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   Transitional Plan for YOUth Success!
	Date plan completed:      
	Six month update due:       
	 FORMCHECKBOX 
 Initial plan
 FORMCHECKBOX 
 Updated plan   FORMCHECKBOX 
  90 Day plan  

	YOUTH INFORMATION

	Youth Name:      
	DOB:      
	NJ SPIRIT Person ID:      

	Youth Gender:      
	Youth Race/Ethnicity:      /     
	Current Legal Status:      

	Living Arrangement:       
	Current Grade Level:      
	Currently Employed:       

	My recent milestones, accomplishments, and successes: 

     


	My strengths: 
     


	My hobbies, interests, and activities: 

     


	My perspective/statement on future or goals:

     


	I would like assistance with (statement of needs):
      


	Youth-driven planning (please list how the youth was involved with development of the plan):

     


	CASE STATUS AND PLANNING INFORMATION

	Case Worker:
     
	Supervisor:      
	Local Office:      

	Date of Last FTM:      
	Date of Last ILA:      
	Current Case Goal:       

	Open with CSOC:      
	If yes, date of last CFT (CSOC):      
	Date of Current IEP (if applicable):      

	Youth plan: have other community partners crafted a plan with the youth?  FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No 


If yes, please list other plans attach cop(ies) to this plan (i.e. IEP, TANF, Voc. Rehab, CMO, DD-ISP, JJC, Employment):

     



	    SUPPORTIVE RELATIONSHIPS AND COMMUNITY CONNECTIONS                  
	Youth’s Initials
	

	Long Term SUPPORTIVE RELATIONSHIPS Goal(s):

(Who is going to be in my life in 5 years?)
     


	Short-Term SUPPORTIVE RELATIONSHIPS Goal(s) (for the next six months):

(Who do I need in my life right now?):

     


	Who are my identified supports (include both formal and informal supports)?:
     


	I have a mentor?  FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No
	If not, I am interested in securing a mentor?  
 FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No
	If yes, has a referral for mentoring been made?   FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No

	If eligible, I have been referred to a permanency program?  FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No
	If not, I am interested in participating in a permanency program?  FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No
	If yes, has a referral for permanency programming been made?   FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No

	Objectives
	Steps
	Progress

	Progress Rating Scale:  Accomplished, Positive Progress, Ongoing, No Change, New Path

	(To help achieve short term goals over the next six months)
	(Steps to achieve the short term goals and services to be offered.)
	(See rating scale)

	     
	     
	     

	     
	     
	     

	     
	     
	     


	    EDUCATION 
	Youth’s Initials
	

	Long Term EDUCATION Goal(s):

     


	Short-Term EDUCATION Goal(s) (for the next six months):

     


	High School Diploma  FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No
	GED Certificate   FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No
	Date of High School Diploma/GED (or anticipated date):       

	In Post-Secondary Education  FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No
	Current School Name:      
	I have been made aware of the FC Scholars?  
 FORMCHECKBOX 
  Yes     FORMCHECKBOX 
 No

	Objectives
	Steps
	Progress

	Progress Rating Scale:  Accomplished, Positive Progress, Ongoing, No Change, New Path

	(To help achieve short term goals over the next six months)
	(Steps to achieve the short term goals and services to be offered.)
	(See rating scale)

	     
	     
	     

	     
	     
	     

	     
	     
	     


	    EMPLOYMENT 
	Youth’s Initials
	

	Long Term EMPLOYMENT Goal(s):

     


	Short-Term EMPLOYMENT Goal(s) (for the next six months):

     


	Current Employment Status:  
 FORMCHECKBOX 
  Full-Time     FORMCHECKBOX 
  Part-Time   FORMCHECKBOX 
 Unemployed
	I am in a career and technical education program.  FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No
	I have a resume.   FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No

	I am participating in the local workforce programs (i.e One-Stops).  FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No
	If not, I am interested in participating in local workforce programs.  FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No
	If yes, I have been connected to a local workforce programs.   FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No

	Objectives
	Steps
	Progress

	Progress Rating Scale:  Accomplished, Positive Progress, Ongoing, No Change, New Path

