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Georgia Hope, Inc.                                                                             Name: ______________                
Foster Care and Adoption Agency


Monthly Progress Report

Month of __________________________
*FAX Forms to Georgia Hope to fax number 678-342-2669 by the 1st of Each Month
	Child’s Name:
	Age:

	Foster Parent:

	Placement Date:

	Child’s Progress On Case Plan Goals: ( GH Case Manager Must List Child’s Case Plan Goals Below)
	**Foster Parent Must Complete This Form Thoroughly and Accurately On  A Weekly Basis

	Goal #1



	Goal #2



	Goal #3



	Goal #4



	Rate your child’s overall monthly progress goals for each week using the rating scale #1-5:
	Sun
	Mon
	Tue
	Wed
	Thur
	Fri
	Sat

	Week #1 Progress

Comments:


	
	
	
	
	
	
	

	Week #2 Progress

Comments

	
	
	
	
	
	
	

	Week #3 Progress

Comments


	
	
	
	
	
	
	

	Week #4 Progress

Comments


	
	
	
	
	
	
	

	Ratings:     1-Did Not Complete Any Goals     2-Partially Completed Goals   3- Completed Over Half of Goals 4- Completed All Goals  5- Completed Goals Exceptionally Well



	**The Following Sections Pertain To The Child’s Overall Monthly Progress During This Monitoring Period. Foster Parent must complete each section.

	Accomplishments/Therapeutic Interventions Implemented During This Review Period: (i.e. Positive Consequences, Praise, Rewards Implemented)



	Unsatisfactory Progress and Effective Interventions:



	New Behaviors For This Monitoring Period, If Any:


	New Intervention Strategies Implemented For New Behaviors:

	Did The Child Progress, Decline or Did His/Her Behavior Remain The Same During This Monitoring Period? Please Explain



	Changes in Medication?  □ Yes   □  No  If Yes, list medication’s name dosage, frequency, and purpose. (Attach medication log if child receives medication.)

	Medication Name
	Dosage
	Frequency
	Purpose

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Changes in sleep or eating patterns?        □ Yes   □  No  



	

	Client attended medical/dental appointments? □ Yes   □  No  If Yes, provide date and provider. Child must receive annual medical and biannual dental appointments.) (Complete with 72 hours of initial placement).

	Date
	Provider

	
	

	
	

	
	

	Received behavioral health services (intake assessment, individual counseling, group counseling, CSI, IFI, crisis intervention (include phone de-escalation), psychological testing, psychiatric treatment, medication administration, nursing assessment, etc.?) Include therapy (speech, OT, PT, etc.) □ Yes   □  No  If yes, provide date, provider and service.

	Date
	Provider
	Service

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	Client had contact with family member? □ Yes   □  No  If yes, provide date and type of contact.

	Date
	Type of Contact

	
	

	
	

	
	

	
	

	
	

	Client received respite care? □ Yes   □  No  If yes, provide date and provider.

	Date
	Type of Contact

	
	

	
	

	
	

	Describe progress the child has made in school (day care). (There should be no more than 5 absences from school).



	Any absences from school? □ Yes   □  No  # of absences: _______________    If yes Explain.


	Types of Academic Support (Provide date and explain activity, as appropriate)
Key

A=Caregiver advocacy with teacher or other school official                   E=In-home educational enrichment activity

B=Caregiver educational surrogate training                                               F=Parent-Teacher conference

C=Community educational enrichment activity                                        G=PTA attendance

D=IEP Meeting                                                                                                  H=Tutoring

I=Other types of school meetings, conferences or staffing                    K=Other enrichment activity

	Academic Support

(Enter Letter Key)
	Date
	Explain

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	List All Upcoming Appointments, If Any:

	Date
	Time
	Service & Location

	
	
	

	
	
	

	
	
	

	Additional Comments:



	Child’s Signature (8+ years)


	Date

	Foster Parent Signature
	Date

	GH CSW
	Date

	CSS Signature
	Date


Attach: Visitor/Appointment Log, Medication Log, Family Visitation Log, Fire Drill Log, Clothing Reimbursement Form

4 of 4 (Complete all pages)                            Georgia Hope Inc.                              (1 packet per child, per month)      
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