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Family = Children

Cuyahoga County Family and Children First Council

~rezCouncil
REFERRAL FORM

Caller’s Name Phone Number { )
Caller’s Relationship to Child
Child’s Name: Custody Status:
Age: Sex:
Language, if other than English:
School/District School contact/#
Fducation: Regular  Special ~~ Girade  Designation (if applicable)

Agencies Involved with youth, or family:

ADAMHS CCDCES CSEA DSAS EFS HMG
JA IC BDD PEP Catholic Charities
Other Agencies

Briefly describe the nature of your concerns/needs and current family situation:

Issues affecting the family:

Substance Abuse Education Custody/Visitation
Mental Health Physical Health System Barriers
Developmental Disabilities Child behavioral concerns Financial

Other, Please list

Office use only

Date Received Date Contacted Caller

Qutcome of Call Date Completed




CARE COORDINATION SCREENING TOOL

This tool will be used when children are at risk of disrupting a foster care setting, birth parent, and/or a
relative placement related to emotional/behavioral challenges.

IF THE ANSWER TO #1, #2, #3, #4 OR #5 1S YES, THEN THE CHILD DOESN’T
QUALIFY FOR THE CARE COORDINATION PROJECT.

Child is placed outside of Cuyahoga

Child is currently begin served by PEP Tapestry/PEP Connections

There is not a Care Coordination slot available in the child’s current Geographic area
Placed in a network foster home.

Are there any immediate safety concerns

IF THE ANSWER TO #1, #2, #3, #4 OR #5 WERE NO, CONTINUE TO
COMPLETE THE REST OF THE FORM.

6 Has there been SOC involvement in the past?
7 Case active as a FIN based on the behavioral/emotional needs of the child (ren)
8. Ihe child at risk of disrupting due to emotional/behavioral needs that may 1equire a
higher level of care.
9. Child has complex needs and is multi-system involved: i e -Juvenile Court, Drug and
Alcohol, Mental Health (Other then PEP o1 Tapestry)
10. Does the child have a mental health diagnoses:
11. Child and family are willing to work through the presenting crisis. If yes characteristics
ot willingness of legal custodian:
12. Type of referral: Birth Parents/Adopted Parents/Kinship/ Foster care/Group
Home/Residential/Independent Living
13. Have there been interventions used (o stabilize the placement?
Yes, What?
14. Services are needed?
15. Staffing date/type
Child’s Name: Person #
Medicaid #
Social
Worker: Supervisor:

Phone Number:

Todav’s Date: [ |

Please forward to Jimmy Mazzola, 881-5338 ( Rm.124-East)
Yulanda Wiley, Rm. 110e, 310-2822, ywiley@cuayhogacounty.us



JUVENILE COURT
SYSTEMS OF CARE REFERRAL FORM

If the answer to any of the following question is “yes”, the youth is not cligible for
Systems of Care Services:

No  Yes

0 O Child resides outside of Cuyahoga County.

O O Youth is placed in the custody of CFS.

W 0 Youth is currently receiving wrap around services from PEP
Connections.

O ad Youth is 18 years of age.

O O Has there been SOC services in the past**

(Referral packet should include; one copy of the record and the ORIGINAL
release, signed by the Guardian and witnessed by the Referent.)

Date: Referring Phone #:
Case #: Name: DOB:
Address: Phone #:
Parent/Guardian:

Charge: Jurist:

Next Court date: Client’s location:

Comments/special instructions:

Youth is Medicaid eligible: [ Yes O No Medicaid #:
Mail referrals to SOC Liaison:

Yulanda Wiley

1400 W. 25™ Street, 4™ Floor

Cleveland, OH 44113

Office: 443-6138; Cell: 310-2822
ywiley@cuyahogacounty.us.

*Court Liaison is Barb Kohuth: (office) 216-698-2708; (cell) 216-310-4720;
bkohuth@cuvahogacounty.us.

* Care Managers — please notify the referring Probation Officer when the case is
assigned to you,
*% Please contact SOC Enroliment Specialist for more discussion.
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PEP Referral

PEP Refarral System

Gonzales, Mondie - PEP - Referral/Demographlc Informat!on

Connections Home
Latest News liDemographicl] {Commumty]“ [Menta! Health] &

- [Referrai}“

Admission Criteria

Staff *First Name: |

Last Name: M Ao

On Line Refarral 1
ne rerena SSN: | * DOB: |
Contact Us ‘

Phone: | *Sax: ¥ Male |

Alt. Contact: | Dhone: ‘

*Race Group: -—Seiect--

Ethnicity: | --Select--
Current Lnnng Address (AII lnformatlon below for Parent/Guardian/Caretaker})

Name:

* Address:

Address Line 2:

*City: | : *State: - =Zip:
Legal Address, if different than Current Address
Name of ..
Parent/

Legal Guardian:
Address:

Address Line 2:

Custody Information

*Type Of N, Court-ordered Custody *Who has|_
Custody: :

If other, please specify:

Save buiton saves current page, Next butten saves and moves o next page.

f[Log offl] f[Back To List]}

https://www pepconnref .org/ReferralClient aspx 12/18/2006




Page 1 of 2
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PEP Referral

PEP Referral System

Conneciions Home Gonzales, Mcndie - PEP - Referral/Community Information for 'fare, fake'

{Cammunity}l [ Mental Health]: :[Referrall

Latest News %[Demog raphic
Admission Critetia

Staff *Is this Child currently enrolled in school:
On Line Referral ‘
Contact Us School Enrolied: |

Contact: Phone:

Last Grade Completed: | --Select--

Educational Placement:

f:l Regular Education Fl Specific Learning Disability

[} Emotional Disturbance Cognitive Disabllity {mental retardation}
£ ] Multiple Disabilities F | Autism

D Hearing Impairment incfuding deafness D Orthopedic Impairment/Handicappead
Visual Impairment including Blindness Preschool Child with a Disability

F lother Specify:

Specify if Other or SLD:

Is this child currently involved in any system-of-care wrap around programs?

If Yes, Agency: |

Contact: : Phone:

*Current System Involvement: Please check 'Yes' for each agency that is applicable, and 'No’
for each agency that is not applicable.

Yes No Unknown System Contact Phene

CCDCFS Worker’s Name::ﬂﬂww

Ohio Dept. Youth Srv Worker's Namae:

Community Agency Agency Name: e _;
Contact:. .

Juvenile Court P O ‘s Name:

Juvenile Court Diversion Contact's Name:

Board of MR/DD Worker's Name:;_

Private Hospital/Healthcare ]

Provider Contact: .

Private MH Professicnal Name:

Mobile Crisis Team Contact:

Alcohol and Drug Addiction .

Services Contact:

Bureau Of Voc Rehab Contact:.

