San Diego County Mental Health Services
Short-Term Residential Therapeutic Program (STRTP) 
TRANSITION DETERMINATION PLAN 
Signature page 

Client Name: ____________________________          Case #: _________________________


Explained in client’s primary language of: 	 _________________________________________
	

Client offered a copy of the Transition Determination Plan:  	
[bookmark: Check2]Yes  |_| 	
[bookmark: Check3]No   |_|  (if no, document reason):   _______________________________________________________

Parent, caregiver or guardian offered a copy of the Transition Determination Plan:  	
Yes  |_| 	
No   |_|  (if no, document reason):   _______________________________________________________

SIGNATURES:
Client:										Date:			 

[bookmark: Check1] |_| Unable to Obtain:          Explanation:_____________________________________________
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