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D.C. Child and Family Services Agency 

VISITATION PLANNING
In Home
Family Name ______________________   FACES ID# _____________________________

Achievement date ______________________
Visitation plan created (date): ________    
Name of Person completing Visits: __________________________________________________
Participants in the visits (first and last name of each & relationship to child) ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Was the family actively involved in developing/creating the visitation plan? _____  If not, why? (i.e., refusal or inability to participate) 

______________________________________________________________________________

Purpose of the visits: _____________________________________________________________
Frequency of visits:______________________________________________________________
The length of the visits:___________________________________________________________

Location, transportation, responsible party & time: ____________________________________________________________________________________________________________________________________________________________
______________________________________________________________________________

Conditions of visits (i.e., who can come, what can be brought, not coming intoxicated, no discussion of case/allegation):  ____________________________________________________________________________________________________________________________________________________________
Expectations of parents during visits (i.e., bring a nutritious snack, demonstrate attention to child or appropriate redirection, etc.)
____________________________________________________________________________________________________________________________________________________________
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Other Information:

This information should be considered when making the next visitation plan for the family

Were there any issues that need to be followed up on/resolved? If so, what? 
____________________________________________________________________________________________________________________________________________________________
What behaviors need to be changed to eliminate safety threat/reduce risk for the next visitation plan

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Activities, if any, the family participated in during this period (90days): ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
This plan will be reviewed no later than: ________________________
Phone numbers to call to cancel or reschedule visit:  
Social Worker: (        ) ____ - _______  FSW: (        ) ____ - _______  NCM: (        ) ____ - _______
Parent(s):          (        ) ____ - _______            (        ) ____ - _______
Other:                (        ) ____ - _______
By signing, you have reviewed, participated, and agreed with the development of this visitation plan.

______________________________


_____________________________
Parent






Parent

______________________________


_____________________________
Caregiver





Social Worker

______________________________


_____________________________
Child






Supervisory Social Worker

_______________________________


_____________________________
Child/PM





Child/
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D.C. Child and Family Services Agency 

SUPERVISORY VISITATION SCHEDULE PLANNING TOOL
Family Name: ________________________           FACES Case ID# ______________________ 
	ABOUT THE FAMILY:


	What is the Permanency Goal of the child(ren)?


	What is the age of the child(ren)?
	Describe any cultural information that would affect visitation schedule?


	Are there any rules for visitation with this family?

	TIMING:
	When will visits start?


	How often will they occur?


	What is duration of the visits?
	Is there an end date for this Visitation Schedule?

	LOCATION:
	Where will the visits occur?(i.e foster home, child’s home, CFSA, etc) List all locations that have been agreed upon.


	Who will provide transportation?
	
	

	PARTICIPANTS:
	Who will be participating in these visits?


	What are the relation ships to the child?


	What is the contact information for all participants in case of an emergency? 
	

	FAMILY NEEDS:


	What resources are needed to assist this family with the visits?


	Is there any modification of visitation activities required?
	
	



	Sun
	Mon
	Tue
	Wed
	Thu
	Fri
	Sat

	 
	 
	 
	
	 
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


GOVERNMENT OF THE DISTRICT OF COLUMBIA


Child and Family Services Agency


Visitation Schedule





Case Name _________________________


Parent _____________________________ 	Parent phone # __________________________________________  


Parent _____________________________	Parent phone # __________________________________________


FP/Caregiver ________________________	FP/Caregiver phone # _____________________________________


Child(ren) ________________________  __________________________   _____________________________  ______________________________


______________________________   _____________________________  _____________________________  ______________________________


SW _______________________    SW office phone# __________________________   SW cell phone # ______________________________


Nurse Care manager _____________________ Nurse Care Manager phone # ______________________________


Family Support Worker ___________________ Family Support Worker phone # ____________________________
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What to expect during your visitation:


The following activities will happen during each visit:


Each child must be seen outside of the presence of the caretaker


The safety of the child(ren) will be  assessed


A minimum of twice a month --- Parents will have twice monthly visitations. These visits may be with the social worker, nurse care manager, family support worker, and/or designee.


Visits may be unannounced to ensure the health and safety of the children. Cancelled visits will be rescheduled.


Your visitation plan may be reviewed or revised at any time and must be reviewed every 90 days(including a change in placement) 


What to do if you cannot make your scheduled visit:


Call and leave a message with the social worker or the person supervising the visit 12 – 24 hours in advance or as soon as you are aware that you cannot make your scheduled visit.


Provide a reason for missing your visit (i.e., health or safety)


Provide 3 other dates and times you are available to reschedule the missed visit.
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