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INTRODUCTION

Children’s Special Health Care Services (CSHCS) has developed this Transition Resource
Manual for Local Health Departments (LHDs) to use when assisting clients with the
transition to adult life. This manual can be best utilized in conjunction with the CSHCS
monthly transition report (that is sent to LHD’s through the CHAMPS Document
Management Portal (DMP) database) and the CSHCS Transition Checklist for Local
Health Departments document. The resources included in this manual are not
mandatory to use, only suggested material and tools that may be helpful to LHD staff
and families during the transition planning process.

Please note that the recommendations listed in this guide may not be applicable to all
clients and should be based on their individual abilities and needs. Additional transition
information can be found in the Accreditation Tool-Minimum Program Requirement
(MPR) Indicator Guide, the CSHCS Transition to Adulthood website, and the CSHCS
Guidance Manual for Local Health Departments.

For additional questions or concerns, please contact the CSHCS transition specialist.
Contact information for the CSHCS transition specialist can be found on the "Who to
Call" document located in Appendix A of the Michigan Department of Health and Human
Services (MDHHS) CSHCS Guidance Manual for Local Health Departments (LHD).
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https://www.michigan.gov/mdhhs/-/media/Project/Websites/mdhhs/Assistance-Programs/Childrens-Special-Health-Care-Services/Transition-to-Adulthood/Transition_Checklist_for_LHDs.pdf?rev=52b29a32c833468d9913061a5250c221&hash=7D8C89A5385182B801E1E146464E0A04
https://www.michigan.gov/mdhhs/-/media/Project/Websites/mdhhs/Assistance-Programs/Childrens-Special-Health-Care-Services/Transition-to-Adulthood/Transition_Checklist_for_LHDs.pdf?rev=52b29a32c833468d9913061a5250c221&hash=7D8C89A5385182B801E1E146464E0A04
https://www.michigan.gov/mdhhs/assistance-programs/cshcs/lhd-links/accreditation
https://www.michigan.gov/mdhhs/assistance-programs/cshcs/lhd-links/accreditation
https://www.michigan.gov/mdhhs/assistance-programs/cshcs/transition-to-adulthood
https://www.michigan.gov/mdhhs/assistance-programs/cshcs/lhd-links/manuals
https://www.michigan.gov/mdhhs/assistance-programs/cshcs/lhd-links/manuals
https://www.michigan.gov/mdhhs/-/media/Project/Websites/mdhhs/Folder2/Folder32/Folder1/Folder132/CSHCS_WHO_TO_CALL.pdf?rev=a6a73c3c5d72440f99bc1fb933150bef&hash=ACD758B3C7AFEE7DBE7E638DAA89A7EB
https://www.michigan.gov/mdhhs/-/media/Project/Websites/mdhhs/Folder2/Folder32/Folder1/Folder132/CSHCS_WHO_TO_CALL.pdf?rev=a6a73c3c5d72440f99bc1fb933150bef&hash=ACD758B3C7AFEE7DBE7E638DAA89A7EB
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SECTION 1: TRANSITION OVERVIEW

What is Health Care Transition?

Health Care Transition (HCT) is the process of transferring an individual’s care from a
pediatric to an adult based system of health care. The goal of HCT is to maximize the
clients potential and lifelong functioning by providing them with the skills needed to
independently navigate and successfully transfer to adult health care.

Shifting from child centered health care to adult oriented health care should be
purposeful and planned. The client’s condition (including potential hospitalizations and
illnesses) and their abilities can all impact the natural progression of transition, which
leads to the importance of providing adequate time for the client to learn and trial new
skills.

Why should the topic of Health Care Transition start prior to the age of 14?

HCT is a process; it is not a single conversation or event that takes place. Therefore, it
is important to introduce the topic of transition prior to the age of 14 so the client has
time to build advocacy skills, expand their knowledge of the complex medical system,
increase independence with their self-care, prepare themselves for an adult model of
health care, and transfer to adult providers.

It is also important for clients to begin setting future goals for all aspects of adult life
and develop a plan to achieve those goals. Starting the transition process early allows
the client to move at their own pace, get assistance as needed from trusted individuals,
and puts them on a path to living a life that they envision, as independently as possible.

Children’s Special Health Care Services Transition Resource Manual — Updated June 2025



Children’s Special
Health Care Services

Transition Resource Manual for Local Health Departments

SECTION 2: SIX CORE ELEMENTS OF HEALTH CARE TRANSITION

The Six Core Elements of Health Care Transition™ is a structured transition process that
has been used in several different models of health care transition to improve the HCT
process. The Six Core Elements was developed (and copyrighted) by Got Transition®,
which is a federally funded national resource center on health care transition.

