TRANSITION SERVICES – DETAILED DESCRIPTION AND ESTIMATE
Client Name:  ______________________________

Medicaid #: _____________________
	Category
	Description
	Grant Exclusions
	Cost Estimate

	 Deposits: including housing and utilities


	
	Payment for Rent/Mortgage

 Payment for regular utility charges
	Housing:
Utilities Deposit :

	 Essential Furnishings


	Living Room:
Bedroom:

Bathroom:


	
	

	 Moving Expenses


	
	
	

	 Health and Safety Issues


	
	
	

	 Kitchen/Pantry set up:  
	
	Initial food set up is purchased only If client funds are not re-established prior to d/c.
	

	 Appliances


	
	Appliances must be necessary for health, or otherwise approved under POC.  
	

	Other:  explain


	
	Payment for purely recreational items or luxury type items
	

	TOTAL
	
	
	


Please list each item separate including cost. If one item is over $300 please provide 3 BIDS for item.

Program Administrator Signature & Date: ______________________________________________
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