	Child Permanency Plan Addendum/

Personalized Discharge/Transition Plan
	 FORMCHECKBOX 
   Interim
	 FORMCHECKBOX 
   Final

	Youth’s Name:
	     
	DOB:       
	Case #:       
	Date Youth Entered Care:       

	Agency:
	     
	Anticipated date of discharge from DHS care:       

	Agency Contact Information:        
	Date Documentation sent to DHS:       

	Achieving Reunification Center/Life Skill Preparation

	Youth has been referred to the Adolescent Services Program/Life Skills in their area.  In Philadelphia, it is the Achieving Independence Center:                  FORMCHECKBOX 
  Yes        FORMCHECKBOX 
  No        FORMCHECKBOX 
  Referred →  Date:               

 FORMCHECKBOX 
  Attended Orientation → Date:       

	Youth is an active member of the AIC:     FORMCHECKBOX 
  Yes           FORMCHECKBOX 
  No

	Name of the agency and contact information if the youth was referred for services other than the AIC: 

     

	Ansell Casey Life Skills Assessment completed:
 FORMCHECKBOX 
  Yes           FORMCHECKBOX 
  No

	Essential Documents/Records Obtained for Youth:

	 FORMCHECKBOX 

Original/official copy of Birth Certificate
	 FORMCHECKBOX 
 Copy Attached (for final plan only)

	 FORMCHECKBOX 
 Original/official Social Security Card
	 FORMCHECKBOX 
 Copy Attached (for final plan only)

	 FORMCHECKBOX 
 School Transcripts
	 FORMCHECKBOX 
 Copy Attached (for final plan only)

	 FORMCHECKBOX 
  HS Diploma or GED &/or cert of completion of 
vocational/trade school
	 FORMCHECKBOX 
 Copy Attached (for final plan only)

	 FORMCHECKBOX 
  State Non-Drive Photo ID/Driver’s License 
	 FORMCHECKBOX 
 Copy Attached (for final plan only)

	 FORMCHECKBOX 
  Health Insurance Card &/or CHIP/MA card and/or Adult 
 
 Basic card
	 FORMCHECKBOX 
 Copy Attached (for final plan only)

	 FORMCHECKBOX 
  Medical Records/History
	 FORMCHECKBOX 
 Copy Attached (for final plan only)

	 FORMCHECKBOX 
  Immunizations/Inoculation records from physician’s office
	 FORMCHECKBOX 
 Copy Attached (for final plan only)

	 FORMCHECKBOX 
 Youth’s Legal Residency/Citizenship established/has 
records(as applicable) 
	 FORMCHECKBOX 
 Copy Attached (for final plan only)

	 FORMCHECKBOX 
  Resume
	 FORMCHECKBOX 
 Copy Attached (for final plan only)

	 FORMCHECKBOX 
 Credit report obtained and given to youth 18 years or older
	(To be obtained yearly until youth exits care)

	 FORMCHECKBOX 
 Three employment/character references with contact 
information
	 FORMCHECKBOX 
 Copy Attached (for final plan only)

	 FORMCHECKBOX 
 Checking/Savings Account Statements from bank or credit 
union 
	 FORMCHECKBOX 
 Copy Attached (for final plan only)

	 FORMCHECKBOX 
 Enrollment/roster/transcripts in post-secondary education 
program
	 FORMCHECKBOX 
 Copy Attached (for final plan only)

	OR
	OR

	 FORMCHECKBOX 
 Letter from employer, pay stub, work ID or W2 (to verify 
youth is employed in a manner sufficient to support the 
other requirements of a successful transition to independence)
	 FORMCHECKBOX 
Copy Attached (for final plan only)

	Please indicate if youth needs assistance in obtaining any of the essential documents:       

	Housing

	Current Living Situation:

	 FORMCHECKBOX 
  Foster Care/Kinship Care
	 FORMCHECKBOX 
  Group Home/Institutional Facility
	 FORMCHECKBOX 
  Mother/Baby Placement

	 FORMCHECKBOX 
  SIL/Independent Living
	 FORMCHECKBOX 
  Shelter/Emergency Housing
	 FORMCHECKBOX 
  Other:       

	Anticipated address after leaving placement  (only complete within 90 days of exit date)

	Street:       
	Apt. #:       
	Phone Number:        

	City:       
	State:       
	Zip Code:       

	Education/Vocational Training

	Current Grade Level:       
	Describe youth’s progress in school:       

	
	

	Is youth receiving special education services?     FORMCHECKBOX 
  Yes         FORMCHECKBOX 
  No  →   If “Yes”, when was last IEP:       

	If applicable, is the youth preparing for requisite test (e.g. PSAT, SAT, ACT):    FORMCHECKBOX 
  Yes          FORMCHECKBOX 
  No   →

	     If “No”, explain action to be taken:       




	N/A – Explain:     

	High School Diploma:  FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No    
	 FORMCHECKBOX 
 Enrolled   Name of School:       
	Date obtained:      

	GED Certificate:           FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No    
	 FORMCHECKBOX 
 Enrolled   Name of School:       
	Date obtained:      

	Approved vocational/technical school:  

                                     FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No    
	 FORMCHECKBOX 
 Enrolled   Name of School:       
	Date obtained:      

	Post high school education/vocation program:

	(
	Two (2) year program
	 FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Enrolled
	Name of School:       

	(
	Four (4) year program
	 FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Enrolled
	Name of School:       