Guardian ad Litemn{GAL} Name:

Other Other;

https://www pepconmref org/Referral ClientComm aspx 12/18/2006




PEP Referral Page 2 of 2

If child has ever been placed out of his/her home, enter the number of placements in each @
category below. If child has never been placed out of his/her home, leave categories below
blank:

Adoptive Home: |

betention Home: 5

Residential Treatment:

Psychiatric Hospitalization:

Save button saves current page. Next button saves and moves to next page Prev button saves an
moves to previous page.

i[Log off}l §[Back To Listls

https://www pepconnref org/ReferralClientComm aspx 12/18/2006



PEP Referral

Connections Home

“Latest Mews
Admission Criteria
Stafi
On Line Referral

Cantact Us

PEP Referrail System

Gonzales, Mondie - PEP - Referral/Mental Health Information 'fare, fakea'

Page 1 of 2

@

rgé‘r[Dernographic]»

‘[Communf%y];?jlfﬁental Healthl] [Referral]:

Presenting Prohlems; Please check All that apply*

] Academic Problems F] Eating Disorder/Probiems
U Aggressive Behavior B Fire Setting

Ei Alcohol/Chemical Abuse ] Gang Involvement

] Anxious ] Hallucinations

] Assaultive ] HIV or AIDS

D Attachment Problems U Hyperactive Behavior

D Attention-Seeking Behaviors B Inattention - Poor
Concentration

E} Autistic Spectrum D Enuretic/Encapretic

] Blind/Visually Impaired E Learning Problem

D Egﬂgec:f Alcohol/Other Drug D Lying

] Compulsive Behavior D Memory Impairment

i Cruelty to Animals ] g:;ti:altlilgﬁssﬂwental
Cult Involvement a Mood Swings

D Deaf/Hearing Impaired Neglected

Delusions Nightmares

il Depressed Mood [ Non-Compliance/Oppositional
Destructive to Property E Paranoid/Suspiciousness
Developmental Delays & Physically Abusad

D Developmentally Disabled Physically Challenged
Disruptive In School 1 Poor Peer Relations

] Domestic Violence Perpatrator Fl Poor Self-Esteem

M Domestic Violence Victim ' F Probation/Parole

M Domestic Violence Witness & Risk Taking

Other (Specify): |

Mental Health Service History*

] Runaway
I School Dropout

Self Care/Hygiene
Fallure

Self-Injurious

[[] Separation Anxiety

i Sex Offender

] Sexually Abused
Sexually Inappropriate
] Sibling Conflict

Sieep Prablems

1 Social Withdrawai
(Isolation)

Social Skills Deficit
Speech problems

D Stealing

£ Suicidal Thoughts
Suicidal Attempts

] Suicidal Gestures

D Temper Tantrums
E’ Tics

Truancy

F] Unrealistic Fears

D Vandalism

i har 12
Area Never Currently [iénrqgnl_t?ét M@git}r] s Ao Unknown

[

Private Mental Health Professional:
Psychiatric Hospital:

Positive Education Program:

Other Community Agency:

Residential TreatmentFacility:

Others

https://www.pepconnref o1g/Referral ClientMENTAL aspx

12/18/2006




PEP Referral Page 2 of 2
| ! Unknown | @

*1Is this child prescribed psychotropic drugs?:

List meds, if known:

If child has been assigned a mental health diagnosis, piease list Current Biagnoses:

Code: - Disorder:.
Code: o Disorder: e

Save button saves current page Next bution saves and moves to next page. Prev button saves and
moves to previous page.

[Log off]i i[Back To List}

https://www.pepconnref.org/Referral ClientMENTAL aspx 12/18/2006




Page 1 of 1

- PEP Refemral

PEP Referral System

Connections Home
- a Demographicl {[Community] [Mental Health]: [IReferrali]

Gonzaies, Mondie - PEP - Refarral/Referral Information 'fare, fake'

iatest News

Admission Criteria

*How did you learn of this program? :,,ff,s,e',?gﬁff -

Staff
©On Line Refarral ]
If Other, please specify: :
Contoct Us
*Do You have the following information for this child?

Diagnostic/Mental Health Assessment?
Psychological or Psychiatric Evaluations or Reports?

Hospital Psychiatric Admission or Discharge Summaries/Reports?

Therapy Summaries/Notes?

=¥ No  Special Education Evaluations?

*What is causing you to make this referral at this time?

Any Final Comments?

Save button saves current page. Prev button saves and moves to previous page. Submit button saves
and submits data.

fiLog off]f f[Back To List]}

https://www.pepconnref org/Refertal ClientREFF aspx 12/18/2006



Complete both pages and return to; Help Me Grow ~ 8111 Quincy Avenue, Suite 344, Cleveland, OH. 44104 ~ (216) 698-7500 ~ Fax: {216} 391-6106

% Help Me Grow

"'n:mwdcumthmm ) -
P Me grow. Request for Service
Help Me Grow is o statewide voluntary chifd development program that provides services to eligible families

with young children up to the age of three
Revised ¥/10/2010

PLEASE COMPLETE ONE FORM PER CHILD

Child’s Name: Child’'sD.OB/DueDate:___ / [/
tast First Middle

Gender; Om OF

Ethnicity: ONon-Hispanic [JCuban [JHispanic OIMexican/Chicana CJPuerto Rican JUnknown

Race: OIBlack/African American OWhite [JAmerican indian/Alaska Native CJAsianindian T3Chinese fIFilipino

OGuamanian/Chomorro Japanese [Iorean [DNative Hawailan C3Other Asian (JOther Pacific Islander
Osamoan OUnknown{must check one ather race} [IVietnamese

£ Check if referring multiple children per caregiver

R

S A

Parent/Guardian: Date of Birth:

Last " First Middie
Primary Phone #: ( ) - (J No Phone Secondary Telephone #: ( ) -
Relationship: (OMother (JFather OFoster Parent (OGrandparent [Step Parent [ISurrogate Parent [J Other Caregiver
Address: City: Zip Code:
Other Parent / Guardian / Involved Person(s): Dateof Birth ./ _/
Primary Phone #: ( ) - LmEI No Phone F”;tecondary Telepﬁgﬁ; #:{ ) -

Relationship: OMother OFather OFoster Parent OGrandparent (IStep Parent JSurrogate Parent [ Other Caregjver

Address: City: Zip Code:

Primary Language: CJEnglish OSpanish 0ther O Interpreter Needed
O Check if family is involved with MomsFirst or OIMRI

Referred by: Date Referred: ___ /  /
Referring Agency:

Address: City: Zip Code;

Primary Phone #: { ) - Fax#:( ) - Email;

O Caregiver has been informed of referral to Help Me Grow C3 Discharge or other medical information attached.

