Integrated Therapy Solutions of Oklahoma, LLC

620 N.W. 5th St. Suite. D
Moore, OK 73160
Ph: (405) 208-4469   Fax: (405) 208-4472


TRANSITION PLAN
Client’s name ___________________________ Insurance# _____________   Admit date _________

How will you know that you are nearing completion of services and ready to transition into your community? (to be asked of client at assessment- direct quote required):
____________________________________________________________________________________________________________________________________________________________________________________
Below this line to be completed at Discharge:

Progress (In client’s own words): _____________________________________________________________
_________________________________________________________________________________________
Gains (In client’s own words): _______________________________________________________________
_________________________________________________________________________________________
Strengths/abilities _________________________________________________________________________
_________________________________________________________________________________________
Needs/liabilities ___________________________________________________________________________
_________________________________________________________________________________________
Presenting problem (from intake) ___________________________________________________________
________________________________________________________________________________________

The following care services have been developed with my knowledge and cooperation.    My response regarding these plans is as follows: ___________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________
Referral Source: (Name, contact information, agency, hours available)

____________________________________________________________________________________________________________________________________________________________________________________
__________________________________________________________________________________________

Below this line to be completed at Discharge:

__________________________________                      
_______________      
Client Signature  (if over 12)



Date
__________________________________                      
_______________      
Guardian Signature





Date
__________________________________                      
_______________      
Therapist Signature & Credentials



Date
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