CATHOLIC CHARITIES, INC. ARCHDIOCESE OF HARTFORD

BIRTHPARENT SERVICE PLAN


Client Name/s________________________________________ Client/s # __________________ Date of First Appt:____________________















    Responsible

             Goal


       Time Frame
       Implementation

       Outcome
        Person       Date            Revisions & Initials


	1. Discuss significant background information: social, cultural, medical, educational.
	First visit

Throughout time of service
	Complete intake and genetic and social history. (CYS 337-338)
	
	
	
	

	2. Offer referrals for prenatal care, labor and delivery, & other health services, mental health, housing, drug/alcohol use, legal, financial, education, employment and safety.
	First visit
Throughout time of service
	Work with client to identify immediate needs and offer referrals as appropriate.
	
	
	
	

	3. Begin process of identifying personal strengths, family and social support systems.
	Throughout time of service
	Establish scheduled counseling sessions.
	
	
	
	

	4. Involve birth father, significant other and/or family members.
	Throughout time of service
	Explore feelings, needs, and impact of implications of parenting or adoption.
	
	
	
	

	5. Begin the decision making process.
	Throughout time of service
	Exploring responsibilities of parenting, costs, and support networks. Explore process of adoption including legal and emotional impact (grief & loss) and degree of openness.
	
	
	
	

	6. Prepare for parenthood
Implement adoption plan.
	Final decision reached after birth of child
	Continue counseling w/ emphasis on addressing health care needs (post partum), ensure safety of parent and child. DCF referral as appropriate.
Continue counseling, prepare for TPR, involvement in adoption placement. Contract for contact if desired.
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