For DCFS referrals, check all that apply:
O Substantiated abuse/neglect {CAPTA) [Custody

0 Protective Services / Supervision (I0ther
Name of DCFS worker if not referral source: Phone #: { }
For Help Me Grow Internal Use Only — Do Not Write Below
Referred to Category: [JatRisk (O Partc £J County AR Date Received by HMG: [/ ETH#
Date Assigned: / / —_— o ; . Provid

TG Staff Eligible / Assigned to: [Provider]
Date of Initial Contact: / £ i
Not Eligible for HMG: /

Otetter O In Person O Phone O No contact o Higietor £
45-day Timeline Date: / z
Child has had previous: Comments:
DDeve[opmental Evaluation [ bevelopmental Assessment
(T HMG At Risk Eligibility ) HMG Part C Eligibility




s

{

e

Complete both pages and return to: Help Me Grow " 8111 Quincy Avenue, Suite 344, Cleveland, OH. 44104 ~ (216) 698-7500 > Fax: {216) 391-6106

Child’s Name: DOB . / /

PLEASE COMPLETE ALL AREAS THAT MAY APPLY

Ochild has a diagnosis/es. Please list all diaoses:

O ¢hild born with Very Low Birth Weight {under 3 ibs 5 oz. or 1500 grams) {weight)
8 Child born at Low Birth Weight (under 5 Ibs 8 oz. or 2500 grams) with complications {weight) (Describe below)
O child has blood lead level of 215 meg/di

Child has a suspected delay in one or more areas of development:
O Adaptive {3 Communication 0J Social and Emotional (1 Cognitive O Physical

Please describe medical or health complications or any concerns:

Families are eligible for parenting education through Home Visiting if they meet any of the following categories.

Please check ALL factors in each category that may apply:

First Time Parents:

New parents are eligible for

Help Me Grow Home Visits if

they meet ALL of the following

factors:

O First time mother or first
time father with custody;

3 Expectant mother or the
child is under 6 months of
age; and

O Family income is less than or
equal to 200% of federal

High Risk Families:
High risk families are eligible for Help
Me Grow Home Visits in Cuyahoga
County if they meet two (2) of the
following risk factors: {Please check)
O Adolescent parent up to age 20
] Single Parent
(1 Parent with history of abuse or
neglect , domestic violence
[ Lack of stable residence,
homelessness or dangerous living
conditions

Other Eligible Families:
Other families are eligible if they meet
any of the following factors: {Flease
check)
3 Parent is active military personnel
O Any child referred by DCFS with
substantiated abuse/neglect
(CAPTA} is automatically eligible
03 Exceptions may be made on an
individual basis for children who
have extremely high risks, but do
not meet eligibility requirements

poverty level O Parent with chronic or acute mental
iliness or developmental disability
O Maternal prenatal substance abuse
O Parent with drug or alcohol
dependence
Other Comments:

Exceptions may be made on an individual basis, Please describe:

Revised 3/10/2010
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Cuyahoga 5 &. % COMMISSIONERS
Tapestry Jimmy Dimora
System 9 & Timothy F. Hagan
of Care "av & Peter Lawson Jones

. o o
%, : & 4iygont®
* ang s INSTRUCTIONS FOR

AUTHORIZATION FOR RELEASE OF INFORMATION

We tried to make the form easy to read. If you don’t understand something, please ask!

We believe that we can provide better services for your child if systems and providers can share
information.

Several laws prevent us from sharing information unless vou approve.

The form allows systems and providers to share information only for the reasons stated.

Kent State University (KSU) evaluates the quality and cost-effectiveness of Tapestry services. Your
child/family will not be identified in any reports or research published by KSU.

You may cancel or revoke the authorization at any time. You may limit the authorization's time frame at
any time.

We will give you a copy of the Authorization.

Authorized Providers and Systems

You do not have to authorize the release of information from all systems and providers, But, if you don't,
this may result in a delay of services to your child and family. (This will not affect public benefits and
services for which you or your child are eligible.)

Most public systems are listed on the form, Please identify your child's school and district and other
public systems that might have helpful information.

A Tapestry private provider is assigned to coordinate your child’s care. If your child has records at cther
providers, please check those or identify them.

Parent support partner services are available for some families, Tapestry’s parent support provider
(Community Care Network) is listed on the form. If you agree to a parent support partner, CCN will need
information.

Tapestry works with Neighborhood Collaboratives, providing care coordination in your child’s
neighborhood. Please identify your neighborhood collaborative.

Information to Be Exchanged:

Listed on the form are categories of information that would be helpful in providing services.
Special laws apply to some categories (e.g., education records, alcohol and drug records) as noted.
Systems and providers will share information only with other authorized systems and providers.
We ask you to authorize the financial information only to verify your and your child’s eligibility for
public assistance. (e.g., Medicaid)

Authorization

Sometimes systems and providers are asked to share information received from one authorized
system or provider with another. This is called redisclosure.

Please initial the line approving the noted time frame OR limit the time frame by inserting a date.

A parent or legal guardian must sign and date the form. Any child 12 or over must sign and date the
form.

A witness will also sign and date the form.

Cancellation

If you decide to cancel this release, you will need to sign and date the form and submit it to your Care
Coordinator.

CTSOC ROI 10/2008 Page 1 of 1
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Cuyahoga s g % COMMISSIONERS
Tapestry Jimmy Dimora
System EA &  Timothy F. Hagan
of Care % & Peter Lawson Jones
c”/c; \\“& e"’—( 9
R AUTHORIZATION FOR RELEASE OF INFORMATION frnee

Purpose of Form and Uses of Information: This authorization allows the noted systems and providers to share
information about the child named below. Information will be used to: (1) develop the child's treatment planning,
(including wraparound services); (2) coordinate and pay for services; and (3) evaluate the quality and cost-
effectiveness of services.

Child's Name Soc. Seec. No. Date of Birth (mm/dd/vyyy)
Address: Tel. No.

()
City State/Zip

Authorized Systems and Providers: The listed public systems and private providers work together as Cuyahoga

Tapestry System of Care (Tapestry). Kent State University, our research and evaluation partner, helps judge the

quality and cost-effectiveness of our efforts. Community Care Network provides parent support partners to help

families navigate the systems.

e Check () the EXC box to consent to 2-way sharing OR

*  Write (DIS) in the EXC box if only disclosing information or (REC) if only receiving information.

¢ Identify the child’s school/district and any other systems or private providers whose information might help us
provide better services for the child.

EXC PUBLIC SYSTEMS EXC PRIVATE PROVIDERS
v Cuyahoga Tapestry System of Care Applewood Centers

Cuyahoga County Juvenile Court Beech Brook

Cuyahoga County Department of Children and Family Bellefaire JCB

Services

Cuyahoga County Community Mental Health Board Berea Children’s Services

Alcohol and Drug Addiction Services Board of Catholic Charities/Parmadale

Cuyahoga County

Cuyahoga County Board of Mental Retardation and Cleveland Christian Home

Developmental Disabilities

Kent State University (for research and evaluation Community Care Network (for parent support partners}

purposes)

Cuyahoga County Dept. of Jobs and Family Services Positive Education Program (PEP)

School/School District The Village Network
Other (i.d.) Neighborhood Collaborative
Other (i.d.) Other (i.d.)

