
Preliminary Transition Plan 
 

 

Date of Admission to the Program:  

Child’s Name:  DOB:  

Foster Parents:  
 
1.  Likes and Dislikes (include food preferences): 
 

2.   Strengths: 
 

3.  Physical & Emotional Needs (including supervision needs): 
 

4.  Suggested Strategies for protecting, engaging, and teaching child: 
 

5.  Any upcoming evaluation, appointments, etc. 
 

 
   

Support Worker Signature  Date 
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Preliminary Transition Plan 
 

 
Treatment Team: 
 
Name/Role:  Name/Role:  Name/Role:  

Comments: 
 

Comments: 
 

Comments: 
 

Signature/Date : Signature/Date:  Signature/Date:  

 
Name/Role:  Name/Role:  Name/Role:  

Comments: 
 

Comments: 
 

Comments: 
 

Signature/Date:  Signature/Date:  Signature/Date:  
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