Wisconsin’s Collaborative Systems of Care 

Handbook for Working with Adult Participants 

Section 4: Referral, Screening, and Enrollment

Referral, Screening, & Enrollment

A referral to a Collaborative System of Care (CSOC) can come from many sources including, but not limited to: self-referral, human service departments, health care providers, and family members.  Anyone wishing to make a referral should contact the CSOC Coordinator or agency sponsoring the county’s CSOC project to discuss the potential referral and, if necessary, request a referral form.  This initial discussion is important, as the formal & intensive CSOC approach may or may not be the best way to meet the individual’s needs.  The Pre-referral Checklist (p. 5) can be used as a tool.  If it is determined that a CSOC is a good option to pursue, a Referral Form (see pgs 7 – 11 in this section for example) can be given to the individual wishing to make the referral.  If the referent is not familiar with the referral process, the Project Coordinator should set up a time to meet with them to review the form and process.  
PLEASE NOTE: the Pre-referral Checklist and Referral Forms provided in this section are examples.  The details, including enrollment criteria, may vary from project to project. 

At the time of referral, every attempt should be made to help the participant feel comfortable and aware of the process.  The CSOC Orientation Packet (see pg 12 of this section for sample table of contents), which contains basic information about the CSOC process, should be reviewed with the participant.  If the individual making the referral is not familiar with the CSOC process, the Project Coordinator may offer to meet with them and participant to review the Referral Form and CSOC Orientation Packet.  The referent should then complete the Referral Form with the participant and return the completed form to the Project Coordinator.  

When a filled out Referral Form is received by the Project Coordinator, it should be reviewed for completeness.  A contact should then be made to the referent, and to the individual to confirm receipt of the referral form, gather any additional information, and explain the next step in the process. 
For many CSOC projects, the next step in the process is a screening meeting. Arranged by the Project Coordinator, the screening is a process for determination of enrollment which models the collaborative spirit of the community for decision-making, rather than putting the decision in the hands of one individual.  The Screening Committee is partially made up of representatives of the CSOC’s Coordinating Committee including the Project Coordinator and a consumer/participant member or advocate.  The referent and participant should also be in attendance if at all possible. In addition, representatives from agencies working with the participant (e.g. health services, human services, law enforcement) as well as natural supports (e.g. extended family members, clergy or neighbors) should also be encouraged to attend.  Scheduling time and location of the Screening should be convenient for everyone.  The primary goals of the Screening are: to confirm eligibility; determine if/why CSOC is the best way to meet needs; and to answer any questions the participant may have – ensuring they understand the process.  Other issues and possible questions to be covered at the Screening are listed on the “CSOC Screening Process” (pg 13 of this section).  If the Screening Committee determines CSOC is not the best way to meet the individual’s needs, specific recommendations for community resources and how to access them should be provided.  If it is determined CSOC is appropriate, and the individual is willing to participate, they may be enrolled in CSOC – that is, the formal CSOC process begins.

Individual CSOC projects handle intake and enrollment differently.  As projects broaden their criteria for participation, and the process of wraparound becomes more well know, the need for a separate screening meeting to determine eligibility and confirm the commitment of the participant and service providers may decrease.  Some CSOC projects designate one person or group of people who have had experience with CSOC to talk with the referent and/or potential participant and make a decision regarding enrollment.  
Once enrollment is determined, contact between the Service Coordinator and participant should be made as soon as possible.  Either the Service Coordinator or Project Coordinator should review the CSOC Enrollment Packet (see pg 12 for sample table of contents) with the participant.


Sample CSOC Referral & Screening Process Checklist for 

Project Coordinators

	
	Discuss the potential referral with the referent

	
	Give the referent a Referral Form to complete with the participant.  If the referent is new to the process, meet with them to review the form & answer any questions.

	
	Upon receiving the filled in Referral Form, review it for completeness.

	
	Contact the referent: confirm receipt of the Referral Form, gather any additional information, explain next step in the process.

	
	Contact the potential participant: confirm receipt of the Referral Form, gather any addition information, explain next step in the process.

	
	Arrange the Screening Committee meeting (if applicable)

	
	If enrolled, identify a Service Coordinator.  Meet with the Service Coordinator to review the Referral Form and facilitate initial contact between the Service Coordinator and participant.