	(To help achieve short term goals over the next six months)
	(Steps to achieve the short term goals and services to be offered.)
	(See rating scale)

	     
	     
	     

	     
	     
	     

	     
	     
	     


	    LIVING ARRANGEMENT/HOUSING 
	Youth’s Initials
	

	Long Term LIVING ARRANGEMENT/HOUSING Goal(s):

     


	Short-Term LIVING ARRANGEMENT/HOUSING Goal(s) (for the next six months):

     


	Current Living Arrangement (i.e. dorm, apartment, housing program, relative, friend): 

     
Address:      
	I have applied for state or county housing assistance:  FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No
	I am aware of the Adolescent Housing Hub. 
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
  No

	Objectives
	Steps
	Progress

	Progress Rating Scale:  Accomplished, Positive Progress, Ongoing, No Change, New Path

	(To help achieve short term goals over the next six months)
	(Steps to achieve the short term goals and services to be offered.)
	(See rating scale)

	     
	     
	     

	     
	     
	     

	     
	     
	     


	    HEALTH 
	Youth’s Initials
	

	Long Term HEALTH Goal(s):

     


	Short-Term HEALTH Goal(s) (for the next six months):

     


	My Health Insurance Plan Name: 
     
	My Primary Care Physician:
     
	I have been educated/informed about the Health Care Representative?  FORMCHECKBOX 
  Yes     FORMCHECKBOX 
 No

	
	
	I have executed a health care proxy.

 FORMCHECKBOX 
  Yes     FORMCHECKBOX 
 No

	Child Health Nurse Name:       
	Last Child Health Nurse Visit:      

	I am a parent:  FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No
	If yes, number of children:      
	I am an expectant parent: 
 FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No
	If yes, due date:      

	Objectives
	Steps
	Progress

	Progress Rating Scale:  Accomplished, Positive Progress, Ongoing, No Change, New Path

	(To help achieve short term goals over the next six months)
	(Steps to achieve the short term goals and services to be offered.)
	(See rating scale)

	     
	     
	     

	     
	     
	     

	     
	     
	     


	    TRANSITIONAL SERVICES AND SUPPORTS
	Youth’s Initials
	

	Please include goals related to life skills, YABs, transportation needs, and other services, benefits, and support.

	Long Term TRANSITIONAL Goal(s):

(What skills, supports, resources or assistance will I need to successfully live on my own and be interdependent?)
     


	Short-Term TRANSITIONAL Goal(s) (for the next six months):

     


	Date of Last Credit Check (if applicable):      
	Date Life Skills service completed:      
	If not, date referred to Life Skills service:      

	I have been referred to the local Youth Advisory Board.   FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No
	I am aware of the NJCAN.   FORMCHECKBOX 
  Yes     FORMCHECKBOX 
 No
	I am aware of EverFi.   FORMCHECKBOX 
  Yes     FORMCHECKBOX 
 No

	Objectives
	Steps, Services and Referrals
	Progress

	Progress Rating Scale:  Accomplished, Positive Progress, Ongoing, No Change, New Path

	(To help achieve short term goals over the next six months)
	(Steps to achieve the short term goals and services to be offered.)
	(See rating scale)

	     
	     
	     

	     
	     
	     

	     
	     
	     


My signature indicates that I participated in the development of the Transitional Plan for YOUth Success!

Youth Name:

Youth Signature:________________________________________



Date Signed: __________________________________

Worker Name:

Worker Signature:_______________________________________



Date Signed:___________________________________

Supervisor Name:

Supervisor Signature:_______________________________________


Date Signed:___________________________________

Caring Adult/Connection (i.e. friend, significant other):

Signature:___________________________________




Date Signed:__________________________________

Caring Adult/Connection (i.e. friend, significant other):

Signature:_______________________________________



Date Signed:__________________________________

Family Member Name/Relationship:

Signature:______________________________________



Date Signed:__________________________________
Family Member Name/Relationship:

Signature:______________________________________



Date Signed:__________________________________

Contracted Provider Worker Name:

Signature:_______________________________________



Date Signed:​​__________________________________

Other Name/Relationship:

Signature________________________________________
