Wisconsin’s Collaborative Systems of Care

Coordinating Committee Handbook


Section 3: Policies & Procedures

· Interagency Partnership Agreement (sample included in this section)
· “CSOC Team Overview” handout

· Referral Procedure & Referral Form

· Screening Process

· Rights and Responsibilities for Participant – Provider Partnerships

· Conflict Resolution Process

· Project Coordinator Job Description

· Service Coordinator Job Description
Collaborative Systems of Care
Recommended Key Elements in an Interagency Agreement

· State Mission and Principles

· Define the persons to be supported/target group

· Define partner roles and responsibilities

· Role & responsibilities at the family team level

· Role & responsibilities of individuals on the Coordinating Committee

· Agency role & responsibilities (e.g. referral, funding, system change…)

· Define the process for accessing and delivering services

· Define the process for paying for services

· Define the conflict management process

· Define evaluation process


Collaborative Systems of Care
Sample Interagency Agreement

Include Date Updated

Coordinating Committee Mission Statement:  Waushara County Integrated Services Initiative strives to keep individuals with multiple needs in their communities (home, school, work) through the establishment of a comprehensive, coordinated, community-based interagency system of care centered on the individual.

Since January 1994, Waushara County organizations and agencies have partnered to accomplish this mission.  We are currently in the process of renewing and improving this partnership and ask for your continued support and involvement.  

A requirement of organizational participation in the Waushara County Integrated Services Project is the acceptance and support of the mission, values, principles, and conditions outlined in this Interagency Agreement.  

If you have any questions, feel free to contact one of our Project Coordinators: Lori Martin or Sara Shaver at (920) 787-3303 or any of the Project’s Coordinating Committee Members (listed below):

Lorna Adams, Parent

920/787-5157

Dawn Buchholz

Child & Family Unit Supervisor

Waushara County DHS

920/787-3303

William Downie, County Board

920/787-2182

Kurt Duxbury, Principal

Weyauwega-Fremont HS/MS

920/867-2148 x312

Ann Fajfer, Principal

Wautoma School District

920/787-4590  x4104

Frederick Gellerup, County Board

920/787-2625

Penny Gillespie, Director of Instruction

Berlin Area School District

920/361/2000 ext.1009

Buddy Gogue, Principal

Westfield School District

715/228-2851

Nicole Harrison

CAP Services

920/787-4896

Jenneane Jackson, Parent

920/787-7824

Colleen Kasubaski

L.E.F. Inc.

920/787/3774

Steve Kehm - CESA 5

608/742-8814, Ext. 239

Lorri Kelly, Parent

715/256-1046

Susan Marsh, CSP Coordinator

Waushara County DHS

920/787-3303

Lori Martin, Project Coordinator

Waushara County DHS

920/787-3303
Jim Miller, Committee Chair

715/249-3188

Peggy Morgan, Counselor

Tri-County High School

715/335-6366 x30

Don Olander, Chief

Wild Rose Police Department

920/622-4148

Chuck Schuessler, Principal

Wild Rose School District

920/622-4201

Sara Shaver, Project Coordinator
Waushara County DHS

920/787-3303

Sue Shemanski, AODA Counselor

Waushara County DHS

920/787-3303

Don Sittig, Parent Advocate

920/787-0018

Paul Theyel, Clinical Services Director

Waushara County DHS

920/787-3303

Darlene Wedde

920/787/2575

Philosophy

The Coordinating Committee believes:

· The basic needs for food, clothing, housing, and medical care must first be met in order to enable individuals and families to address other needs

· Whenever possible, services can best be provided in a family and community setting, rather than a residential or institutional setting

· Clients and families as partners will have voice, access, and ownership in the development and implementation of the initiative

Guiding Principles

The system of care will:

· Serve individuals with multiple needs regardless of ability to pay and without regard to race, religion, national origin, sex, sexual orientation or handicapping condition

· Be child/family/client-centered, with strengths and needs dictating the types and mix of services provided

· Encourage families and individuals to become full participants in the planning and deliver of services

· Promote early identification and intervention to enhance the opportunity for positive outcomes

· Provide access to a comprehensive array of services that promote physical, emotional, and mental health and address identified social, educational, and recreational needs

· Provide service coordination to insure that multiple services are developed and delivered in a coordinated, collaborative, confidential manner

· Insure a smooth and coordinated transition from the child- to the adult-service system

· Protect the rights of the child and their families, and clients, promoting effective advocacy

Conflict Resolution Procedure

All conflicts regarding services will be referred to a Project Coordinator (Lori Martin or Sara Shaver (920) 787-3303) who will work with the parties to find a resolution.  If unsuccessful, the Project Coordinator will make a determination and issue a written decision.

