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Documentation of Visitation

Drop Off Information

Child’s Name_____________________________

Benchmark Family Services Representative Transporting Child_____________________
Location of Drop Off______________________________________________________
Scheduled Visit Date and Time______________________________________________

Arrival Date and Time_____________________________________________________
Benchmark Family Services Representative Departure Time_______________________
Are Any Medications being Transferred for the child for this visit? Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

**Medications must be directly handed to the adult the child is released to along with a       blank Medication Log for them to record administration during the visit**
If yes, Name of Medication(s) and Quantity (*only medications for the time period of the visit need transferred) ________________________________________________________________________________________________________________________________________________________________________________________________________________________
Approved Adult the child is released to________________________________________

Type of Identification Verified_________________________________________

License Plate Number and Physical Description of Vehicle the child is being transported in (if applicable) __________________________________________
Signature of adult who child was released to:___________________________________

*Benchmark Family Services may only release a child in our care to a DCBS approved adult.  Therefore, photo identification will be required at time of visitation prior to the child being released.

*Benchmark Family Services will protect the safety of the child and will not release the child, and will contact 911, if the person the child is to be released to appears to be under the influence of drugs or alcohol.  DCBS and Benchmark Family Services personnel will also be contacted immediately if this occurs.
************************************************************************

Return Information

Return Date and Time______________________________________________________
Return Location__________________________________________________________

Benchmark Family Services Representative the Child is Returned to ________________
Adult Returning Child to Benchmark Family Services Representative _______________
Were Any Medications Returned? Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

If yes, Name of Medication(s) and Quantity____________________________________

________________________________________________________________________________________________________________________________________________

Was a Medication Administration Log Returned?  Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
  Not Applicable  FORMCHECKBOX 

Signature of adult who returned child__________________________________________

For Benchmark Family Services Representative to Complete:

Please note any concerns or observations regarding this visit_______________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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