Information to Be Exchanged: (initial all that apply) - includes records from the previous 12 months, unless
otherwise limited

{dentifying Information: (Name, birth date, sex, race, address, telephone number)
Social Security Number, UCI number if any {for Medicaid purposes)
Education Records, per 34 CFR Part 99

Mental Health Records: Personal/social history, Psychological/Psychiatric Assessments, Evaluations, Treatment &
Service History

Juvenile Court records

Medical Records - records of health care providers related to general health
{Except HIV, AIDs and drug and alcohof treatment)

AIDS/HIV diagnoses, tests and other communicable diseases, as permitted by state and federal law

Acohol and/or Drug Abuse Treatrnent records as permitted by state and federal law (42 CFR Part 2)

Tapestry ROl 10/2008 Page 1 of 2



Financial Information necessary to establish eligibility for public assistance.
{This may include pay stubs, W-2 and tax return information, and other general financial information.}

AUTHORIZATION

| authotize the checked systems and providers to exchange/disclose/receive the initialed information about the
child identified above for the reasons noted.
| understand that signing or refusing to sign this consent will not affect public benefits or services for which the
child or | are eligible, unless otherwise required by law.
Expiration: | understand that this authorization will expire six (6) months after the termination of the child’s
enrollment in Tapestry, unless | limit the time frame or cancel this authorization in writing. {The & month time
frame after disenrollment allows for service follow-up, billing reconciliation and research clarification.)

Initials
Or | choose to limit the time frame to the following date: .
| understand that canceling this authorization does not apply to any information already shared in reliance on
this authorization
| understand that information used or disciosed may be subject to redisclosure and may no longer be protected
under federal law.

Printed Name: Parent/Legal Guardian Signature Date

Printed Name: Child/Youth Signature Date
{if 12 years of age or over)

Printed Name: Witness/Agency/System Signature Date

3

TO ALL AGENCIES SENDING AND/OR RECEIVING INFORMATION DISCLOSED UNDER THIS AUTHORIZATION

If the records released Include information of any diagnosis or treatment of drug or alcohal abuse, the following statement applies:
PROHIBITION
ON REDISCLOSURE OF INFORMATION CONGERNING CLIENTS IN ALCOHOL OR DRUG ABUSE TREATMENT.

This information has been disclosed to you from records protected by federal confidentiality rules (42 CFR Part 2). The Federal rules prohibit
you from making any further disclosure of this information unless further disclosure is expressly permitted by the written consent of the person
to whom Tt pertains or as othenwise permitted by 42 CFR Part 2. A general authorization for the release of medical or other information is NOT
sufficient for this purpose. The Federal rules restrict any use of the information to criminally Investigate or progecute any alcohol or drug abuse
patient.

2.

HIV RECORDS: If the records released include information of an HIV-related diagnosis of test results, the following statement applies:
This information has been disclosed to you from confidential records protected from disclosure by state law. You shall make no further
disclosure of this information without the specific, written, and informed release of the individual te whom # pertains, or as otherwise
permitted by state law. A general authorization for the release of medical or other information is NOT sufficient for the purpose of the
release of HiV test results or diagnoses

ALL RECORDS: The information has been disclosed to you from records protected by federal and/or state confidentiality rules. Any
further release is prohibited unless expressly permitted by the person to whom it pertains, by Juvenile Court/DYS in the case of youth
records, or under applicable federal and/or state law.

CANCELLATION

i, the parent/legal guardian named above, wish to cancel this authorization effective as of this date:

Signature of Parent/ Guardian: Witness Initials:

Tapestry RO 10/2008 Page 2 of 2
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[p & [p
positive 1 education program

AUTHORIZATION & CONSENT FOR RELEASE OF INFORMATION

Client's Full Name Date of Birth

Social Security Number : Individual Case Number (optional)

The following persons/programs/agencies have my permission to coordinate service planning and delivery for the
above named person by disclosing specific information for the following specific purpose (s).

Please identify all persons/programs/agencies that may disclose and/or receive information.

Positive Education Program

Help Me Grow

(I R R
000U DC

| authorize the release of the specific information for which | have circled and initialed below only if it is
necessary to secure or coordinate needed services identified in my case plan by the persons/programs/
agencies identified above:

Circle yes and initial

yes Identifying information: name, birth date, sex, race, address and telephone number
ves Social Security Number
yes General Medical: medical records (exeept for HIV, AIDS and drug and alcohol

treatment records} disability, type of services being received and name of agency
providing services o me or the individual named above.

yes Social History: social history, treatment/service history, psychological evaluations
and other personal information regarding the individual named above or me.

yes School Information: grades, attendance records, Individualized Education Plan (IEP),
Individualized Family Service Plan (IFSP), Individualized Service Plan (ISP}, Multi-
Factored Evaluation {MFE), (Children’s} Chio Eligibility Determination nstrument
(COEDI/OEDI), transition plans and vocational assessments regarding me or the
individual named above.

yes HIV and AIDS related diagnosis and treatment.
yes Current substance abuse treatment, recommendations and involvement specifically,
yes Financial Information necessary to establish eligibility for public assistance including

but not limited to pay stubs, W2's and tax returns, and other financial information

yes Other

COMMISSIONERS: Jimmy Dimora Peter Lawson Jones Tim MeCormack

White — ICR  Canary — Parent/Guardian

Page 1 of 2



o/

1 understand that my alcohot and drug abuse patient records are protected under the Federal regulations
governing confidentiality of those records, (42 CFR Part 2}, cannot be disclosed without my written consent
unless otherwise provided for in the regulations. | understand this Release expires 180 days from the date it
is signed unless otherwise indicated by me. | aiso understand that | may cancel this Release at any time in
writing with my signature, and the date it is signed, and delivering it to
Canceling it applies to that day forward and not to information aiready shared.

| understand that signing or refusing to sign this Release will not affect public benefits or services for which
| am eligible, unless otherwise required by the regulations of the agency

| understand that the information disclosed pursuant to this authorization may be the subject of re-disclosure
by the recipient without further protection

If not previously revoked, this consent expires on the day of . 20
Ciient Signature Date
Parent/Guardian Signature Date
Withess/Agency Representaiive Date

Violation of Federal law and regulations by a program is a crime Suspected violations may be reported fo
the United States Attorney in the district where the violation occurs

TO ALL AGENCIES SENDING AND/OR RECEIVING INFORMATION DiSCLOSED AS A RESULT OF THIS SIGNED CONSENT:

1 If the records released include information of any diagnosis or treatment of drug or alcohol abuse, the following
statement applies:

PROHIBITION ON REDISCLOSURE OF INFORMATION

CONCERNING CLIENT IN ALCOHOL OR DRUG ABUSE TREATMENT
This information has been disclosed to you from records protected by federal confidentiality rules (42 CFR Part 2).
The Federal rules prohibit you from making any further disclosure of this information unless further disclosure is
expressly permitted by the written consent of the person to whom it pertains or as otherwise permitted by 42 CFR
Part2 A general authorization for the release of medical or other information is NOT sufficient for this purpose. The
federal rules restrict any use of the information to criminally investigate or prosecute any alcohol or drug abuse
patient.

