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Community Transition Information
Did a transfer between LIDDAs occur during the quarter?
Program person transitioned to:
Post-Move Monitoring Visits
Essential or Pre-move Supports: List pre-move supports as described in the CLDP. Check “yes” or “no” indicating whether the support continues to be in place. (Add or remove lines as needed)
Yes
No
Questions
Answer yes for questions 1-16 below if item occurred during the quarter being reported. If yes, please submit with the form all relevant progress notes.
1. Was the LIDDA unable to locate the person at any point during the quarter?
2. Did the person have any psychiatric hospitalizations during the quarter?
3. Did the person have any medical hospitalizations during the quarter?
4. Did the person have any visits to an emergency room during the quarter?
5. Did the person change residential locations during the quarter?
6. Did the person change program providers during the quarter?
7. Was the person involved in any type of provider closure during the quarter?
8. Have there been any allegations of abuse, neglect or exploitation concerning the person during the quarter?
9. Did the person have any contacts with law enforcement during the quarter?
10. Was the person incarcerated or arrested during the quarter?
11. Has the person had an increase in behavioral concerns?
12. Did the person return to the SSLC?
13. Did the person pass away?
14. Did the person terminate HCS Services?
15.  Was the person placed on suspension during the quarter?
16. Has a Transition Support Team (TST) Referral been completed during the quarter?
If yes, what type of TST assistance?
Have Crisis Intervention Services been utilized during the quarter?
Has a Level of Need (LON) increase been requested during the quarter?
By signing below, you are acknowledging that: 
• The information listed is correct to the best of your knowledge. 
• The form has been submitted to 
at
.
• The form has been submitted to 
at
.
Submit completed form with all corresponding notes to IDDMFPSubmissions@hhs.texas.gov.
Email IDDMFPSupport@hhs.texas.gov if you have questions about the form.
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