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CABINET FOR HEALTH AND FAMILY SERVICES
Department for Community Based Services
Division of Protection and Permanency
	




Extended Care Improvement Plan


This plan is being completed due to your not meeting the following expectations, which were outlined in your Transitional Living Support Agreement:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
             
I, __________________________, understand that I must meet the expectations below or my extended commitment with the Cabinet for Health and Family Services will be rescinded. I understand that a progress review meeting will be held in thirty (30) days to review my progress toward compliance with my Transitional Living Support Agreement. If compliance has not been achieved by this time, my extended commitment may be terminated.
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Supports and/or resources that will be provided to assist me in meeting the expectations above (Including names of those who will be providing supports as applicable):
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________



Date of Progress Review Meeting: ________________________

Signatures:

Youth:                                                                          	 Date:

Social Worker:	 					             Date:

Foster Parent/private childcare: 	                                     Date:

Other:	                                                                                    Date:

Other:                                                                                      Date:
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