	
	Give the Service Coordinator a CSOC Enrollment Packet (see TOC, pg. 12) to review with the participant.


Collaborative Systems of Care (CSOC)

 Sample Pre-Referral Checklist

If the individual you are considering referring meets the following criteria, contact the CSOC Project Coordinator or CSOC- sponsoring agency to begin the referral process.

· Individual is involved in at least two direct services/service  

     systems:

· Mental Health (therapy and/or medication management)

(   

Child Protective Service

· Department of Social Services
· Probation and Parole

· W-2
· Alcohol or Other Drug Abuse Services
· Other_________________________________________

· Other_________________________________________
(   Other interventions have not been successful over time; 

     persistent obstacles to service access; and/or there is a need  

     for service coordination
(   Individual is willing to be involved in the CSOC process (or at  

     least willing to learn more about it)
  Collaborative Systems of Care


 Sample Referral Procedure

1. Anyone wishing to make a referral to a Collaborative System of Care (CSOC) should contact the Project Coordinator or CSOC-sponsoring agency to discuss the potential referral and request a referral form.

Project Coordinator:

Phone:

2. The individual making the referral will complete all sections of the referral form with the potential participantand return the completed form to:

3. The Project Coordinator will coordinate a Screening Committee meeting within 30 days of receiving the completed referral form.  The main purpose of the screening meeting is to confirm eligibility, ensure the individual understands the process, and determine if CSOC is an appropriate way to meet needs.  The referring person and the potential participant will be expected to attend this meeting.  In addition, the Screening Committee is made up of members of the CSOC Coordinating Committee:  a consumer, the project coordinator, and representatives from education and the Department of Human Services.

4. After the Screening Committee meeting, the Committee will make one of three decisions:  1. Enrollment in CST; 2. A determination that the individual is not eligible and assist them in obtaining services; or 3. Request additional information needed to make a decision regarding eligibility.

Collaborative System of Care (CSOC)

	Sample Referral Form


Name of Individual being Referred:____________________________________

Date of Birth: ___________    SSN: _______________________

Funding source (circle): MA,    SSI,     Katie Beckett,  Private Insurance,     
        Other (please describe) _______________________

Please check all that apply:

	
	Use of multiple direct services (e.g. mental health, 
probation and parole, W2,  other:________________________________)

	
	

	
	Other interventions have not been successful over time, or persistent obstacles

to service access and/or need for service coordination exists

	
	

	
	Individual is willing to be involved in the CSOC process




Individual's Address: __________________________________           

                                     __________________________________

Phone Number(s):   __________________________________

List other significant people in the home (please include relationship):___________________________________________________________

_____________________________________________________________________

List other significant people/supports not in the home (please include relationship):___________________________________________________________

_____________________________________________________________________





Referral Person:_________________________  Referral Date:_________________ 

Phone Number: _________________________

Reason for Referral: ___________________________________________________

_____________________________________________________________________

_____________________________________________________________________




























Consent for Referral and Participation

I give my consent to ____________________________________ to refer me to the Collaborative System of Care (CSOC).  I agree to participate in the team process and to play an active role in the discovery of strengths and needs, as well as the case planning process.

I understand that I will be asked to identify the service providers that I work with and to sign release forms authorizing the exchange of information.  I realize that as long as I am involved in CSOC, it will be necessary for service providers to routinely review and share information.

____________________________________________ Date ______________

Signature of Individual Authorizing Referral 

____________________________________________ Date ______________

Second Authorization/Witness Signature

SAMPLE RELEASE OF INFORMATION #1

Collaborative Systems of Care

CONFIDENTIAL INTERAGENCY INFORMATION RELEASE AUTHORIZATION

Name(s):






 
Birthdate(s):



Address:  






                Phone: 


All agencies/individuals listed below are hereby authorized to release and obtain information from all of the other agencies/individuals listed below:

	Agency/Individual: 
	
	Agency/Individual: 
	

	Address:
	
	Address:
	

	City, State, Zip:
	
	City, State, Zip:
	

	Phone #:
	
	Phone #:
	

	Fax #:
	
	Fax #:
	

	

	Agency/Individual: 
	
	Agency/Individual: 
	

	Address:
	