The decision may then be appealed to the Coordinating Committee for resolution. The conflict will then be brought to the entire Coordinating Committee at the next scheduled meeting for discussion.

Conflicts regarding specific agencies or agency personnel should be referred to the specific resolution (grievance) procedure of that agency.

Program Evaluation

Ongoing evaluation will be conducted by the Coordinating Committee, who agrees to comply with all State Department of Health and Family Services evaluation requirements.

Expected outcomes include:

· Success in meeting the Plan of Care goals and objectives

· Improved client satisfaction levels as measured by surveys and focus groups

· In the case of children, improved school performance levels

· Reduced out-of-home placements

· Cost analysis of services provided

· Other client outcomes as established by State mandated indicators

· Interagency collaboration as measured by provider satisfaction surveys

Evaluation information will serve as a basis for Project modification and be used to update the Interagency Agreement as necessary. 

Responsibilities of Partners

Partners are asked at a minimum to:

· Participate on Integrated Services teams

· If an individual enrolled in the Integrated Services Project is involved with your agency, the expectation is that at least one person from your agency serve on the Integrated Services team.

· Participation on Integrated Services teams includes: regular attendance at team meetings, participation in decisions, and involvement in the Plan of Care

· Provide in-kind match costs for services outlined above (e.g. staff time and availability to participate on teams and committees, and meeting space for teams and committee meetings if needed).

· Be involved in services such as referral, screening, assessment, collaborative case planning and safety planning.

· Referral:  Following are the criteria for involvement in the Integrated Services Project.  If anyone in your agency is considering making a referral, and the individual meets these criteria, contact a Project Coordinator (Lori Martin or Sara Shaver, 920-787-3303) to begin the referral process.

(   Individual is involved in at least two of the following multiple direct services:

(   Mental Health (therapy and/or medication management)

(   Special Education

(   Juvenile Justice

(   Child Protective Services

· Alcohol or Other Drug Abuse Services

(   Other interventions have not been successful over time; persistent obstacles to service access; and/or there is a need for service coordination

(   Child is risk of out of home/institutional placement

(   Parents are willing to be involved in the integrated services process (or at least willing to learn more about it)

· Screening: 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 referred individual understands the process, and determine if Integrated Services is an appropriate way to meet needs.  The use of the Screening Committee process for determination of enrollment models the collaborative spirit of the community for decision-making, rather than putting the decision in the hands of one individual. The referring person and the individual being referred (or parent(s) in the case of a child) will be expected to attend this meeting.  The committee membership is determined by the Coordinating Committee.

· Assessment, Collaborative Case Planning, and Safety Planning:  As part of the team process, the team determines the strengths and needs of the individual and team by completing a comprehensive Assessment Summary which addresses many aspects of the individuals life.  The team then selects the top three priorities from the Assessment Summary and develops a Plan of Care to address these priorities.  Finally, each team develops Safety Plans (also called Crisis Plans) to preplan crisis intervention with the people and/or agencies who may be involved in crisis resolution.  After the initial Plan of Care is completed, the team provides on-going support and monitoring, meeting as often as necessary to review the Plan of Care, progress toward goals, and need for modification.  Once progress toward the goals set by the team is being made, the team develops a Transition Plan which focuses on planning around long-term services the individual will continue to use or will need to access after the formal Integrated Services Process has ended.  Average team involvement is 18 months, with an initial time commitment of approximately one one-hour meeting every other week to meeting every 3 – 6 weeks once the Plan of Care is in place, and every 2 – 3 months as the team considers transition out of the formal Integrated Services process.

