 FORMCHECKBOX 
  Initial or Ongoing ‘Ohana Time Plan
 FORMCHECKBOX 
  Change in ‘Ohana Time Plan:   
 FORMCHECKBOX 
 Supervised (Highly Structured, Moderate, Intermittent)   
 FORMCHECKBOX 
 Unsupervised
	FAMILY CASE INFORMATION

	FAMILY CASE NAME AND NUMBER:   
	

	PARENTS & CHILDREN INVOLVED IN OT PLAN, INCLUDING SIBLINGS IN DIFFERENT PLACEMENTS:



	

	

	CWS CASE WORKER: 


	DATE PLAN DEVELOPED:  


	START DATE OF PLAN:



	CONTACT INFORMATION (NAME AND PHONE NUMBER)
(do not note or release to unauthorized parties for any safety concerns) :

	CWS  WORKER:


	OT PROVIDER:


	RESOURCE CAREGIVER - OT  SUPERVISOR:



	OTHER OT SUPERVISOR:


	PARENTS:


	OTHER—eg. OT Transporter, if not OT Supervisor:   


	*CULTURE, FAMILY STRENGTHS AND OTHER CONSIDERATIONS

	ETHNICITY OF FAMILY: 


	CULTURE(S) THAT FAMILY IDENTIFIES:



	CULTURAL VALUES THAT ARE SIGNIFICANT FOR THE ‘OHANA TIME PLAN:



	ANY LANGUAGE ACCESS NEEDS:


	ANY OTHER NEEDS/CONSIDERATIONS IDENTIFIED:

Eg., medical or developmental needs, schedules of parents/children/resource family,  transportation, etc.



	FAMILY STRENGTHS:



	

	REASON FOR SUPERVISED ‘OHANA TIME/SAFETY ISSUES:



	

	UNSAFE CONDITIONS/BEHAVIORS THAT WILL STOP ‘OHANA TIME:  Any behaviors that negatively impact the safety of the child; places child in imminent danger



	


	‘OHANA TIME SPECIFICS

	WHO IS SUPERVISING THE ‘OHANA TIME (consider/check if relatives, resource caregivers are possible---need clearances on non-licensed relatives, individuals)---note all who apply:

	CWS:


	PROVIDER:


	RELATIVE (name):

     

	RESOURCE CAREGIVER (name):


	OTHER (name):



	WHO IS TRANSPORTING ( including transporting siblings in different placements)---note all who apply:

	CWS:


	PROVIDER:


	RELATIVE (name):

     

	RESOURCE CAREGIVER (name):


	OTHER (name):



	ANY OTHER PARTY APPROVED/CLEARED TO PARTICIPATE IN ‘OHANA TIME AS SUPPORT/RESOURCE OR AS A PLACE TO HAVE ‘OHANA TIME (eg., relative): (names)



	

	FREQUENCY, DURATION/LENGTH:  (eg., 1 ½ hours, 3X a week)



	DAYS, TIMES: (If relatives, resource caregivers, etc. can help with supervision, flexible days and times are optimal)



	LOCATIONS: (while attending to any safety issues, consider least restrictive possible and most natural/homelike ---eg., Office; ‘Ohana Time Center; Community; Homes; Combination---note the various locations)



	


	GOALS 

CASE GOAL:  Reunification (specify if another case goal)

OVERALL GOALS:  To support child and family safety, permanence and child well-being through ‘Ohana Time.  
                                  To promote and support reunification/permanency and maintain family connections.

	Parent – I Will:
	Demonstrated by:

	For example:  Keep or build on my relationship with my child; 

Meet my child’s needs; Improve my parenting abilities

	For example:  Keep OT schedule; Spend quality time with children; Be able to comfort & nurture child; Participate in medical and school appts; Attend extracurricular activities; etc.

	
	

	
	

	
	

	
	

	The above goals and activities have been worked on together and mutually agreed upon as the focus between the parents, the ‘Ohana Time Supervisor and Child Welfare Services (CWS).  This plan will be reviewed in the monthly face-to-face visit with the CWS Case Worker.

‘Ohana means Family!  This is your personalized ‘Ohana Time Plan designed to help your reunification be supported and successful and to maintain your ‘Ohana connections!  

	
	
	

	PARENT
	DATE
	
	PARENT
	DATE

	
	
	
	
	

	‘OHANA TIME  SUPERVISOR/PROVIDER
	DATE
	
	CWS CASE WORKER
	DATE

	
	
	
	
	


‘OHANA TIME (OT) PLAN





[TO BE REVIEWED IN MONTHLY FACE-TO-FACE VISIT WITH CWS CASE WORKER]
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