	Address:
	

	City, State, Zip:
	
	City, State, Zip:
	

	Phone #:
	
	Phone #:
	

	Fax #:
	
	Fax #:
	

	

	Agency/Individual: 
	
	Agency/Individual: 
	

	Address:
	
	Address:
	

	City, State, Zip:
	
	City, State, Zip:
	

	Phone #:
	
	Phone #:
	

	Fax #:
	
	Fax #:
	

	

	Agency/Individual: 
	
	Agency/Individual: 
	

	Address:
	
	Address:
	

	City, State, Zip:
	
	City, State, Zip:
	

	Phone #:
	
	Phone #:
	

	Fax #:
	
	Fax #:
	

	

	Agency/Individual: 
	
	Agency/Individual: 
	

	Address:
	
	Address:
	

	City, State, Zip:
	
	City, State, Zip:
	

	Phone #:
	
	Phone #:
	

	Fax #:
	
	Fax #:
	

	


--  Continued on Next Page  --

I, _________________________________________________________________________ hereby authorize all of the named individuals/agencies listed on page 1 of this document to release and/or obtain from any other of the above named individuals/agencies the following written and/or verbal information/records, unless otherwise specified:  mental health assessment and/or treatment; psychiatric evaluation and/or treatment; psychological testing; medical and physical examinations and/or treatment; alcohol and other drug abuse assessment and/or treatment; developmental disabilities assessment and/or case management; Human/Social Service and/or Court records; educational testing, and school records, Other___________________________.

The purpose or need for the information requested is ( )Assessment and/or Treatment; ( )Case Management 

Services; ( ) Interagency Coordination, Other______________________________________________.

REDISCLOSURE NOTICE: The information that I authorize to be released may be redisclosed by the recipient of the records only if allowed by law.  If information is redisclosed, the recipient of the redisclosed information may be controlled by different laws.

YOUR RIGHTS WITH RESPECT TO THIS AUTHORIZATION:

Right to Inspect or Copy the Health Information to be Used or Disclosed – I understand that I have the right to inspect or copy the health information I have authorized to be used or disclosed by this authorization form. I may arrange to inspect my health information or obtain copies of my health information by contacting (insert your agencies name and contact information here). Right to Receive Copy of this Authorization – I understand that if I agree to sign this authorization, I will be provided with a copy of it.  Right to Refuse to Sign This Authorization – I understand I am under no obligation to sign this form and that the person(s) and/or organization(s) listed above who I am authorizing to use and/ or disclose my information may not condition treatment, payment, enrollment in a health plan or eligibility for health care benefits on my decision to sign this authorization.  (Exception:  To provide care that is done solely for the purpose of creating information to release to another party, in which case care cannot be provided without authorizing disclosure.  Authorization is needed to release information to payers for certain mental health services and HIV testing.  If I refuse to sign the authorization form for this purpose, I understand I may be responsible for paying the entire bill for these services.)  Right to Revoke This Authorization –I understand written notification is necessary to cancel this authorization.  To obtain information on how to withdraw my authorization or to receive a copy of my withdrawal, I may contact the (insert your agencies name and contact information here)..  I am aware that my withdrawal will not be effective as to uses and/or disclosure of my health information that the person(s) and/or organization(s) listed above have already made in reference to this authorization.

Expiration date:  This authorization is good until one year from the date signed 

I have had an opportunity to review and understand the content of this authorization form.  By signing this authorization, I am confirming that it accurately reflects my wishes.








   Date





Client Signature 







   Date





Signature of Individual Authorizing Release (If signed by other than client state relationship & authority to do so)

 ( ) Parent      ( ) Guardian   ( ) POA for HealthCare    ( ) Spouse/Adult Family Member of Deceased Patient

Notice to Recipient of information:  This information has been disclosed to you from records whose confidentiality is protected by Federal Law.  Federal regulations (42 CFR Part 2) prohibit you from making any further disclosure of it without the specific written consent of the person to whom it pertains, or as otherwise permitted by such regulations.  A general authorization for the release of medical or other information is NOT sufficient for this purpose.









2. 























A. 




B. 
















4. 





