COUNTY OF LOS ANGELES







       DEPARTMENT OF PUBLIC HEALTH 
CALIFORNIA CHILDREN’S SERVICES

MEDICAL THERAPY PROGRAM

ADOLESCENT TRANSITION CARE PLAN

 FORMCHECKBOX 
16 yrs.   FORMCHECKBOX 
18 yrs.   FORMCHECKBOX 
 20 yrs.
	NAME: 
	     
	BIRTHDATE:
	     

	DIAGNOSIS:
	     
	CCS #:
	     


	PART A:  MY GOALS FOR THE NEXT TWO YEARS:

	Work:  
     

	Education:  
     


	Living situation:  
     


	Recreational/social activities:  
     


	PART B:  CARE PLAN

	Medical Services:  
     


	Medical Home/Primary Care Physician:  
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	Equipment:  
     
:
	PT.  NAME:                          



	Local vendors who can repair equipment and accept patient funding (e.g., TAR):
     
	

	Funding (financial resources e.g. SSI):  
     

	DOB:      

	Resources:
 FORMCHECKBOX 
 Resource list provided
     

	CCS:      

	Team members contributing to this Care Plan:
	      DATE:       

	Patient:
	     

	Nurse Case Manager:    
	     

	

	Parent:
	     
	Social Worker:     
	     
	

	Physician:     
	     
	Other:     
	     
	

	Therapist:     
	     
	Other:     
	     
	


Care Plan provided to patient/caregiver ____________________,    __________________________,          
 date                                           signature                                telephone
	MTP use only

	

	Return to:  FORMCHECKBOX 
 Medical Therapy Conference  FORMCHECKBOX 
 Adolescent Transition Conference       mos./     yr.


DISTRIBUTION:            WHITE:  MTU Chart
YELLOW:  Patient/Caregiver

PINK:  Medical Records             
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