CSHCS utilizes a modified version of The Six Core Elements of Health Care Transition™
to align with the transition services offered within LHD care coordination programs.
CSHCS obtained permission from Got Transition to customize documents for utilization
in improving and streamlining the transition process for LHDs. Additional information on
The Six Core Elements of Health Care Transition™ and the Got Transition national
resource center can be found on the Got Transition® website.
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https://www.michigan.gov/mdhhs/-/media/Project/Websites/mdhhs/Assistance-Programs/Childrens-Special-Health-Care-Services/Transition-to-Adulthood/Quick_Guide_for_Local_Health_Departments.pdf?rev=9a2b4d582abd480190d43e1c008c3260&hash=0D5915CD7727BDC6DFA2E68CCCD1EF77
https://www.gottransition.org/
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SECTION 3: TRANSITION AGES 12-15

Prior to the age of 14, the topic of HCT should be introduced to the client and their
families. The introduction to HCT should include a health care transition timeline,
transition resources, and information on the importance of a successful transition. LHD
staff are encouraged to utilize the CSHCS Transition Checklist for Local Health
Departments for guidance.

Between the ages of 14-15, LHD staff should encourage the completion of Got
Transition’s Sample Transition Readiness Assessments for Youth and Parents/Caregivers
(an alternative version for youth with intellectual/developmental disabilities is also
available). Copies of these documents are located on Got Transitions website and in
their Family Toolkit.

Focus Areas for Clients of this Transitional Age

v' Learn about their diagnoses and be able to explain them to others

v Learn the name of their medications and why they take them

v" Know their allergies and their reaction to the allergen

v’ Learn their family history

v" Know the name of their primary care provider and specialists

v’ Discuss their providers discharge age and plan for transfer to adult care
v' Learn how to make medical appointments and refill prescriptions

v" Know what to do in case of an emergency

v" During a health care visit, client should:

Check themselves in with reception on arrival
Fill out requested forms
Answer questions themselves versus the parent/caregiver
Ask questions
e Begin meeting with medical providers privately for part of the visit
v Explore options of transition planning through the local school district if client has
an IEP (Individualized Education Plan)
v Explore appropriate work and volunteer opportunities
v Explore goals for after high school and steps needed to meet those goals
v' Learn how to advocate for themselves

Additional Considerations for LHD’s

e Explore resources based on clients and family’s needs and/or goals

e Create a transition packet and provide to clients and their families

e Explore care coordination and case management opportunities for transition
activities
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https://www.michigan.gov/mdhhs/-/media/Project/Websites/mdhhs/Assistance-Programs/Childrens-Special-Health-Care-Services/Transition-to-Adulthood/Transition_Checklist_for_LHDs.pdf?rev=52b29a32c833468d9913061a5250c221&hash=7D8C89A5385182B801E1E146464E0A04
https://www.michigan.gov/mdhhs/-/media/Project/Websites/mdhhs/Assistance-Programs/Childrens-Special-Health-Care-Services/Transition-to-Adulthood/Transition_Checklist_for_LHDs.pdf?rev=52b29a32c833468d9913061a5250c221&hash=7D8C89A5385182B801E1E146464E0A04
https://gottransition.org/resource/?hct-family-toolkit
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A Sample Transition Packet May Include

> A letter providing HCT information and websites (Michigan Alliance for Families,
Got Transition, Michigan CSHCS Transition to Adulthood, Michigan
Developmental Disabilities Council-Supported Decision Making Toolkit)

» CSHCS' Transition Guidebook for Youth and Families

» Got Transition’s A Family Toolkit: Pediatric-to-Adult Health Care Transition (which
includes copies of transition assessments, HCT timelines, Parent Guide, and
Charting the Life Course)

> Got Transition’s Setting up the "Medical ID" Feature on Apple and Android
Phones
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https://www.michiganallianceforfamilies.org/
https://www.gottransition.org/
https://www.michigan.gov/mdhhs/assistance-programs/cshcs/transition-to-adulthood
https://www.michigan.gov/mdhhs/keep-mi-healthy/mentalhealth/developmentaldisability/supported-decision-making/sdm-toolkit
https://www.michigan.gov/mdhhs/keep-mi-healthy/mentalhealth/developmentaldisability/supported-decision-making/sdm-toolkit
https://www.michigan.gov/mdhhs/-/media/Project/Websites/mdhhs/Assistance-Programs/Childrens-Special-Health-Care-Services/Transition-to-Adulthood/Transition_Planning_Guidebook.pdf?rev=cd30b919583b43ec9788dcdc1fe8e243&hash=9B7C0836C9CF9F4E5DD69C1FF3EAD1E2
https://gottransition.org/resource/?hct-family-toolkit
https://www.gottransition.org/resource/?setting-up-medical-id-smartphones
https://www.gottransition.org/resource/?setting-up-medical-id-smartphones
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SECTION 4: TRANSITION AGES 16-17