2 If the records released include information of an HiV-related diagnosis or test results, the following statement
applies:

This information has been disclosed to you from confidential recards protected from disclosure by state law
You shall make no further disclosure of this information without the specific, written and informed release of the
individuai to whom it pertains, or as otherwise permitted by state law A general authorization for the release of
medical or other information is NOT sufficient for the purpose of the release of HIV test results or diagnoses

3 The information has been disclosed to you from records protected by federal and/or state confidentiality rules  Any

further release of it is prohibited unless the further disclosure is expressly permitted by the person to whom it
pertains, Juvenile Court/DYS in the case of youth records, or applicable federal andfor state law

Client's Name:

White - ICR Canary — Parent/Guardian
Page 2 of 2



Rev 04/03

l] osmve[i education program

AUTHORIZATION & CONSENT FOR RELEASE OF INFORMATION
USER CHECKLIST

Client’s Name:

0 1. Explain that the Release is voluntary not mandatory.

0 2. Explain the purpose of the Release; to expedite services to the person who needs services
from more than one agency.

O 3. Explain that not signing it will not result in a refusal of services, but could result in a delay of
services

O 4. Review all parts of the release with the client and explain the purpose of each part.
{1 5 Review the specific information that the client authorized and initialed.

« Make it clear to the client that he/she can authorize release of all data listed or only some, as
hefshe chooses.

o Explain that the client can authorize release of only a portion of information
in a category by crossing out information they did not desire shared.

0 6. Inform the person that they can revoke the Release at any time for any reason, by stating so in
writing to the coordinating agency; show them a copy of the Release Revocation

Q 7. Explain that the Release is valid for up to 180 days, unless it is revoked sooner. Ensure the
client understands that when the Release expires agencies can no fonger share information
unless a new release is signed.

1 8. If the person whose records are to be released is a minor, ensure the parent or guardian
understands the Release, completes it, and signs it; without this process and signature the
Release is not valid.

0 9. Ensure you review with the client the information stated on the release regarding HIV related
diagnosis and substance abuse diagnosis and treatment. NOW, if the person believes
completing the Release will expedite services to them, ask them to compiete it.

0 10. Note: child abuse/neglect records may only be released with the written permission of the
County Public Children’s Services Agency.

O 11. Encourage the client to know what is in his/her records before authorizing the release.

Note:  This consent form may be used to share information with the following systems/providers: Alcohal and Drug Addiction Services Board
and all ADASB contracted agencies, Board of Mental Retardation and Developmental Disabilities, Community Mental Health Board
and all MH contracted agencies, Department of Children and Family Services, Juvenile Court/DYS, Help Me Grow, Cuyahaoga
Employment and Family Services, Ombudsman, Day Care/Headstart, Child Support, Department of Senior and Adult Services, Board
of Health & Munieipal Health Departments, Justice Affairs, all school districts located in Cuyahoga County, Hospitals, Medical
Professionals (Pediatricians/Physicians, Dentists, Psychiatrist, Psycholegist, Therapists, etc ), Community Providers (Public & Private)
for the purpose of referral, respite (in-home and out-of-home} and/or placement
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Family = Children

FirztCouneil

Cuyahoga County Family and Children First Council
Service Coordination Team Meeting

AGREEMENT ON CONFIDENTIALITY AND PARTICIPANT LIST

Family/ Parent Name:

Facilitator(s):

Date:

Location:

agencies represented.

We the undersigned, as 2a member of the Family Service Coordination Team recognize the importance
of respecting families and children and protecting their privacy. Therefore, I will not discuss matters
brought to this group with others beyond those listed by the family for information sharing purposes.

* Information shared outside the family team meeting is subject to HIPPA regulations and ist he responsibifity of the separate

Signature of Attendance/ Agreement on
Confidentiality

Print Name/Address and Phone Number
(E-mail addiess)

Relationship to
Family

Date
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Mother has worked at enrrent job for 5 years and has been a steady, relisble employee
Mother has provided for herself and her family since she was 18
CR  Mother has previously accessed community services for honsing through Cleveland Housing Metwork.
I s ¢ odmother remaing active in his life. despite living out of state
Family does have extended family in the area
I ke math.

Mother tries to maintain good commumnication with school
Our Family History:

Strengths, Need, Cultufe, and Vision Discovery for || NN - 7one 2009

Introduction

I i< 2 nine year old African- American male who lives with his meother, his siblings, and mothet’s boyfriend on the southeast side
of Cleveland. Mother has had many concems sbout [l s behaviors and has scught mental health services through Beechbrook.
Mother felt that additional snpport was needed, and therapist did a referral to Tapestry  [JEMJlland his mother were interviewed in
developing this SNCD

Family

Strengths:

B s iediate family includes: [N (otver). IR sistcr. age 13), [NV (sister, age 10), I
B (brother, age 7). and M (sister, age 3). Mother describes MMM s so sweet and that she loves him M other is trying
1o teach the children to love each other and the importance of getting along becanse all they have is each other. Mother describes children
as having some typical sibling conflict but that Jlllll takes it to exiremes, becoming physically aggressive Sometimes the children try
to mother their younger siblings Mother us¢s various forms of discipline with the children and often infervenes in the condlicts Mother is
proud of Accomplishments and interests of the children, inctuding [N warting to be a doetor, T wanting to be a child
psychologist and writing poetry (even appearing on EV), and Il being on the honor roll. [ needs extra attention from
mother. Mather tries to provide this in different ways, such as just taking ISl with her on an errand o the weekend She tries fo
have individual time with all the children but especially [N 2= he needs the one-on-one [Jl:e1ps take care of his baby sister
by every weekend making her breakfast by microwaving pancakes and sausage T rarticulariy likes to celebrate Christmas and his
birthday because both make him very happy | JJlMviclogical father is NG e is also WM and NN s father, He
has been in and out of [ s 5ife and the relationship has been complicated by various family dynamics Family currently lives with
I ; fitter, IR 1 cll, who mother has been involved with for six years. NN coaches football at the same field where
mother has gotten the children involved in spoxts. Mother’s sister (NN = aunt) is I 1o is engeced to [T
(whom the kids referto as uncle Il Ihey provide some support and assistance with the children, such as driving them to/from sports
practices, INMMEEN's godmother is INSMMMMENNN . T amily met her when IS was six weeks old She was a daycare provider where
N -itenided as 2 baby  Godmother moved to New Jersey when [N was fous years old but is still actively involved with the
family viaphone, Mother describes godmother as key support for her and NN Godmother has asgisted mother in discussing things
before making big decisions for SUMM such as beginming medication and getting his ear pierced. Godmother sends [N 5ifts for
Tiis birthday and Christmas . [ spesit last summer with his godmother in New Jemey and did many activities, inciuding going to
Dismey.

