
 
 

TRANSITION READINESS OVERALL ASSESSMENT FORM  
 
Instructions:  Please complete the appropriate section based on the child’s readiness for transition.  Check YES or NO if ready for transition. If NO, please write reason briefly. 
*Teens will be referred for readiness assessment during the month of their 17th birthday.   
 
NAME: _________________________________     MRN #: ______________ 
 
DOB:     _________________________    Teen Tour date: _______________ 
 

 
DIAGNOSIS:  _____________________  GRADE:   _________________ 
 
TX Therapies:  _____________________ 
 

MEDICAL Responsible party: 
Medical Team PSYCOSOCIAL Responsible party: 

Social Work 
Yes:   � No:  � Yes:  � No:  � 
Score:___(max 12) 
If no, reason:  
 
 

Score:___(max 5) 
If no, reason:  
 

EMOTIONAL Responsible party: 
Psychology ACADEMIC Responsible party: 

Academic Coordinators 
Yes:  � No:  � Yes:  � No:  � 
Score:___(max 5) 
If no, reason:  
 
 

Score:___(max 5) 
If no, reason:  
 

READY FOR TRANSITION? Yes:  �       No:  � Responsible party: Entire Team 
 

PLAN OF ACTION 
Domain 

 
Objective 

(What do you want to see 
happening?) 

 

Activity 
(How will you 

make it 
happen?) 

Responsible 
Party 

(Who will make 
it happen?) 

Start 
Date 

End Date 
(No later than 6 

months from 
start date) 

Measurement 
(How will you know if you 

succeeded?) 

Reassessment 
Date: 

(If applicable): 
 

        

        

        

        

 