	(
	Post-graduate
	 FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Enrolled
	Name of School:       

	(
	Vocational/technical school
	 FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Enrolled
	Name of School:       

	(
	Job Corps
	 FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Enrolled
	Name of School:       

	(
	Bureau of Rehabilitation
	 FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Enrolled
	Name of School:       

	Financial Aid
	 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Applied   →
	Date:       

	Describe the plan to meet youth’s short and long term educational goals:       

	Employment

	Has youth identified career of interest?
	 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

	Has youth received educational counseling/training necessary to achieve career goals?                   FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No

	
	If “No”, explain action to be taken:       

	Has youth developed skills to maintain employment (e.g. behaviors, proper workplace attitudes)?    FORMCHECKBOX 
  Yes       FORMCHECKBOX 
  No

	
	If “No”, explain action to be taken:       

	Currently employed:
	 FORMCHECKBOX 
  Full-time
	 FORMCHECKBOX 
  Part-time
	Current employer:       

	Previously employed:
	 FORMCHECKBOX 
  Full-time
	 FORMCHECKBOX 
  Part-time
	Previous employer:       

	Has youth identified support to help complete a resume?
              FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

	
	If “No”, explain action to be taken:       

	Has youth the clothes necessary for a job interview:

 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

	
	If “No”, explain action to be taken:       

	Additional tasks necessary to secure employment and person(s) responsible:

	     

	Health Care

	Provider
	Address
	Apt.
	City
	State
	Zip Code
	Telephone

	Medical:

      
	     
	     
	     
	     
	     
	     

	Dental:

     
	     
	     
	     
	     
	     
	     

	Local Clinic/Health Center:

     
	     
	     
	     
	     
	     
	     

	Local Behavioral Health:

     
	     
	     
	     
	     
	     
	     

	OBGYN (If applicable):

     
	     
	     
	     
	     
	     
	     

	Medical Coverage:

     
	     
	     
	     
	     
	     
	     

	Date of last physical exam:       
	Are there any health concerns:   FORMCHECKBOX 
   Yes 
 FORMCHECKBOX 
  No

	
	If “Yes”, describe and explain action to be taken:       

	
	Yes
	No
	Referred
	Date
	Program

	Enrolled in prenatal or parenting classes (as applicable):
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Completed prenatal or parenting classes (as applicable):
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	 FORMCHECKBOX 
 For Final Plan Only – Parenting Certificate attached
	
	
	
	
	

	Identified a financially feasible child care option:
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	 FORMCHECKBOX 
 For Final Plan Only:       Hours Per Week
	
	
	
	
	

	 FORMCHECKBOX 
 For Final Plan Only:  Back up Child Care Provider:      
	
	
	
	
	

	Has youth received information on Family Planning:
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	
	If “No”, explain action to be taken:       

	Complete below section within 90 days prior to exit date

	Application for Medicaid or private health insurance submitted:
	 FORMCHECKBOX 
   Yes

 FORMCHECKBOX 
  No
     Date:       

	
	If “No”, provide information about how health needs will be met:       

	Youth has behavioral health needs that require ongoing treatment:
	 FORMCHECKBOX 
   Yes

 FORMCHECKBOX 
  No
     Date:       

	
	If “Yes”, has youth submitted an application for Dept. of Behavioral Health case management (CIM/TGM)?  








  FORMCHECKBOX 
   Yes

 FORMCHECKBOX 
  No
      Date:       

	Youth has registered with the Department of Behavioral Health and Intellectual Disability Services (if applicable):   
	  FORMCHECKBOX 
  Yes                          FORMCHECKBOX 
  No
     Date:       

	
	If “Yes”, provide contact information for the supports coordinator assigned:       

	Personal Connections/Supportive Adults/Mentors

	List three significant adults in the youth’s life:  (supports such as advice, emergency housing, career guidance, spiritual, place to go for holidays, help with finances)

	
	Name
	Address (Street)
	Apt.
	City
	State
	Zip Code
	Telephone

	1.
	     
	     
	     
	     
	     
	     
	     

	2.
	     
	     
	     
	     
	     
	     
	     

	3.
	     
	     
	     
	     
	     
	     
	     

	Financial Plan

	Has youth received educational planning around money management (e.g. opening savings/checking account)?

 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No



If ‘no’, explain action to be taken:

If applicable, please provide the following information:

Expenses
Income

$         = Rent        
$                  = Employment

$         = Food        
$                  =                        

$         = Utilities    
$                  =                         

$         = Child Care
$                  =                        

$         = Other       
$                  =                       

$         = TOTAL      
$                   = TOTAL         



	Continuing Support Services

	Describe any specific support services required after exiting care and the resources identified:       

	Strengths and Challenges

	Describe the youth’s strengths and greatest areas of need:       


	Crisis Plan (To be completed for SIL and Group Home Placements Only)

	Describe the youth’s plans for handling a crisis or emergency:       



Youth has been notified of the option to request a Board Extension (e.g. request the court allow the youth to remain in care, provided the youth is engaged in a secondary or post-secondary educational or vocational program, or an alternate course of instruction or treatment.



 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
  No

Youth has been notified that they may be eligible for benefits under the Chafee Foster Care Independence Program (CFCIP) and/or the Education and Training Grant (ETG) Program through the Achieving Independence Center.

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
  No

	Signatures

	Youth:
	Date:

	Provider Worker:
	Date:

	DHS Worker:
	Date:

	DHS Supervisor:
	Date:
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