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 Attendance
I acknowledge I have participated in the development of this Plan of Safe Care (POSC), I have a copy of the POSC, I will share the POSC with my child’s primary care provider, and I will make reasonable efforts to follow-up with the services and supports listed above.
Client Signature:___________________________________		Date:___________________
I, _____________________________________________________provided _________________________________________with the POSC upon discharge.
Provider signature:________________________________		Date:____________________
