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12/2025
CABINET FOR HEALTH AND FAMILY SERVICES

Department for Community Based Services
Division of Protection and Permanency

Date: ______________
The Transitional Services Branch received a service appeal from ________________________, dated ___________________, regarding the region’s decision to terminate their commitment.

Please provide the information below to assist the commissioner in reviewing the case and making a decision on the appeal. Please return the completed form and any supplemental documentation to the Transitional Services Branch Manager within three (3) working days: ________________________.

Youth’s name: 

TWIST case number: 

Date of birth:
Has the youth been diagnosed with an intellectual or developmental disability? ☐Yes ☐ No
If yes, please detail diagnoses: ________________________________________________

Is this youth dually committed to the Department of Juvenile Justice (DJJ) or to guardianship?  ☐Yes ☐ No

If yes, please identify agency: ___________________ 
What is the reason the region is releasing youth from care?  Provide a brief explanation and efforts to support youth. 
Current placement: 
Has the placement issued a two-week notice: ☐Yes ☐ No

Has a placement search been completed? ☐Yes ☐ No

If yes, please detail all acceptances and denials from the search: 

If no, please provide reason:
Was the youth placed on an extended care improvement plan? ☐ Yes ☐ No
If yes, please detail the youth’s compliance, or lack thereof, with the plan and attach a copy of the plan.

What is the youth’s plan for housing if they are released from care?

Has the youth met with the transitional living specialist (TLS) to go over resources for which they are eligible?   ☐ Yes ☐ No

If no, please detail the plan to connect the youth with the regional TLS and available resources.

Please provide any additional information that is relevant to the region’s decision to terminate commitment: 
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