
PAGE 1Take Me Home Transition Program

Transition Assessment and Planning Readiness Verification Form 
INDIVIDUAL INFORMATION

Last Name First Name Middle Name Date of Birth Medicaid No.

HOUSING

The participant has housing (a home or apartment) to which they plan to return: Yes No

1. Property Name:

1. Waiting List status:

1. TC Verification of Application - With Whom / Title:

              Date verified:

2. Property Name:

2. Waiting List status:

2. TC Verification of Application - With Whom / Title:

Note:  The Transition Coordinator may NOT begin the Transition Assessment and Planning process until notified in writing by 
the Transition Manager that this form has been approved.

HCBS ELIGIBILITY

Aged and Disabled Waiver  Traumatic Brain Injury Waiver 

Eligibility Determination Date (if known):

Address

The participant does not have housing to return to, but has applied to at least one rental property: Yes No

Transition Coordinator Signature    DateTransition Coordinator Name 

AUTHORIZING SIGNATURES

Transition Manager or Designee     Signature of Transition Manager or Designee     Date

By signing, the Transition Manager or Designee authorizes the Transition Coordinator to begin transition assessment and planning 
for the above-named participant. 

Form of Verification:

              Date verified:

3. Property Name:

3. Waiting List status:

3. TC Verification of Application - With Whom / Title:

Form of Verification:

              Date verified: Form of Verification:

Effective 12-2019
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