pennsylvania

DEPARTMENT OF HUMAN SERVICES

Transition to Independent Living Request Form

Instructions

This form is to be completed by the provider agency requesting funding for transitioning an individual
from Residential Habilitation Services to Supported Living or Lifesharing.

Provider Name: MPI:
Contact Name: E-mail:
Discharging Person’s Date of Birth:
Name:
Age: Gender:
MCl#: SC Name and email
ODP Region: County of Registration:
Date of Admission: Supports Coordination
Organization:
SIS Assessment Date: NL/NG: |
HRST Date: HRST Health Care Level:
Projected Move ate: I R

Description of transition plan (team members involved, assessment & evaluation, visits, etc.):

Dates of transition planning meetings:

Date of Meeting Attendees

Administrative Entity Signature: Date:

By signing the transition request form, the AE is indicating they are in agreement that the provider
has presented a plan that ensures the individual’s health and safety needs will be meet in the
proposed Lifesharing or Supported Living program. A move date does not need to be determined for a
signature to be applied but the AE may use discretion to request more detailed transition information
from the provider to assure a reasonable and safe transition plan is in place.
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