	[image: image2.jpg]@‘% Ildcentral tn

TRALTN




	Tennessee Department of Children’s Services

Tier II Request for Appeal


This form must be submitted to Director of Placement & Provider Services as well as the Team Leader for the DCS Family Service Worker assigned to the case.  This submission must be made within two (2) business days of the Regional Administrator and Contract Agency’s review.  Please include a copy of the CFTM roster.  
	Child’s Name:
	
	Age:
	
	Region:
	


	Date of CFTM:
	
	
	Date of DCS and Contract Agency Meeting:
	


Appeals of a decision made by the Child and Family Team are only eligible for review if they concern the following issues:
 FORMCHECKBOX 
  Type of Placement                    FORMCHECKBOX 
  Level of Care                   FORMCHECKBOX 
  Continuation of Services

Provide a detailed explanation of the contract agency issue (may be submitted as separate, 
	attached documentation):
	

	

	


	Provide agency recommedation(s):
	

	

	


Please include contact information for family members and other team members who may be engaged to help the reviewer assess this appeal.
	Name
	Role on Team
	Phone Number
	E-mail

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


	Appeal Completed by:
	
	Date:
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