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	INTERMEDIATE UNIT (IU) INTERVENTIONIST SUPPORTING DOCUMENT
Request for Continued Stay Authorization and Transition

	Youth Name: 

     
	CYBER ID:

     
	DOB (MM/DD/YY):

     
	Date of Admission:

     

	Intermediate Unit:     
	  INSPIRA
	  TRINITAS BH        
	  TRINITAS I/DD        

	Submitted by (include name and credentials):

     
	Contact #:  

     

	Section I:  Transition Request 

	Are you reporting a transition?     NO - (If response is “no”, proceed to section II)
  YES   

	Actual Transition Date (MM/DD/YYYY):       

	Where did the youth transition to?  Include any services/supports that were recommended/provided at the time of transition:
     

	Section II:  Continued Stay Request - History (Only required at initial submission) 

	Reason for IU admission:

	     

	Previous Hospitalizations (List dates and reason for admission, i.e. 6/15/18 OD on Tylenol, 10/1/18 due to SI, etc.)

	     

	Trauma History: (i.e. history, current family, household, environmental violence, abuse or neglect, or exploitation) 
   YES (if yes, explain):    NO   

	     

	Medical Considerations     Other (Explain) - Include allergies, diabetes, asthma, etc. as well as medical treatment or monitoring required.  None   

	     

	Substance Use Challenges     YES - If yes, explain; include both history and current.  NO   

	     

	Legal Challenges     YES  -  If yes, explain; include history/current, probation, etc.  NO   

	     

	Level of Functioning: 

	 Age appropriate
	 Developmental/Cognitive Delay
	 Able to perform ADLs independently

	 Able to maneuver stairs without assistance
	 Able to eat without assistance

	      Other (Explain): 

	Section III:  Continued Stay Request - Current Status (Required at every submission)

	Current DSM-5 Diagnoses:

	1.      
2.      
3.      

	Date of Diagnosis:      
Diagnosing Clinician and Credentials:       ​​​​​​​

	Current Prescription Medications: (Specify all - Name, dosage, frequency, reason prescribed/diagnosis, start/end dates, prescribing practitioner.)

	     

	Describe the status of the youth’s stability and readiness for transition from the IU.  Clearly describe any presenting barriers to the youth’s pending transition and any updates related to these barriers.  Include any projected timeframes:

	     

	Current course of hospitalization: (Interventions, Goals, Strengths, Precautions i.e. 1:1, 15-minute checks, etc.)

	     

	Youth/Family Engagement:  What is the youth’s perspective about their current hospitalization and the helpfulness of the related treatment interventions?  Describe the family’s understanding of their strengths, needs, and role in the youth’s care. 

	     

	What clinical issues are being addressed at IU and what can be provided to meet the youth post-transition in the community? 
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