
St. Clair County Community Mental Health 
Wraparound Transition Plan 

Individual: _______________________________ Case #: ____________ Anticipated Date of Discharge: ____________ 

Progress with Identified Outcomes: 

Discussion of the Team’s Support and Concerns with Transition: 

Transitional Changes in Support & Services to Meet Outcomes for Graduation: 
(Identified in an Amendment and/or Periodic Review) 
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Transitional Changes in Support & Services to Meet Outcomes for Graduation (cont.): 
(Identified in an Amendment and/or Periodic Review) 

Parent/Guardian Signature Date 

Wraparound Facilitator Signature Date 

Wraparound Supervisor Signature Date 

Team Member Signature Date 

Team Member Signature Date 

Team Member Signature Date 

Team Member Signature Date 

Team Member Signature Date 

Team Member Signature Date 

Team Member Signature Date 

Team Member Signature Date 
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