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January, 2013 ed.

Basic Guidance about Completing this Tool
1. This document works to reflect a conversation and agreements—not serve as a perfunctory check list. The most important purpose of this tool is to ensure that a transition coordinator, the participant and the planning team have thought through the anticipated dimensions of the transition. 
a. Suggestion:
Transition Coordinators are encouraged to have a conversation with the participant   over simply going line-by-line through the tool.

b. Suggestion:
Work to complete demographic information and other information that can be gathered before meeting with person. 
2. Be sensitive to the participant’s comfort level in sharing information.
This tool gathers information that the participant may be sensitive or uncomfortable discussing.
a. Suggestion:
 Transition Coordinators are encouraged to use their judgment and work with the participant to identify which sections need to be discussed publicly and which sections the participant would prefer to answer only with the transition coordinator.

b. Suggestion:  Consider using the initial meeting with the participant or records review to document the clinical elements incorporated into this tool.
3. This tool is long.

a. Suggestion:   Coordinate with In-Reach staff and participant to ensure information shared earlier is reflected in this tool before the meetings occur.

b. Suggestion:  While the transition protocol only requires two face-to-face meetings, this should be considered a bare minimum.  Transition Coordinators may decide additional meetings are needed in order to complete the planning process in a way that is sensitive to the participant’s comfort, privacy considerations and comfort level.
4. This tool is preliminary. 

This tool will be revised and streamlined overtime to best ensure it facilitates good planning and communication.

SUPPORTING THE TRANSITION TO COMMUNITY LIVING 

TRANSITIONS TO COMMUNITY LIVING PLANNING TOOL 
To Be Completed Through the Planning Process
I. Participant Data
	

	Participant First Name:      

	Participant Last Name:      

	Participant MID #:
	D.O.B.:

  /  /    

	Participant Current Phone:      
	Participant Current Address:      


	Guardian/Authorized Rep.:  (Yes  FORMCHECKBOX 
  No   FORMCHECKBOX 
)
If yes, relationship:      
	Guardian/Authorized Rep. Last Name:
     

	Guardian/Authorized Rep. First Name:

     

	Guardian/Authorized Rep Phone:
     

	Guardian/Authorized Rep Address:

     

	Other Friends/Family: (Name and Contact Info.)
	     

	Local Agency Overseeing Transition Coordination
	     

	Transition Coordinator: (Name and Contact Info.)
	     

	Facility Name and Contact Person’s Information
	     


	Participant Data Summary: County Information


	My Medicaid County:      
	County of Residence:     


	County Moving To:     
	Will Medicaid be Transferred:   (Yes  FORMCHECKBOX 
  No   FORMCHECKBOX 
)


	DOJ-Specific Transition Timeframes
	Actual/Estimated Dates Listed Here

	Actual Date of Transition Coordinator’s Initial Conversation with Participant 

Target: no later than seven days after DHHS confirmation
	     

	Actual Date of First Transition Planning Meeting 

Target: No later than 10 days after Initial Conversation
	     

	Estimated Transition Date

Projected after First Transition Planning Meeting

Should be No later than 90 days after First Transition Meeting
	     


II. Transition Planning Tool
	WHY THIS MATTERS TO ME

	My History 
	Responses/Notes

	Why I came to the facility in the first place:


	     

	What my typical weekly schedule looked like before I came into the facility:


	     

	I have lived alone before:  (Yes  FORMCHECKBOX 
  No   FORMCHECKBOX 
)
If yes, some of the challenges I faced were:


	     

	My Future
	Responses/Notes

	What I’m looking forward to about being in my home and community:


	     


	What I’d like my community schedule to include: (i.e.  Work, school, hobbies, etc.)

	     

	Some things I think I need support with in living in my own place:  


	     

	Some of my personal qualities and strengths that will come in handy once I transition out.


	     


	WHERE I WILL LIVE

	 FORMCHECKBOX 
 I have a home (own or family’s) to return to. 
 FORMCHECKBOX 
 I DO NOT have a home to return to.  
	Responses/Notes

· If not secured, what is preliminary plan for developing? 
· Who will take the lead? 

	I am looking for housing in the following counties:


	     

	If no, my housing needs related to:

· affordability

· accessibility

· rent

· utility

· deposits needed

(List/Describe):


	     


	Other:


	     


	MY MEDICAL NEEDS AND SUPPORTS


	My Community-Based Medical Needs
	Strategy for Securing Services in Community Responses/Notes

· If not secured, what is preliminary plan for developing? 
· Who will take the lead?  

	My current doctor:  (Name and Contact Information)
     
	     

	My current Specialists: (Name and Contact Information)
     
	     

	My current dentist:  (Name and Contact Information)
     
	     

	Other:  (Name and Contact Information)
     
	     

	Strategy for ensuring continuity of care between facility and community-based medical services. (i.e. Ensuring sufficient medication is available/prescriptions are in place, etc.)
	     