LHD staff should encourage continued development of skills from Section 3 of this
manual, especially for newly enrolled CSHCS clients of this transition age. LHD's should
also recommend the re-assessment of transition readiness skills by utilizing Got
Transition’s Sample Transition Readiness Assessments for Youth and Parents/Caregivers
(an alternative version for youth with intellectual/developmental disabilities is also
available). Copies of these documents are located on Got Transitions website and in
their Family Toolkit.

It is also important at this age to begin discussing the legal changes that will take place
when the client turns 18. If applicable, the LHD should provide resources on legal
guardianship and the many alternatives to guardianship with the client and their family.
Useful websites may include:

> Disability Rights Michigan: Guardianship Rights & Alternatives - Disability Rights

Michigan
» Michigan Alliance for Families: Guardianship — Michigan Alliance for Families

Focus Areas for Clients of this Transitional Age

v Discuss Clients’ transportation needs (obtaining driver’s license, learning to take

public transportation, calling friends/family, etc.)

Create a medical summary with help from provider and/or family

Begin scheduling doctor’s appointments and refilling prescriptions on their own

Research adult health care providers for transfer of medical care

Review current health insurance guidelines and explore options for health care

coverage as an adult, if needed

Explore certificate and/or college opportunities. Provide information on Michigan

Alliance for Families Postsecondary Education webpage and the Michigan Career

and Technical Institute (MCTI), if applicable.

v' Explore employment opportunities. Contact Michigan Rehabilitative Services
(MRS) to explore vocational assistance if needed.

v Continue working on transition goals through the local school district, if
applicable

v If daily living supports will be needed as an adult, discuss goals and available
options

v' Discuss client’s goals for future living arrangements. Contact the Michigan
Statewide Independent Living Council (MISILC) for assistance if needed

AN NN
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https://gottransition.org/resource/?hct-family-toolkit
https://www.drmich.org/resources/guardianship-alternatives/
https://www.drmich.org/resources/guardianship-alternatives/
https://www.michiganallianceforfamilies.org/guardianship/
https://www.michiganallianceforfamilies.org/postsecondary-education/
https://www.michigan.gov/leo/bureaus-agencies/mcti
https://www.michigan.gov/leo/bureaus-agencies/mcti
https://www.misilc.org/independent-living-resources
https://www.misilc.org/independent-living-resources
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Additional Considerations for LHDs

e Explore resources based on client’s and family’s needs and/or goals
e Discuss potential changes in health care insurance
e Discuss programs such as SSI and Medicaid and how program
determination/redetermination has different eligibility requirements for children
versus adults
e Provide information on how to find adult providers. Some examples may include:
» Obtaining recommendations and referral options from their current
provider
» Contacting primary health insurance for a list of participating adult
providers
» Provide information on physician referral line services through their
hospital system, if available
» Obtaining recommendations from family members and other adults who
have similar health care needs as the clients

A Sample Transition Packet May Include

> A letter providing HCT information and websites (Michigan Alliance for Families,
Got Transition, Michigan CSHCS Transition to Adulthood, and the alternatives to
guardianship websites listed above)

» Turning 18: What it means for your health

> Differences between pediatric and adult health care
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https://www.michiganallianceforfamilies.org/
https://www.gottransition.org/
https://www.michigan.gov/mdhhs/assistance-programs/cshcs/transition-to-adulthood
https://www.gottransition.org/resource/?turning-18-english
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SECTION 5: TRANSITION AGES 18-21

At age 18, the client is a legal adult. If client desires, have them complete the
Authorization to Disclose Protected Health Information form (DCH-1183) on or after
their 18™ birthday. If legal guardianship or Power of Attorney is established, request
documentation be sent to CSHCS.

The transfer of care from pediatric to adult providers should be completed during this
time. Encourage clients to provide the adult provider office with a copy of their medical
summary and to schedule a new patient appointment when they are feeling well rather
than waiting until they are ill. It is important for clients to understand the importance of
maintaining their health and managing their health care as an adult during this
transitional period.