Needs:

* SR o help with getting along with his siblings

+ I 1) with decreasing aggression with siblings

«  Family needs help with identifying positive, sustainable activities to engage inas a family.

= Mother needs help with strategies for intervening in sibling conflicts

» e ds help with ongoing opportunities for individual time with mother

Friends

Strengths:

I =t e he has lots of fiiends &t school . He also has friends in the neighborhood that he likes to play with cutgide. He gets along
with: friends at times and at times they have conflicts. Mother explains that she has some associates intown Her close friend recently
moved to Texas.

Needs:

« i s help with continuing to develop peer relationships and interact uppropriately with them.

Education

Strengths:

TN 155 siways attended charter schools. He had previously attended Citizens Academy but now currently attends Hope Academy
on Broadway where he is repeating the second grade . Transfer of schools was due in part to transportation issues. I ke s nvath
and feels that he is good a it He is cumrently learning his times table M= very good at writing cursive. S 155 made
honorroll [Eidentified his teachers as his heroes because they help him. His teachers include [N s 1. amdMs H
Mother identifies that the assistant principal works well with J NN} MBI do:s his homework when asked by mother Mother or
older sisters then check his homework. Mother tries to encourage [N to read

SN i ocs have an IEP. He was evaluated in first grade at Citizens Academy and givenan IEP He atiends regular education classes




and then receives pull ont services with a special ed teacher He was identified as needing I D services when he was at Citizens Academy
He is now inneed of ED services. il bas been suspended numerons times for behaviors such as fighting, kicking, and hiding from
the security guard, s escorted to class so that he does not run and hide around the school building His current regular
education teacheris Ms. Bl Mother has advocated with school to educate teacher as mother has had various experiences with
teacher that have not been positive and had indicated that teacher does not seem to understand [ s disability and need/right for
certain services. Mother has also information in case she nieeds to contact a child with disabilities advocate

Needs:

* I r:c:ds help with managing his behaviors in school in order to not be suspended

* I ccds help with remaining in his classroom and baing in appropriate places af the appropriate tines

« B nceds help with following directions.

»  Family needs help with advocating for appropriate interventions at school

= School staffneeds help with education sbout N s mentat heatth needs. PRICRITY

* IR ¢ ds help with improving his reading ability

* N ccds help with writing manuscript.

*  Familyneeds help with getting copies of IEP and ETR.

Emotional

Strengths:

Mother has sought mental health services throngh Beechbrook to assist JENMMM He currently meets with Ms G for
weekly therapy and appointments recently changed fo Saturdays [JJ Il es been working with Ms G for about a vear
N identified that Ms. G has taught him that two wrongs don’'t make a right and to stop, relax and think. Mother at times
participates in therapy session and explained they recently read a book about bullying Mother feels that Beechbrook has been helpful for
I o for her as she feels that she has learned additional skills for how to help parent NI and siblings, such as not dwelling
on the negative [ previously had school based therapy services with Beechbrook when he atiended Citizens Academy during
first grade. There was alapse during second grade at Citizens Academy, so mother sought owlpatient therapy on her own

Needs:

needs help with accepting when he does not win or not get what he wants

needs help with appropriafely expressing and managing his emotions

needs help with sharing

needs help with controlling his anger as it escalates very high and needs help with calming down when angry PRIORITY
needs help with telling the truth

Legal

Strengths:

N == not been involved in the legal system. Mother has made efforis to curb stealing behaviors and has imposed consequences
when [l doss steal something, such as he does not get to keepit. Mother noted that (S}l has been siealing less Mothier has
even had a police officer that mother knew talk to [N when he took 2 toy out of the cereal box at the store Police officer explained
possible consequences to [N and/or mother

Needs:

* I e: s help with decreasing stealing behaviors and appropriately expressing his needs in order to have them met in
appropriale ways

Financiat

‘Strengths:

Mother works for | MM ¢ has been there for five years doing retiree pay service Changes are currently going onin the
company and mother is in process of reapplying for her job in order to stay there Mother’s work schedule is changing Fune 1 to work
10am-6:30pm Monday through Friday Mother has taken care of herself and her family and provided housing for herself since age 18.
Mother has consistently paid bills but was injured when she broke her ankle in December and things piledup Mother’s wages are being
garnished for acar note until Jane 2010, Mother has since had to get a van as car breke down in order to get family around Mother has
obtained FML A for [l (ADHD) and S (has severe asthma) in ordet to aitend to their needs and various appointments
Needs:

o Mother needs help with completing resume and 1e-appication process in order to maintain her job and family’s source of income.
PRIORITY

«  Mother needs help with locating and accessing community resources o assist with family's needs

Safety

Strengths:

Mother feels that safety is very important and makes efforts to teach JJJJJJjill 2nd siblings about this Jlidentified rules that he
has to follow when outside to stay safe, such as niot playing in the street and not going to the store without mother JMMNE hes
improved in keeping Iimself and siblings safe in the home compared to some past behaviors of physical harm to siblings and playing with
fire.

Needs:

* I =scs help with continuing to make choices to be safe for himself and when interacting with cthers in order 1o not cause




harm.

. needs help with staying in boundaries when playing outside (not going off street) PRIORITY
. needs help with staying with adults when out in the community or at school

Recreation/] eisure

Strengths:

SN == 2 variety of inferests. He enjoys playing outside and riding his bike. He likes to walch IV especially wrestling He likes
to play games and to go places. Il ¢ favorite colors ave red and blue His favorite food is baked beans Mother explains that
farnily does activities during the summer together, such as going Lo the park, IX center, $1 movies, and parties Family used to have a
tradition of every other weekend going out (such as movie and dinmer) but has been Hmited by family ‘s cument financial situation as well
as concerns abont [l isappearing while family is out in the community Mother has enrolied [ and all his siblings in
surmmer camp at Lexington Bell near Fatima Center where [ifillllreguiarly goes to daycere JJJJJJjijattended that summer camp last
year He had some enccess and some trouble but staff was responsive to mother’s education about I s needs. T s clde:
sisters play softball, Mothier has enrolled [JJJJillin football again end is hopeful he will be able to participate this time He will be
playing for the [N i the Muny I eagne mnd practices at Michael Zone Rec Center [ Mcoaches teams at that
location

Needs:

»  Family needs help in identifying community resources for inexpensive/free family activities.

* W 1=cds help with managing behaviors in order to participate in summer canip and football PRIORITY

Spiritual

Strengths:

Mother states that family is Christian and believes in the 1 ord. She has had the children in church at various times. Currently family does
1ol belong to a particular church MMM s older sisters would like to be baptized Mother is trying to teach [ llland his siblings
values, such as respecting each other, having a tight bond with family and importance of fumily. zespecting adults cutside the family, be
good outside the home, the importance of education. and keeping kids on the right path.