	My medications:  (Type of assistance with medications -   FORMCHECKBOX 
  No help     FORMCHECKBOX 
  Assist/Remind    FORMCHECKBOX 
  Full Assistance)

All Current Medications:

Dose:
Frequency:
Date:
Prescribing Physician/Pharmacy:
     
     
     
  /  /    
     
     
     
     
  /  /    
     
     
     
     
  /  /    
     
     
     
     
  /  /    
     
     
     
     
  /  /    
     


	Current Health Issues:       
                                                               (Diagnosis):                                                                           (Date of Onset if known):

     
  /  /    
     
  /  /    
     
  /  /    
     
  /  /    
     
  /  /    



	MY BEHAVIORAL HEALTH SUPPORT NEEDS


	 FORMCHECKBOX 
  I have mental health   

(MH) support needs.

 FORMCHECKBOX 
  I have substance addiction (SA) support needs.

 FORMCHECKBOX 
  I have MH/SA support needs. 
	Strategy for Identifying and Securing Appropriate Behavioral Health Services 
Who will take the lead? 


	Is there a current behavior support plan in place if needed?           FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No  
	     

	Are you linked with a community-based psychiatrist if needed?        FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No  
	     

	Are you linked with a community-based psychologist if needed?  

                            FORMCHECKBOX 
  Yes    FORMCHECKBOX 
 No                          
	     

	Are you receiving MH community support services if needed?           FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No
	     

	Are you linked with the SA community support services if needed?           FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No
	     

	Does your staff require specialized training?         

                         FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No
	     


	Current Behavioral Health Issues:       

                                                                 (Diagnosis):                                                                         (Date of Onset if known):

     
  /  /    
     
  /  /    
     
  /  /    
     
  /  /    
      


	MY PERSONAL CARE NEEDS 

 FORMCHECKBOX 
 Check Here to  Indicate No Support Needs related to ADLs and to skip this section 


	Activity
	I Need A Lot of Support (hands on assistance, people to be nearby most of the time, etc.)
	I Need Some Support

(I may need some help with some of these tasks, but not all of them; I need support sometimes but not all of the time)
	I Don’t Need Any Support—I can do it myself.
	CIRCLE ONE:
Based on answers provided, I will be referred for PCS services 

Based on answers provided, my needs can be adequately met through MH and tenancy supports.

	Moving around (ambulation, not transportation)
	     
	     
	     
	     

	Transfers


	     
	     
	     
	     

	Bathing
	     
	     
	     
	     

	Getting Dressed
	     

	     
	     
	     

	Going to the Restroom/My Toileting Needs
	     
	     
	     
	     

	Eating My Meals

	     
	     
	     
	     

	Taking my medication/remembering to take my medication
	     
	     
	     
	     

	Preparing My Meals (cooking, shopping for food).

	     
	     
	     
	     

	Budgeting/Managing My Money
	     
	     
	     
	     

	Getting Around Town (transportation—learning to ride the bus, arrange for transportation,)
	     
	     
	     
	     


	MY ADAPTIVE EQUIPMENT NEEDS



	 FORMCHECKBOX 
  I DO have adaptive equipment needs.

 FORMCHECKBOX 
 I DO NOT have adaptive equipment needs. 
	Responses/Notes

· If not secured, what is preliminary plan for developing? 
· Who will take the lead? 

	Mobility (i.e. Wheelchair, walker, brace, etc.):

	     

	Home modifications (i.e.  Widened doorways, bathroom handrails, entrance ramp, etc.):

	     

	Independence Aids:

	     

	Use of In-home monitoring:
(i.e. Simply Home, Rest Assured, Life Line)


	     

	Adaptive Supplies (i.e. Modified dishes, gait belts, eating utensils, etc.):

	     


	WHAT I NEED TO FEEL SAFE IN MY HOME and COMMUNITY



	Safety
	Responses/Notes


	If not secured, what is preliminary plan for ensuring need is met? 
Who will take the lead?  


	What I Need to Feel Safe.
	     

	     

	How I will get out in a fire in the middle of the night.
	     

	     


	MY MONEY and BENEFITS



	My Income 
	Responses/Notes

· What is preliminary plan for transferring benefit? 
· Who will take the lead?  


	How will I manage my money?
	     


	Do I have a clear understanding of what will happen to my Medicaid once I leave the facility?                            FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No 
	     

	Do I have a bank account?                                         FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No
If no, I would like to set one up.                                  FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No
	     

	Supplemental Security Income – (Monthly Amount):
	     

	Social Security Disability Income – (Monthly Amount):
	     

	Work Income – (Monthly Amount):
	     

	Other Income – (Monthly Amount):
	     

	Do I know about other financial supports?   (i.e.  Food stamps, Low Income Energy Assistance Program, CIP, etc.)               FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No 
	My plan for accessing any of these services is:
     

	What personal documents do I need to secure?

 FORMCHECKBOX 
  State issued ID

 FORMCHECKBOX 
  Social Security Card

 FORMCHECKBOX 
  Birth Certificate           FORMCHECKBOX 
  Other: 
	     

	Do I have a plan for ensuring benefits transfer from facility?
                                                                                           FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No 
	     


	HOW I’ll GET AROUND IN MY COMMUNITY



	Transportation
	Responses/Notes

· If not secured, what is preliminary plan for developing? 
· Who will take the lead? 