Agency Partnership Commitment

Agencies being asked to renew their partnership:

· Waushara County Department of Human Services

· Waushara County Department of Health Services

· CESA 5

· Wautoma School District

· Wild Rose School District

· Berlin Area School District

· Tri-County Area School District

· Weyauwega-Fremont School District

· School District of Westfield

· Fox Valley Technical College

· Waushara County Sheriff’s Department

· CAP Services, Inc.
                                                                   accepts and supports of the mission, values, principles, 

and conditions as outlined in this Interagency Agreement and commits to the associated responsibilities.


Name (please print)



Title

Signature




Date

Collaborative Systems of Care (CSOC)

 Team Process Overview

The CSOC  process centers decision-making by the collaborative team.  The team supports the child, family, and each other throughout the process.  Both planning and interventions rest on the combined skills and flexible resources of this diversified, committed group of individuals.  The strengths and resources of the child, family, natural supports and providers are the key to selecting interventions and supports most likely to meet the identified needs.  

The Team

The goal for team membership is to have a balance of natural (informal) support people such as relatives, friends and neighbors and service providers such as a therapist, educator, and social worker.  To qualify for team involvement, individuals should:

· Have a role in the life of the participant

· Be supportive of the child & family

· Be confirmed by the family

· Be committed to the process (includes regular attendance at meetings, participation in decisions, and involvement in the plan of care)

Service Principles for Teams

· Services are child & family-centered, strength-based and oriented to the least restrictive options.

· Decisions are reached by consensus whenever possible.  All members have input into the plan and all members have ownership of the plan.

· Teams meet regularly not just around crises.

· Teams address a full range of life needs that could impact on the child & family.

· Teams stay focused on reaching attainable goals and regularly measure progress.

· Teams celebrate success.

· Care is unconditional - services change if something doesn't work.

Phases of Team Involvement

1.  Assessment & Planning 

· Intensive team involvement consisting of team meetings at least once every two weeks, lasting no longer than 60 minutes each (for approximately 2 months)

· Determine strengths and needs of the child, family, and team

· Complete Summary of Strengths & Needs, which assesses the 12 areas (domains) of the child & family’s life, including: Living Situation; Basic Needs/Financial; Family; Mental Health; Social; Community; Cultural; Spiritual; Vocational/Educational; Legal; Medical; and AODA.

· Develop Plan of Care. The team selects the top three priorities from the Assessment Summary domains – these are then the areas of focus in the Plan of Care.  

· Develop Crisis Response Plans for home and school. In developing crisis response plans, teams preplan crisis intervention with the people and/or agencies who may be involved in the crisis resolution – outlining responsibilities and communication procedures.

2.  Ongoing Monitoring   
· Implementation of the Plan of Care. When the plan is completed, it will be reviewed, approved, and signed by all team members – once this occurs, the plan will be implemented.

· Team provides on-going support and monitoring; meeting when necessary to review the plan, progress toward goals, and need for plan modification.  Teams typically meet every 3 to 6 weeks, depending on individual team’s needs (the statutory minimum is at least every 6 months).  This phase typically lasts 6 – 9 months.

3.  Transition & Closure

· The family has knowledge of and access to services and a voice in decisions that are made.

· Team develops a Transition Plan, which focuses on planning around long-term services the child & family will continue to use or will need to access after the formal team process has ended.

· Team provides minimum contact and monitoring, typically meeting every 2 to 3 months (the statutory minimum is at least every 6 months).

· Formal team participation is ended.  Once families feel they know how to plan for the future (they have ownership of their plan) and no longer need the support of the team, the formal team process should end.  

· Participant utilizes community support network.  The family knows who to contact and how to get their needs met without the ongoing support of a formal team.

Collaborative Systems of Care


 Sample Referral Procedure

1. Anyone wishing to make a referral to the Collaborative Systems of Care Initiative (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 participant and 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 the 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 the CSOC; 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 Systems 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 Systems of Care Initiative (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 the 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.
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. 