Needs:

*  Tamily has no identified needs at this time

Medical

Strengths:

S <-:s Dr EJ for poychisiry at Beechbrock He currently takes medication to assist with his behaviors. He does not like the
medication but does take.it Mother does not always give [JEJJ medication on the weekends. If they are going out, however, she does
give him the medication becanse it assists with managing his symptoms in the community . [N as severs stlergies. |
receives medical care at the Broadway medical center with Dr M

Needs:

» IR e the ability to get a drink of water or have a mint regularly as his mouth gets dry and while appears around his mouth
25 a side effect of his medication.

* I reeds help with maintaining regular psychiatric and medical appoiniments

Residence:

Strengths:

I - his family are cuorently living with mother’s boyfiend (youngest sister’s father). Family has been living here for
approximately a year Previously, the family lived in a single family home with four bedrooms near Wade Park for two years through
Cleveland Honsing Network (CHN) MMl and bis brother shared a room at that home Family currently is very limited on space as
they are sharing 2 home The CHN home was broken into multiple times, Mother made efiforts to have CHN fix and secure the home, but
CHN-did not follow through Mother was concerned about family’s safety and determined thet family could no longer live there At that
time, family moved in with boyfriend and put many of the family’s belongings in storage Mother is currently on waitlist for CHN as
several confusions have occurred over the process of getting a new house  Mother very much wants family to have own honse and to
have a safe haven for her family to rest in, Mother wants children to have separate bedrooms in order to have their own space, which
mother feels would decrease conflicts in the family.

Needs:

*  Mother needs help with advocating with CHN regarding housing PRIORITY

= Mother needs help with exploring and identifying other possible comumunity resources for housing PRIORITY

+  Family needs help with developing strategies for managing and getting along in cusrent limited space PRIORITY

Vision

Child: IS v=ns to be a police officer when he grows up.

Caregiver: Mother wants stability for the family (particularly for family to have their own house), for the kids to all get atong, for
I o overcome bad things (such as his sticky fingers). and for [l tc be more able to calm himself down

Possible team members

- B youth

+ - other

. ™




* B Dc’ Asia's father

* - ;odmother

+ I - ot

- S vncle

* - rother's friend

* IR - oiher’s friend

« R - Bccclibrook therapist
* B  Beechbrook psychiatrist

- I - s
*  Sarah Hays — Tapestry cate manager
* I - parent support partner

- N - perent advocle

Summary of Priority Needs for || - of Tune 2, 2009

»  School staff needs help with education about [l s mental heslth necds

» I ccds help with controlling his anger as it -escalates very high and needs help with calming down when angry

s Mother needs help with completing resume and re-applicarion process in order to maintain her job and family ‘s source of income.
» I nceds help with staying in boundaries when playing oniside (not going off street).

o MMM 1cecds help with menaging behaviors in order to participate in summer camp and footbail

= Mother needs help with advocating with CHN regarding housing,

»  Motherneeds help with exploring, and identifying other possible community resousces for housing

«  Family needs help with developing strategies for managing and getting along in current limited space
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Plan of Care

Form 1 — DSM Diagnosis

Diagnosed By

Diagnosis Date

Current Grade

Spelling Level

GPA

Full Scale IG

1Q Range (see list)

Cognitively Deficient
Borderline Deficient

Reading Level

Verbal IQ

IQ Range {see list)

Below Average
Average
Above Average

Math Level

Non-Verbal [C

1Q Range (see list)

Supericr
Very Superior

~N s W =

Axis |

OSM

Primary

Rule Qut

Comment

Axis |

DSM

Primary

Rule Out

Comment

6

Axis Il = Medical Cendition

Axis IV — Li;é‘ Stressors

sxis VW — GAF Score




Plan of Care

Form 2 — Strengths & Vision

Strengths

Community Resource?

Y/N

Y/N

Y/N

Y /N

Y/N

Y/N

Y /N

Y/N

Family Vision




Plan of Care Form 3 — Needs

Domains — Circle all that apply

AODA Cultural/Spiritual Educational/Vocational Farmnity Legal Living Situation Medical Mental Health

Safety/Crisis Social/Recreational Systems Barriers Transitional Planning Other

Need Text
Stari Date Anticipated Achievement Date Initial Ranking (1-5)
Strengths — Circle all that apply 1 2 3 4 5 ] 7 8
Strategies
Text Persen(s) Respensibie
1
2
3
4
5
&
Domains — Circle all that apply
AODA Cultural/Spiritual Educational/Vocational Family Legal Living Situation Medical Mental Health
Safety/Crisis Saocial/Recreational Systems Barriers Transiticnal Planning Other
Need Text ' ] ~
Start Date Anticipated Achievement Date Initial Ranking (1-5)
Strengths — Circle all that apply 1 2 3 4 5 -] 7 g
Strategies
Text Persen(s) Responsible
1
2
3
4
5
6




Plan of Care Form 4 — Reactive Crisis Plan

Crisig Plan Date

Crisis Flan Elements

Interests and Strengths of the Client Relevant to Crisis Situation

Risk andfor Triggers Relevant to Crisis Prevention/Safety

Specific Effective technigues in Resolving Crisis

What Helps the Caregiver

Family and Community

Resources to use in crisis situation

Relevant Medical Information




Plan of Care

Form 5 — Medication Information

Known Allergies

On Medication? Circle cne

Yes

No

Unknown

Medication

Type of Medication ~ Usage

Dosage Frequency

Prescribed By Prescriber Phone Number

Type of Medication — Usage

Dosage Freguency

Prescribed By Prescriber Phone Number

Type of Medication — Usage

Dosage Frequency Prescribed By Prescribar Phons Number

Type of Medication — Usage

Dosage Frequency

Prescribed By Prescriber Phone Number

Type of Medication — Usage

Dosage Frequency

Prescribed By Prescriber Phone Number

Type of Medication — Usage

Dosage Frequency Frescribed By Prescriber Phone Number

Type of Medication - Usage

‘Dosage Frequency

Prescribed By Prescriber Phone Number




Plan of Care

Form 6 — General Information

Current POC Date POC Number Create Date
Next Meeting Infermation
Next POC Date Next POC Time Location

Next Team Mesting Date

Next Team Meeting Time

Next Team Meeting Location

Court Information

Parmanency Plan (circle one)

Return Home TPR{Adoption Adoption Sustaining Care Relative Placement Foster Care Independent Living Not Applicable
Court Orders
School Information
School Name
Contact Person Phone Number (XCCK) XOO-XKXXK Ext XXX Grade
Special Rducation {(circle all |EP Done? IEF Date
that apply) ED LD co OHl NiA Yes Ne Unknown

