DCF-2069
State of ConnecticutPRIVATE 

03/94 (Rev.)
Department of Children and Families

NOTIFICATION OF PLACEMENT REVIEW TEAM MEETING

To: 







, Parent









, Surrogate parent









, LEA responsible for the child









, Residential facility









, LEA in which the facility is located









, Unified School District #2








, DCF RRG Member








, Social Work Supervisor









, DCF Parole Services Officer

Re:
Date of Birth _____/_____/_____




Child's Name
You are invited to participate in a meeting of the DCF Placement Review Team which will convene to:

 FORMCHECKBOX 
 seq User_Box  \* Arabic  \hdetermine whether the treatment needs of this child are such that he/she must remain within the facility for its entire daily program in order to meet treatment goals.

 FORMCHECKBOX 
 seq User_Box  \* Arabic  \hdiscuss the DCF Placement Review Team decision regarding the boundaries of placement for this child.

The meeting will be held on _____/_____/_____, at ____:____ at  

Please contact me if you are unable to attend the meeting or if you have any questions regarding this matter.  If necessary, the meeting will be rescheduled at another time and/or place.

	PRIVATE 
Chairperson

	Telephone Number

	Date

	DCF Regional Office

	Address