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 a CSOC approach is the best way to meet the participant and community partners’ needs.  The group should discuss:

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

· What the CSOC initiative is and is not 

· Expectations for involvement in the 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 the CSOC

· No, the CSOC initiative 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

Collaborative Systems of Care
SAMPLE Rights & Responsibilities of Team Members


For the Participant:

1. I am an equal partner with providers on the team, working jointly to solve problems and plan on my behalf.

2. I see the provider as a person who is working with me for my well being 

3. I see my goal as reaching a mutual understanding of my needs so that as a team we can take action to meet those needs.  I clearly express my own strengths and needs.

4. I am an active participant in the decision-making process concerning services, and I seek ways to insure my involvement.

5. I know that wraparound does not mean that I will receive large amounts of cash or new possessions, but that the focus is on needs.

6. I understand that a provider often has responsibility for service coordination and communication with many clients, in addition to myself.

7. I don’t let past negative experiences or negative attitudes get in the way of establishing a good working relationship with the providers I am working with now.

8. I encourage the providers involved with me to communicate with each other and to keep me informed as well.

9. When I make a commitment to a plan of action, I follow through on my responsibilities.  

10. I commit to regarding providers with the same respect that I expect them to give to me.  I help promote a culture that is supportive and friendly to providers.

Collaborative Systems of Care
SAMPLE Rights & Responsibilities of Team Members


For Service Providers:

1. I evaluate the participant in terms of progress made, and communicate hope to them by doing so.

2. I consistently value the comments and insights of the participant and make use of their knowledge about their own needs.  I will not impose my own values and how others live.

3. I speak plainly, avoiding the jargon of medicine, sociology, education, psychology, or social work.

4. I actively involve the participant in the establishment of a plan of action and continually review, evaluate, and revise the plan with them.

5. I make appointments and provide services at times and places that are convenient for participant and other team members.

6. When I make a commitment of action, I follow through on my responsibilities.

7. With permission, I obtain and share pertinent information with other providers, ensuring services are not duplicated.

8. With appropriate authorization, I connect the participant with other individuals in similar situations.  

9. At the request of participants, I am an active part of their information and referral network, providing them with contacts to services and support networks.

10. I will use the team meeting to honestly and assertively share my concerns and fears.

11. I commit to regarding participants with the same respect that I prefer they give me.  I help promote an agency culture that is supportive and friendly toward participants.

Collaborative Systems of Care (CSOC)

	Sample Conflict Resolution Process


Service delivery decisions regarding the assessment, eligibility, denial, reduction, termination, or appropriateness of services may be appealed by the individual who is receiving services, their legal guardian, or a service provider.  If you feel rights have been violated, you may follow the conflict resolution process outlined below.   At any time, you have the right to bypass this process and follow the process of the agency with which you have the complaint, or to proceed through civil action.

Step One:

Meet with the Team to review the issue and try to reach agreement.

Any person or agency representative can choose to skip this step and move directly to step two.

Step Two:

If not satisfied, complete the attached Conflict Resolution Review Form.  The conflict resolution appeal may then be presented to the CSOC Project Coordinator, the DHS Clinical Services Manager, or the DHS Child and Family Services Supervisor at Department of Human Services.

Step Three: 

If not satisfied, the conflict resolution appeal may be presented to CSOC Coordinating Committee.  A decision will be made within 30 days of receiving the appeal.

Step Four:

If not satisfied, the conflict resolution process outlined under Chapter 227 should be pursued.

Collaborative Systems of Care
	Sample Conflict Resolution Review Form


Participant’s Name:


Individual Wishing to Pursue Conflict Resolution:

Participant/Guardian

OR

Agency Representative:


Address:



Phone:

Please outline the service delivery decision regarding the assessment, eligibility, denial, reduction, termination, or appropriateness of services that is being appealed (attach additional information if desired):




Please describe your recommendations for conflict resolution:






Signature of Participant, Guardian OR Signature of Individual Representing Agency

  Collaborative Systems of Care (CSOC)

Project Coordinator Job Description

· Bring together consumers and relevant staff from various agencies and organizations to comprise the Coordinating Committee.  Support the Committee’s activities, ensuring agreement and compliance with established policies and procedures.