	Will I need access to public transportation?                     
  FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No
(If no, provide preliminary plan for developing)
	     

	How will I get to and from community-based activities and appointments?
	     


	BEING INVOLVED IN MY COMMUNITY



	Activities/Social Environment
	Responses/Notes

· If not secured, what is preliminary plan for developing?

· Who will take the lead?

	I want to work for pay.                                                 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No

	     

	I want to explore continuing education opportunities. 

                                                                                    FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No
	     


	How will I spend my day in a way that provides the support, social opportunity and structure I want and need? 
	     


	I have friends and family where I’m moving to.           FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No

	     


	I want to be connected to someone who has received services and who is now living in the community, such as a Peer Specialist.                                                               
                                                                                           FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No
	(If no, what are the plans for supporting me to build community?)
     


	These are the people I would like to remain in contact with once I leave the facility.
	     

	These are some of the people in my community, I’d like to reconnect with once I return home: 
	     


	MY SUPPORT NETWORK

	Staff, Family and Friends Who Will Support Me
	What is preliminary plan for developing/securing this element?
Who will take the lead?


	I would like to help select the staff who will work with me.               FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No

	     

	How my staff will get to know me

(i.e.  What are the important things that need to be included in my staff’s training?)

Will my staff visit/train with me before I transition?

	     

	How will my family or friends participate in my supports?


	     

	Do these family members want information about caregiver support options?                             FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No

	     

	Do these family members/friends understand respite options available?
                                              FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No  

	     

	Other family-specific considerations.


	     


	OUR BACK UP PLANS


	IF….
	WE WILL…

	If natural supports become worn out:
	     

	If the staff do not show up:

	     

	If we realize we need more support:


	     

	If a provider discontinues services:


	     

	If I lose my job or income:


	     

	If there is a medical emergency:


	     

	Other Person-Specific Contingency Plans:

If…


	     


	THE FINAL PAGE



	Other “To Dos” Not Listed:



	     


	Staying In Touch



	How often do we want to connect (by phone/email/conference call)

     
When do we need to meet in person again?

     



	Will we be accessing Transition Year Stability Resources (i.e. “Start Up Funds”)?



	List Needs Here:

     



III. Risk Mitigation/Behavioral Health Crisis Support 
GUIDANCE:  Only complete those topics that the participant/transition coordinator/team deem relevant or point of concerns
	Topic Area:
	The Risk

.
	Our plan to prevent/minimize this risk/issue from occurring:
	If the plan falls through, our back up strategy is:
	Applicable backup contact information:
	I understand if this issue is not addressed, I’m at risk of:

	Housing (Including compliance with apartment’s rules and lease requirements, feeling safe in new community residence, etc.)

	     
	     
	     
	     
	     

	Medical Supports (Including accessing medical care, transportation, etc.)

	     
	     
	     
	     
	     

	Adaptive Equipment (Including who to call if equipment has issues, etc.)


	     
	     
	     
	     
	     

	Money Management (Including setting a household budget, etc.).

	     
	     
	     
	     
	     

	Employment (Including loss in income/employment)


	     
	     
	     
	     
	     

	Transportation 


	     
	     
	     
	     
	     

	Family Dynamics


	     
	     

	     
	     
	     

	Preventing Isolation including (Including community involvement, school, volunteerism/employment, leisure, etc.)

	     
	     
	     
	     
	     

	Health Risks related to chronic medical conditions (Including hypertension, diabetes, wound care, etc)

	     
	     
	     
	     
	     

	Health Risks related to Medications (Including remembering to take medication, picking up prescriptions, side effects, etc.)

	     
	     
	     
	     
	     


	Behavioral Health Crisis Support

	
	Prevention/Intervention Strategies

	(Early signs that I am not doing well)   Significant event(s) that may create increased stress and trigger the onset of a crisis.  (Describe what one may observe when I go into crisis.  Include lessons learned from previous crisis events.  Examples include:  not keeping appointments, isolating myself, communicate loudly/hyper-verbal, etc.):

	     

	(Ways that others can help me…what I can do to help myself)   Crisis prevention and early intervention strategies that have been effective.  (Describe prevention and intervention strategies that have been effective in keeping me out of crisis and/or restrictive facilities.  Note any individuals to whom I respond best.  Examples include:  breathing exercises, journaling, taking a walk, etc.):


	     

	(Ways that others can help me in a crisis…what I can do to help myself)    Strategies for crisis response and stabilization.  (Focus first on natural and community supports.  Begin with least restrictive steps.  Include process for obtaining back-up in case of emergency and planning for use of respite, if an option.  List everything you know that has worked to help me to become stable.): 

	     


	(What has worked well with me…what has not worked well)   Acceptable and unacceptable treatments that have and have not worked in past crises; Specific recommendations for interacting with the person during a crisis.  (Describe preferred and non-preferred treatment facilities, medications, etc.  Describe how crisis staff should interact with me when entering a crisis.  For example, I like music, I like to go for a walk, I like to be talked to, peer counseling, I don’t like to be talked to, I don’t like to be touched?, etc.):

	     


	Behavioral Supports - (Contact name and information):
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