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CTSF020901FRM
CASE TRANSFER SUMMARY FORM
(To be used for transfer between DCS local offices.)

Note: This form is to be completed entirely and faxed to the family’s new FCM after the case has been transferred by the court.  

CHILD A INFORMATION (Attach additional sheets if necessary):

Name:       DOB:      
ICWIS#      
Sex:       Race:       Last 4 Digits of SSN:      Medicaid #:      
Type of Placement:  FORMDROPDOWN 

Address:     
Phone Number:       Resource Name:      
---------------------------------------------------------------------------------------------------------------------

PARENT INFORMATION (Include noncustodial and absent): 

Mother’s Name:      DOB:        Address:       Phone:      
Last 4 Digits of SSN:      Place of Employment:      
---------------------------------------------------------------------------------------------------------------------

Father’s Name:       DOB:        Address:       Phone:      
Last 4 Digits of SSN:      Place of Employment:     
CHILD B INFORMATION (Attach additional sheets if necessary):

Name:       DOB:      
ICWIS#      
Sex:       Race:       Last 4 Digits of SSN:      Medicaid #:      
Type of Placement:  FORMDROPDOWN 

Address:     
Phone Number:       Resource Name:      
---------------------------------------------------------------------------------------------------------------------

PARENT INFORMATION (Include noncustodial and absent): 

Mother’s Name:      DOB:        Address:       Phone:      
Last 4 Digits of SSN:      Place of Employment:      
---------------------------------------------------------------------------------------------------------------------

Father’s Name:       DOB:        Address:       Phone:      
Last 4 Digits of SSN:      Place of Employment:     
CHILD C INFORMATION (Attach additional sheets if necessary):

Name:       DOB:      
ICWIS#      
Sex:       Race:       Last 4 Digits of SSN:      Medicaid #:      
Type of Placement:  FORMDROPDOWN 

Address:     
Phone Number:       Resource Name:      
---------------------------------------------------------------------------------------------------------------------

PARENT INFORMATION (Include noncustodial and absent): 

Mother’s Name:      DOB:        Address:       Phone:      
Last 4 Digits of SSN:      Place of Employment:      
---------------------------------------------------------------------------------------------------------------------

Father’s Name:       DOB:        Address:       Phone:      
Last 4 Digits of SSN:      Place of Employment:     
Date case opened:      
Provide a brief summary of family’s reason for involvement with DCS and current situation and level of compliance: 

     
Provide a brief description of the child(ren)’s special needs including medical, allergies, emotional problems, behavior problems, school grades, etc.

     
List any critical issues (e.g., FCM safety, restraining orders, additional security needed at court, domestic violence) in this case:

               
Why is this case being transferred?  

     
Date Last Case Plan was Approved:      
Date Next Case Plan is Due:      
(Note: If Case Plan is due within fifteen (15) days of case transfer, original FCM must complete.)
Date of Most Recent FCM/Child Visit:      
Date Next FCM/Child Visit is Due:       

(Note: If visit is due within five (5) days of case transfer, original FCM must complete and email contact/visit information to new FCM to input in ICWIS contacts.)

Date of Most Recent Parent/Child Visit: (if applicable)      
Date of Most Recent Sibling Visit: (if applicable)      
Date of Next Sibling Visit: (if applicable)      
---------------------------------------------------------------------------------------------------------------------
Name of Previously Appointed CASA/GAL:       Phone:      
Date Transfer Request was Court Approved:      
Sending FCM Name (Printed):       Phone:      
FCM Signature: _____________________________________ Date:______________ 
Supervisor Name (Printed):       Phone:      
Supervisor Signature: _________________________________________ Date: ____________
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