Youth/Young Adult Name: DOB:

North Carolina Department of Health and Human Services | Division of Social Services
PART C: TRANSITIONAL LIVING PLAN FOR YOUTH/YOUNG ADULTS WHO HAVE LEFT FOSTER CARE

This optional Transitional Living Plan is to be used only for LINKS eligible youth who are not currently in either foster

Instructions: | care or Foster Care 18-21.

YOUTH/YOUNG ADULT’S INFORMATION

Preferred Name: Pronouns: Date of Birth: Current Age:
Current Address: Email: Phone:

Permanency Achieved: (circle one) Reunification; Adoption; Guardianship; KinGAP; Custody; Emancipated

Current Healthcare Coverage: Are there any issues that need to be addressed with healthcare? Yes [0 No [

(Box appears only if “Are there issues to be addressed with healthcare” is selected)

Could the youth/young adult benefit from completing an independent living skills assessment? Yes [0 No [
If yes, please have the young adult complete an independent living skills assessment and review it with them at your next meeting.

LINKS GOALS AND ACTIVITY

Sufficient Economic Resources

Safe & Stable Housing
Educational/Vocational

Connectedness

Avoiding High Risk/lllegal Activities
Postponing Parenthood

Access to Physical & Mental Health Services
Normalcy
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Youth/Young Adult Name: DOB:

LINKS Outcome Planning: (list one of the 8 LINKS outcomes) Goal:

Activity:

Follow Up Needed:

LINKS Outcome Planning: (list one of the 8 LINKS outcomes) |Goal:

Activity:

Follow Up Needed:

LINKS Outcome Planning: (list one of the 8 LINKS outcomes) |Goal:

Activity:

Follow Up Needed:
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Youth/Young Adult Name:

SUPPORTS AVAILABLE:

DOB:

List all formal and informal supports available to the youth/young adult.

Support Person Name: Email:

Address: Phone:

Support Person Name: Email:

Address: Phone:

LINKS Coordinator/Case Worker Name: Email:

Address: Phone:
SIGNATURES

SIGNATURES

DATE

Youth/Young Adult

Social Worker

Social Work Supervisor

Other
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