· Maintain active organizational support as established in the Interagency Agreement

· Receive and review referrals

· Present referrals for review to the Screening Committee (if applicable)

· Assure provision of service coordination/team facilitation services for all family teams

· Guide the development of collaborative, interagency teams, ensuring agreement and compliance with basic principles of CSOC core values

· Review plans of care for consistency with the CSOC process (including crisis response plans); if all team members have signed off, authorize implementation

· Assist the Coordinating Committee and teams in establishing consistent measures for program development, implementation, evaluation, and monitoring of the project and outcomes.

· Facilitate public education and awareness of issues and programming for individuals who have multiple needs through community forums, citizen surveys, and publishing/broadcasting public service announcements

· Conduct workshops/trainings for consumers and providers 

· Support service providers in developing strategies to enhance existing programming, increase resources, and/or establish new resources relevant to project goals and objectives

· Conduct liaison duties with local and state agencies ensuring data and reports are submitted in an accurate and timely manner

Possible Additional Duties

· Maintain data of enrollments and screening results

· Establish and report monitoring and evaluation results

· Assist in developing and maintaining additional funding sources, including collaborative efforts with system partners

· Assist in the development and implementation of consumer advocacy services.

Collaborative Systems of Care (CSOC)

Service Coordinator Job Description


Knowledge and Skills:  

With the guidance of the Project Coordinator, the Service Coordinator will have a comprehensive knowledge of the human service system; have knowledge of how to access area resources; be skilled in written and oral communication; and be able to successfully facilitate groups and work well with a divergent group of people.  

Specific skills of an effective Service Coordinator/team facilitator include the abilities to: focus on strengths, accurately listen, develop trust of team members, understand multiple perspectives, intervene on ineffective team behavior, accept feedback without reacting defensively, provide support and encouragement, and maintain/demonstrate patience.

Service Coordinator Activities:

A. Identify and bring together a team of people that will collaboratively work with the consumer, and provide process orientation to  individuals who are new to the process.  These activities take approximately 2 – 4 hours.

B. Conduct a comprehensive and multi-dimensional Summary of Strengths and Needs with the consumer.  Schedule and facilitate team meetings to review the identified strengths and needs.  Ensure completion of paperwork.  This process takes approximately 8 – 12 hours.

C. Together with team partners, develop the Plan of Care, specifically outlining each team member’s responsibility, time line for accomplishment, and outcome expectations.  Schedule and facilitate team meetings.  Ensure the development of a crisis response plan for each participant to address potential crisis situations at home and in the community.  Ensure completion of Plan of Care paperwork.  This process takes approximately 8 – 12 hours.

D. Coordinate the implementation of the Plan of Care and monitor ongoing delivery of services.  This responsibility includes regular contact with the consumer and service providers.  Schedule and facilitate regularly scheduled team meetings to monitor the plan as a team.  Ensure the Plan of Care is amended as necessary to meet the changing needs of participants, service providers, and community.  This process takes approximately 2 – 6 hours per team per month.

E.        Ensure completion of required project reporting – may include quarterly and/or annual reporting on outcomes, expenses, and/or participant and service provider satisfaction. 
Continued on Next Page

Service Coordinator Job Description, Continued:

Paperwork:

Depending each team’s situation and experience of the Service Coordinator, paperwork time will vary.  Typical forms to be completed by or arranged to completed by the Service Coordinator include:

· Release of Information

· Summary of Strengths & Needs (to be completed within 30 days of enrollment)

· Plan of Care (to be completed within 60 days of enrollment)

· Home/Community Crisis Response Plan
· Outcome Reports 

· Team meeting minutes (these are not clinical notes, rather, a summary of the team’s work including who said they would do what by when)
· MA targeted case management forms (if billing for targeted case management) 
Other documents which may be reviewed by the team and incorporated into the Plan of Care include:
· 
· Court Order
· Psychotherapy/In-home assessment, goals, evaluations, case notes, etc.

· Probation Plan

· Social/Human Services plans

· W-2
· Plan for continuing education
(Agency Name)
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