WILL THE GOAL CARRY OVER OR BE MODIFIED)

	
	
	

	
	
	

	
	
	

	
	
	


Child and Family Team Membership:
	TEAM MEMBER
	ADDRESS / PHONES & AVAILABILITY
	RELATIONSHIP TO FAMILY

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


GOAL #:1
	NEEDS:

LIFE DOMAIN:

	LOCATION OF SERVICE: 

	STRATEGIES:

1.

2.

3.

	TEAM MEMBER ASSIGNED:
1

2.

3
	TASK COMPLETED DUE DATE:
1.

2.

3.
	HOW OFTEN:
1.

2.

3.

	STRENGTHS:


	PROBLEMS / BARRIERS:
	BUDGET / EXPENSES:


GOAL #:2
	NEEDS:

LIFE DOMAIN:

	LOCATION OF SERVICE: 

	STRATEGIES:

1.

2.

3.

	TEAM MEMBER ASSIGNED:
1

2.

3
	TASK COMPLETED DUE DATE:
1.

2.

3.
	HOW OFTEN:

1.

2.

3.

	STRENGTHS:


	PROBLEMS / BARRIERS:
	BUDGET / EXPENSES:


GOAL #:3
	NEEDS:

LIFE DOMAIN:

	LOCATION OF SERVICE: 

	STRATEGIES:

1.

2.

3.

	TEAM MEMBER ASSIGNED:
1

2.

3
	TASK COMPLETED DUE DATE:
1.

2.

3.
	HOW OFTEN:

1.

2.

3.

	STRENGTHS:


	PROBLEMS / BARRIERS:
	BUDGET / EXPENSES:


GOAL #:4
	NEEDS:

LIFE DOMAIN:

	LOCATION OF SERVICE: 

	STRATEGIES:

1.

2.

3.

	TEAM MEMBER ASSIGNED:
1

2.

3
	TASK COMPLETED DUE DATE:
1.

2.

3.
	HOW OFTEN:

1.

2.

3.

	STRENGTHS:


	PROBLEMS / BARRIERS:
	BUDGET / EXPENSES:


COMMENTS / CONCERNS:

NEW STRENGTHS DISCOVERED (AT QUARTERLY OR ANY UPDATES):

This Wraparound Plan of Service was developed by 
 through 
‘s, Child and Family Team.  

CHILD / Youth Signature

Date

Parent / Guardian Signature
     Date

Wraparound Facilitator


Date

Wraparound Supervisor Signature   Date

CFT Member Signature


Date

CFT Member Signature

     Date

CFT Member Signature


Date

CFT Member Signature

     Date

CFT Member Signature


Date

CFT Member Signature

     Date

CFT Member Signature


Date

CFT Member Signature

     Date

I received a copy of my Wraparound Plan of Services on (date) 

.
(Initials) 

I received a copy of my Wraparound Plan of Services on (date) 

.
(Initials) 

SATISFACTION WITH SERVICES:
 FORMCHECKBOX 
 Yes
    FORMCHECKBOX 
No
  If no please, comment: 

CHILD / YOUTH NAME: 
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