Client’s that receive Medicaid covered Private Duty Nursing (PDN) services, should be
aware that PDN benefits are only available for Medicaid beneficiaries under the age of
21. Client’s will need to qualify for and enroll in an adult Medicaid waiver program to
continue Medicaid coverage of PDN services when they turn 21 years of age. This
process is generally initiated six months prior to the client’s 21t birthday (refer to
Section 6 in this manual for additional PDN information).

Focus Areas for Clients of this Transitional Age

v' Complete the transfer to adult providers

v' Continue working on transition goals through the local school district, if
applicable. If the client is able to attend school up to age 26, discuss plans for
beyond school

v Contact the disability student services office if attending college and
accommodations are needed

v Explore employment opportunities. Contact Michigan Rehabilitation Services
(MRS) to explore vocational assistance if needed

v Discuss client’s goals for future living arrangements. Contact the Michigan
Statewide Independent Living Council (MISILC) for assistance if needed

v' Update medical summary as needed

Additional considerations for LHDs

e Discuss programs such as SSI and Medicaid and how program
determination/redetermination has different eligibility requirements for children
versus adults

e If client is moving or going away to school, discuss the possibility of needing to
find new providers, transferring prescriptions to new pharmacy, etc.
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e Discuss the disabled adult dependent option that may cover client on family’s
health insurance beyond the age of 26. Encourage parent/caregiver to review
their policy
o If needed, encourage client/family to work with their pediatric providers and
contact primary health insurance for list of participating adult providers
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SECTION 6: TRANSITION AGES 22-26

Most clients have completed the transfer to an adult model of health care by the age of
22. If the transfer has not taken place, it will be important to discuss barriers and assist
if needed. Additional discussions include providing education on the importance of:

>

Y V V

maintaining their health,

managing their health care,

having a medical home/primary care physician (PCP), and

continuing to receive care from their PCP and specialists as recommended/
needed.

Maintaining health insurance coverage is also an important topic to discuss with clients
of this age range. Clients that are covered under their parents’ insurance, may no
longer be eligible for coverage once they turn age 26. Additionally, CSHCS coverage for
most qualifying conditions will also end at age 26. A list of some available insurance
options for clients are listed in section 9 of this manual.

Focus Areas for Clients of this Transitional Age

AN NI NN

Confirm transfer to adult provider and/or integration into adult care

Continue to manage health and health care

Update medical summary as needed

Continue working on transition goals through the local school district, if
applicable. If the client is able to attend school up to age 26, continue to discuss
plans for beyond school

Additional considerations for LHD's

Discuss insurance options for coverage beyond age 26

Discuss the disabled adult dependent option that may cover client on family’s
health insurance beyond the age of 26. Encourage parent/caregiver to review
their policy

Provide a CSHCS Transition Survey to the client/family

Children’s Special Health Care Services Transition Resource Manual — Updated June 2025
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SECTION 7: PRIVATE DUTY NURSING (PDN)

PDN services are a Medicaid benefit for individuals under the age of 21 that meet
medical criteria for PDN care. If PDN services are still needed for a client after they turn
21 years of age, the client would need to enroll in either the Habilitation Supports
Waiver (HAB waiver) or the MI Choice Waiver program to pursue coverage of PDN
services. Both waiver programs have eligibility requirements that need to be met and
the process can take several months to complete. The CSHCS transition specialist will
contact the client/family, preferably six months prior to the client’s 215t birthday, to
discuss these changes. The CSHCS transition specialist will offer to schedule a
conference call that will include the family, the CSHCS transition specialist, a
representative from each waiver program, the LHD, and representation from the
Medicaid Program Review Division (PRD).

During the conference call, the client/family will provide a brief overview of the client’s
diagnoses, care that is required, activities the client enjoys, and other services the
client/family currently utilizes or may need. Each waiver program representative will
explain their program and what additional services and supports may be available for
the client through their program. There is an opportunity to ask questions and the
facilitator makes it clear that a decision does not need to be made that day — it is just
an informational call. The client/family will be provided with contact information for the
local service agencies in their county for each of the waiver programs so they can
schedule an intake and assessment with the waiver program and agency that they
select. Applicants for these waiver programs are typically placed on a waiting list, but
an individual that is currently receiving State Plan (Medicaid) PDN services and reaching
age restriction for continued coverage (age 21) are given priority. The end goal is to
ensure the client has continued PDN services once they turn 21. The family will also
have a supports coordinator and/or community health worker through the waiver
agency that will continue to provide support to the family in accessing services.

