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	Participant Name:
	MID: 
	Plan Start Date: 


	Transition Planning- A transition plan must facilitate independence, personal goals and personal interests.  The transition plan must also meet the health and safety needs of the participant. 

	Based on the eligibility notice, is this a participant who may no longer qualify for DD waiver services at the end of the plan year?        
	Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 
     



	Based on the PCP team discussion, is this a participant who will need to transition to a lower intensity/frequency of any services they receive during the current plan year?                                                                                                                                                           
	Yes   FORMCHECKBOX 
     No  FORMCHECKBOX 
     



	If either question is marked “Yes”, describe the transition plan below in terms of where and how the transition will take place:  It must be a transition into one or more of the following: An alternative setting, vocational training, Supported or independent employment, volunteer opportunities, community based organizations and activities and/or less restrictive setting

	Transition Area
	Goal & Planning Steps (reduction of services)
	Responsible Party
	Expected Completion  Date

	
	
	
	


	Plan Monitoring
	Yes
	No
	

	Over the last plan year, were services provided to the participant according to the authorized plan?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	If no, what action was taken?

	Did you receive completed Provider Status Reviews for required services that show progression, regression, and/or maintenance of skills?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	If no, please list the agency and the action taken

	In the past year, was/is the participant satisfied with the quality and quantity of services received from all providers?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	If no, what action was taken?


	Safety Concerns
	Yes
	No
	

	Within the last plan year have there been any situations that could re-occur that would put the participant or others in danger?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	If yes, describe the situation(s) in detail, how this is being addressed and by whom?  

	Are there structural, physical, emotional, or environmental risks (i.e., evacuation during an emergency, etc.) that would present concerns related to the well being of the participant?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	If yes, describe the risks in detail, how this need will be addressed and by whom?

	Are there significant health and well being issues not addressed on the ISP?


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	If yes, describe them in detail and, in detail, how these needs are addressed and by whom?


	Alone Time in a CFH
	Yes
	No
	

	Does the participant/guardian want to utilize alone time?

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	If yes, describe how much alone time is desired by the participant, when the participant would like to be alone, where the alone time will likely occur.  If no, then do not answer further questions.

	Does the PCP team agree the participant’s functional age and cognitive skills would allow the participant to follow a home alone safety plan to reduce risk and address health and safety concerns?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	If no, describe the risks or issues that the PCP team has identified that prevent the participant from having alone time. 



	Does the PCP team agree there are no issues (e.g. behavioral issues or impulse control) which would impact the participant’s ability to follow a home alone safety plan to reduce risk and address health and safety concerns?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	If no, describe the risks or issues the PCP has identified that prevent the participant from having alone time. 
 


