Child and Family Team, (CFT), Evaluation Form
Date: __________          Where did the meeting take place at: _________________________

Please circle the provider for this meeting:  
Monarch
Daymark Recovery Services

RHA

Youth Adult Care Management      

If your provider is not listed please enter their name:  _________________________.   
This evaluation is used to rate your CFT experience and to assist the System of Care Coordinator to help make each future CFT beneficial for every family.  
Please place a check mark if you agree or disagree with the statements listed below.
	#
	Principle
	AGREE
	DISAGREE 
	UNDECIDED/Not Sure 
	NOT

APPLICABLE It is not relevant to this meeting

	1.
	I was OR The parent(s) were encouraged to be involved in the meeting.  
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	2.
	I was OR The children/youth were encouraged to be involved in the meeting.  
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	3.
	The family helped lead the CFT meeting.    
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	4.
	The CFT meeting was a safe and supportive place for me and everyone at the meeting.  
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	5.
	The worker in charge of the CFT meeting was prepared, maintained control of the meeting, and focused on the purpose of the meeting.   
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	6.
	The plan centered on what I OR the child and family did well and on my OR the family’s beliefs.  
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	7.
	During the CFT meeting, I was able to participate whenever I wanted and members of the team listened to me.  
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	8.
	The CFT meeting included the right people who could help me OR the family succeed because I was able to invite the people I wanted to the meeting.  
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	9.
	I am satisfied and support the final plan/decision and will try my best to help make this plan/decision work.  
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	10.
	All of the members had something to work on (everyone had an assignment)  and everyone will share responsibility for successful outcomes
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	11.
	Everyone was willing to change the plan if it wasn’t working for me/the family.  
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	#  
	Principle
	AGREE
	DISAGREE 
	UNDECIDED/Not Sure 
	NOT

APPLICABLE It is not relevant to this meeting

	12.
	The CFT meeting was at a convenient time for me and my family OR for the child and family.  It was scheduled around (my) their work and/or school schedule.  
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	13.
	I understood the purpose of the meeting?  
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	14.
	I was properly prepared for the CFT meeting and the outcome of the CFT meeting.    
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	15. 
	As a result of this CFT meeting, I feel the meeting was helpful.    
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



Please check your relationship to the child(ren) and family for whom the CFT was held for:  

(Please check only one)
	 FORMCHECKBOX 

	Mother or Father 
	 FORMCHECKBOX 

	The child or youth 
	 FORMCHECKBOX 

	Aunt or Uncle

	 FORMCHECKBOX 

	Stepparent(s)
	 FORMCHECKBOX 

	Clergy or Religious Leader
	 FORMCHECKBOX 

	Niece or Nephew 

	 FORMCHECKBOX 

	Brother or Sister
	 FORMCHECKBOX 

	Foster Parent
	 FORMCHECKBOX 

	Other Relative /Cousin 

	 FORMCHECKBOX 

	Grandparent
	 FORMCHECKBOX 

	DSS as the guardian


	 FORMCHECKBOX 

	Friend

	 FORMCHECKBOX 

	Other (Specify)
	 FORMCHECKBOX 

	Provider (give your agency and your title)
	 FORMCHECKBOX 

	Community (give agency name and your title) 



	 FORMCHECKBOX 

	Schools 
	 FORMCHECKBOX 

	GAL  
	 FORMCHECKBOX 

	Court Counselor 


Upon completion of this form, please save it and email it to soc@pbhsolutions.org.  Thank you.

If you have any further questions or comments please call the System of Care Coordinator at 
704-721-2734 or send an email to soc@pbhsolutions.org