SAMPLE RELEASE OF INFORMATION #2

TRI-COUNTY WOMEN’S OUTREACH 

Authorization for Release/Exchange of Information
I, _______________________________________________,  D.O.B._______________, 

authorize (by initial) the release/exchange of information for the purpose of interagency collaboration with all of the following agencies or persons:



____
Medical Center/Hospital _________________________________



____
Clinic              ____________________________________________



____
Physician
____________________________________________



____
Behavioral Health Services _______________________________

____
Health Care Professionals ________________________________

____
Home Health
____________________________________________



____
Social Services___________________________________________



____
DVR

____________________________________________



____
Family

____________________________________________



____
Tri-County Council_______________________________________



____
Forward Service_________________________________________

____
Koinonia
___________________________________________



____
Other

___________________________________________



 ____
Other

___________________________________________

____
Other

___________________________________________



____
Other

___________________________________________

The specific information to be disclosed :



____
Verbal and Written Progress/Recommendations



____
Assessment Results



____
Psycho-Social Evaluation



____
Medical History



____
Agency/Program Involvement Listed Above



____
Other (specify)  ________________________________________



____ 
Other (specify)  ________________________________________

I understand that this consent is REVOCABLE AT ANY TIME except to the extent that action has already been taken.  

This consent (unless revoked) expires:  __________________________________






(date) Discharge or within 1 year of signature 

_________________________________________
____________________________

Client Signature/Guardian






Date

NOTICE TO RECIPIENT OF INFORMATION:  This information has been disclosed to you from records whose confidentiality is protected by Federal Law.  Federal regulations (42 CFR Part 2) prohibit you from making any further disclosure of it without the specific written consent of the person to whom it pertains, or as otherwise permitted by such regulations.  A general authorization for the release of medical or other information is NOT sufficient for this purpose. 

CSOC Orientation Packet

Table of Contents

· CSOC Brochure

· CSOC Team Overview handout (example in section 6 of this handbook)

· Advocacy Information
· A list or brochure of local/county resources 
· 
· Guiding Principles of CSOC (example in section 3 of this handbook)

· Team Member Responsibilities (example in section 6 of this handbook)
CSOC Enrollment Packet

Table of Contents


· CSOC Team Overview handout (example in section 6 of this handbook)

· Summary of Strengths & Needs form
· Plan of Care form

· Pocket Calendar/Appointment Book
· Copy of HIPAA information and signed Release of Information

Collaborative Systems of Care (CSOC)

 Sample Screening Process


As mentioned in the introduction of this section, individual CSOC projects handle intake and enrollment differently.  As projects broaden the criteria for participation, and the process of wraparound becomes more well know, the need for a separate screening meeting to confirm eligibility as well as participant and service provider commitment may decrease.  Some CSOC projects designate one person or group of people who have had experience with CSOC to talk with the referent and/or potential participant and make a decision regarding enrollment.  Following is an example of how some CSOC projects structure their referral and screening processes:

The completed Referral Form is reviewed by the Project Coordinator to determine initial eligibility according to the outlined criteria.  If these initial criteria are met, a screening meeting is scheduled within 30 days.  

The purpose of the screening meeting is to determine whether CSOC is the best way to meet the participant and community partners’ needs.  The group should discuss:

· The potential need for CSOC (why the referral was made)

· What CSOC is and is not 

· Expectations for involvement in CSOC (for both participants and team members)

· Affirm commitment to the process of both the participant and service providers 
· Identify possible partners/team members

· Any questions, concerns or reservations regarding team involvement (from perspective of providers and participant)

· One of the following decisions should be made:

· Yes, the individual will be enrolled in CSOC

· No, CSOC doesn’t seem to be appropriate at this time.  (There should also be discussion of alternative resources or services that may help address needs)

· A decision cannot be made at this time (more information may be needed) 

Individuals attending the screening meeting should include:

· The individual being referred
· Family and natural supports who would potentially be team members (this should be emphasized to the individual being referred).
· The individual making the referral 

· Representatives from potential team partners/current service providers (e.g. a law enforcement representative, mental health provider, AODA counselor, etc.)  Note that these individuals should represent agencies currently working with the individual being referred (thus being potential team members)
· Representative(s) of the CSOC Coordinating Committee (e.g. Chair, Project Coordinator)

· An individual who’s been through the CSOC process or other advocate
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