The LHD's role in this process could include preparing their clients/families for the
change that will occur if the client still requires PDN services when they turn 21 years of
age. Starting the discussion as early as 17 or 18 and then continuing to discuss/remind
them as they get closer to age 20 > (when the transition specialist will reach out to the
family) allows them time to prepare for this change and begin exploring their options.
The LHD nurse or social worker is also encouraged to attend the conference call that is
scheduled with the CSHCS Transition Specialist and waiver agencies. Based on the
needs of the client/family, there may be care coordination or case management
opportunities available when assisting with this transition process. (Reference the PDN
Transition Waiver document and the Michigan Medicaid Provider Manual for additional
information on MI Choice and Habilitation Supports Waiver programs.)
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https://www.michigan.gov/mdhhs/-/media/Project/Websites/mdhhs/Assistance-Programs/Childrens-Special-Health-Care-Services/Transition-to-Adulthood/PDN_Transition_Waiver.pdf?rev=4defe9a2e5cf4ffb8a2263bd7cc709bd&hash=EE89577086D4EC4C06F9557A58D9AF75
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SECTION 8: HEALTH INSURANCE

There are many ways to obtain health insurance, all with variable costs and benefits.
LHD staff can provide clients/families with options so they can make the best choice
based on their health needs, age, income, and job status. A few health insurance
options include:

Private health insurance

e Continuation on family plan: The client may qualify for continued coverage under
their parent/guardian family plan up to the age of 26. Client/family should refer
to health insurance policy to verify guidelines.

o Continuation on family plan as a dependent adult beyond age 26: If the client is
dependent for support because of a pre-existing disability, they may qualify to
remain on the family’s health plan as a disabled, dependent adult. The age at
which documentation is required to be submitted may vary by health plan. The
family should refer to their health insurance policy to verify guidelines and
submit required documentation prior to the health plan’s deadline.

o Employment: if the client is employed, they may qualify for coverage through
their place of employment. Encourage client to contact their employer for more
information about available benefits.

o Health Insurance Marketplace: client can purchase an individual policy on their
own and choose the best insurance to meet their needs. They can visit
www.healthcare.gov for more information.

e COBRA: A health insurance program that allows eligible employees and their
dependents to continue their benefits after coverage has been terminated. This
option is only available for a limited time after coverage has ended and will
typically have an increased cost.

o College Health Plans/Short Term policy: If the client is attending college, there
may be a health insurance program available through the school. Check with the
college student services office to inquire if a college health plan is available for
students.

If private health insurance is available to the CSHCS client but the cost creates a
financial hardship, they may be eligible for assistance through the Insurance Premium
Payment Benefit program through CSHCS (refer to Section 18 of the MDHHS CSHCS
Guidance Manual for Local Health Departments for additional information on this
benefit.)

State Coverage (Medicaid Programs)

e Medicaid: Complete health care coverage for all ages. Client must meet certain
financial eligibility criteria to qualify for coverage. If the client does not qualify for
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Medicaid based on financial eligibility but they have high monthly medical
expenses, they may qualify after meeting a monthly deductible (sometimes
referred to as a ‘spend-down’).

e MIChild: Complete health care coverage for those age 19 and under. Client must
meet certain financial eligibility requirements to qualify for coverage, but income
limits are slightly higher than for Medicaid.

e Healthy Michigan Plan: Complete health care coverage for people ages 19-64
who meet certain financial eligibility requirements.

e MI Health Link: Complete health care coverage for people in specific Michigan
Counties who are age 21 and over and currently enrolled in both Medicare and
Medicaid.

e Social Security: if the client receives SSI, they are eligible for Medicaid coverage.
Work incentive programs are available to disabled workers so they may earn an
income and continue Medicaid coverage (Freedom to Work).

The following link can provide additional information on the State of Michigan Medicaid
Programs website.
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SECTION 9: QUALITY IMPROVEMENT

LHD’s should consider the implementation of Quality Improvement (QI) efforts
regarding transition within their CSHCS programs. This may include:

1. Creating a HCT survey (or add transition questions to existing survey) to solicit
feedback on the LHD's transition process.

2. Utilizing the data collected from the transition survey to determine areas for
improvement and create SMART (Specific, Measurable, Achievable, Relevant, and
Time-bound) goals and objectives to help maintain progress.

3. Continue to monitor and evaluate new activities to determine their impact on
selected measures.
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