
 

* Youth in Partnerships can receive services until age 21 
** See Independent Living Flow Chart for services for Transition Aged Youth 
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Transition Aged Youth 

                
 

 
       

Youth Aged 
16+ involved 

with 
Partnerships 

Program 
Youth Aged 17+ involved 
in Partnerships Program * 

Youth’s needs are assessed 
and addressed through the 
Wraparound Process during 
the Child and Family Team  
(CFT) meeting. A Single 
Plan of Care (SPOC) is 
developed with the Care 
Coordinator and team 
members. 
 
Youth can be in their own 
home and receive 
Partnerships Programming.  
 
Youth can be in a Psychiatric 
Residential Treatment 
Facility (PRTF), Residential 
Child Care Facility (RCCF) 
or other foster care settings 
and receive Partnerships 
Programming. ** 
 
Natural and formal 
community supports are used 
to meet the needs of the 
youth and family to assist 
with the transition to 
adulthood. 
 
No Referral made to 
Extended Care Services 

A 
determination 
is made that 
the youth 
does need 
further 
intensive case 
management 
services after 
age 18 and no 
longer in 
Partnerships 
Program 

 Begin discussion 
with CFT 
members to 
explore the need 
for further mental 
health 
services/case 
management from 
Extended Care 
Unit after 
graduation from 
Partnerships 
Program 

Begin discussion 
with youth, family 
and therapist to 
explore the need 
for further mental 
health 
services/case 
management from 
Extended Care 
Unit  

Youth Age 18+ involved in Extended Care 
Services  

Care Coordinator and/or therapist completes an internal referral form to the Extended Care Services 
Unit for intensive case management services 
 
                                                                 Eligibility Determination Process 
 
 
              
 
Eligibility and referral approved for services in the Extended Care Services Unit 
 
Care Coordinator will invite the Extended Care Services Case Manager to CFT meeting. 
 
Therapist will invite the Extended Care Case Manager to meet with young adult, may have parents, 
guardians involved to discuss available services in the community and HSC services; 
1. Safe and Stable place to live (Housing) 
2. Educational/Vocational Plan 
3. Natural Supports 
4. Avoidance of illegal/high risk behaviors 
5. Access to physical and mental health services 
6. Economic Assistance Programs 
7. Life Skills Development 
8. Consumer Advocacy 
             Youth, parent, guardian discussion on participation in the Extended Care Services 
   
 
 
 
 
Assigned Extended Care Services Case Manager  
 
* If youth still in Partnerships until age 21, Care Coordinator assist with transition 
to Extended Care Services and can co-case manage case together and develop  
an individual treatment plan and/or Single Plan of Care  

A 
determination 
is made that 
the youth 
does need 
further 
intensive case 
management 
services and 
begin referral 
process to 
Extended 
Care 

Youth involved in Partnerships or Acute Care Services at the Human Service Centers receiving Care Coordination, 
and/or Therapy Services and Transitioning to Extended Care Services 

Youth Aged 17+ involved 
in Acute Services  

Yes No 

Options:   
Continue 

Acute 
Services, 
Inform of 

other 
community 
resources 

and/or 
discharged 

to 
community 

Yes
No

Continue 
Acute 

Services 

If homeless, 
refer to 
PATH 

(see next 
flow chart) 