Relevant Medical tnformation

Note — Insert additional copies of Form 5 — Medication Information if appropriate




Plan of Care Form 6 — Page 2

Health Care Provider Information

Faith Affiliation [nformation

Afffiated? Yes No Unknown Active? Yes No Unknown

Faith Affiliation

Faith Contact

Developmental History

Nosmal Developmental History ? Yes No Unknown Sexually Active Yes Na Unknown

Concerns

Fsychiatric Hospitalization History

Psychiatric Hospilalization

History? Yes No Unknown
1f'Yes' describe
Substance Use History
Usss cigarettes ? Yes MNo Unknown Prior History
Uses drugs ? Yes No Unknown  Prior History
Uses alcohol ? Yes No Unknown Prior History

If "Yes' or 'Prior History' to any of the above describe




CONNECTIONS ISP/POC
INDIVIDUAL SERVICE PLAN / PLAN OF CARE USER GUIDE
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CONNECTIONS ISP/POC
INDIVIDUAL SERVICE PLAN / PLAN OF CARE USER GUIDE

Using the [Action] Link to Create or Edit ISP/POCs

1. Click once on the Action: DROP DOWN list to select the ISP-Connection Action.

CC|ear-Critaria =

: Lask Nama:ﬁ First Mame; ﬁ
: -Center: B ciass: | BOB: ssu:i:
Service: -ALE - vl Edu. Bistm::l ﬂ '
uer]  pistResy |

s Include In-Active Clients? [

Alpha 1D

2 Click once on the [Action] LINK to the left of the Client where the Client's
ISP/POC Information will be maintained. The following ISP/POC Summary Web
Page will display.

ISP Date - e o T Mastar Goal e

{ 3/2472010 [Cha ' REV Date] ] -1 EowW ! B : of home placement " 71
i a2alanig et e -BREGAR; 1 : ‘2f1fa01d° : “hild's &emoval fre sgicai/adoptive family -

3. To maintain the Client's ISP/POCs, Supervisor's Signature, or Client's ISP/POC
Review information, refer to the section in this document as follows:

1. “Create or Edit ISP/POCs Through Client Information”

2. “Add or Delete Supervisor’s Signature Dates”
3. “Add or Edit Client’s ISP/POC Reviews”

Page 3 Of 37




CONNECTIONS ISP/POC
INDIVIDUAL SERVICE PLAN / PLAN OF CARE USER GUIDE

5. The following ISP/POC Summary Web Page will display.

" Master Goai

Tenter sig date] mily from ou!

TS5 fifd's Rernovat from Bielogical/edaptive family -

6. To maintain ISP/POC, Supervisor's Signature, or Client's ISP/POC Review
Information, refer to the section in this document as follows:

1. “Create or Edit ISP/POC Through Client Information”

2. “Add or Delete Supervisor’s Signature Dates”
3. “Add or Edit Client’s ISP/POC Reviews”

Page 5 Of 37




CONNECTIONS ISP/POC
INDIVIDUAL SERVICE PLAN / PLAN OF CARE USER GUIDE

Basic Information Page

1. Review the information to be sure that it is correct.

2. Make the appropriate additions or corrections to the Basic Info Page and press the
Save BUTTON to Update the Client's ISP/POC information.

3. Press the Service BUTTON to continue.

NOTE: The Main BUTTON will return user to the selection web page and can be used
as an escape key to move out of a screen if needed.

Service Page

To ADD or EDIT information for the following ISP/POC Services section follow the
procedures listed below.

1. Once you have entered the Basic Information for the ISP/POC, click once on the
Services LINK as shown below.

Internet Bx

Partlal Hnspltahzatlnn

DIC/ECE CpST ; i | E

| pemaldosmbeatos
L —
| Connections CPST igjzafzaagl P L |
i
| ]

Pharmacn!og:: Management i J ; E

cOther [Add Ser.

Services/Supports
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Lookup Other Services/Supports Providers

In order to select the Provider for Other Services/Supports that you are adding or
updating, follow the steps below.

» Click once on the Provider BUTTON (e.g. double dots) to search and select a
provider from the ‘Name Contains:’ TEXTBOX.

B

i Service:* | Education - Regular Education @ |

T other or Specify, please provide add#ional info: I E

Status: ﬂ In Prograss 3»_‘;_3
i Start Date:* 14/21/2010 _J End Dote: [ Freguency:* I,ES days weelk i

E provider:* | 10000 [ ‘B)cksvit[elﬁmadview Fits Schook District

EAuth Needed?> O VESENG [ Regu;ked Datﬁ:h - _ .7 ihl . - |

Comments

I =1

Note: If you would like to display a list of all providers, key in a % sign and click
Query. If a partial name does not display the Providers, shorten the name to see if
the name is spelled differently (e g. Beechbrook vs. Beech Brook.) Also, keyin an
acronym and long name of agency may also display more results (e.g. SOUTH
EUCLID/LYNDHURST RECREAT & SELREC.) Trying both ways may avoid duplications.

e The following popup box will display.

Pep Vendor Lookup. - Windows Infernet Fxplore

¢ Key in part of the name in the ‘Name Contains’ form field and click once on
the Query BUTTON to display the names as shown above.

+ When the Provider name displays, click once on the Provider Name LINK.

s The system will use the Provider number to populate the Provider TEXTBOX
on the ‘Other Services/Supports’ webpage.
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e Fill in the Other Service/Support information through and including
Authorization Needed.

» If Authorization Needed is a No:

_S_e'r'vit_:g':—_' PEP -A_' 1] phcatmn Suite: Windows Internet Explorer,

l S | Service:* Educa!mn Regﬂlar Et:iuca!m!? ______
! IK sther or Specity, please E’."'?“".‘je additional info: | — '. . . - !

l status: | In Progress ‘ =~ B
‘ ( Start Date:* i[@ End Dates ::] i . Frequency:* |5 days week |

{  Provider:* [100000| B ggecksville/Broadvisw Hts School District -
: ']Au_th Neededz® O Yeos @ pid / \ Requested Dates: | ] o] |

' /' STOPhereift N |
No Authorization

is needed

Click once on the Submit
BUTTON to save and

¢ If Authorization Needed is a Yes: Continue to fill out the remainder of
this screen according to the following instructions:

Completing and printing Wraparound Fund Request Form
s Click once on the Auth Needed? RADIO BUTTON Yes.

| Camp “iF}?Y

I Servicer®

11’? other ;T4 Specify, please previde additional infn:i !

Status ﬂ Re?erfat matie awamng sewrce L_‘;g

Start Dater* [4/21/2010 [ en pate:| | | Freqvency: [daiy |
| B ceLtevers acapany SUMMER CAME

||| |Auth Needed2* @ ‘{eso o X | Requestad Patas: [?/1;2019 |g013117;2010 1

I
|
’ l 9rowder
1
|
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E i T8 »

| Account: iif I :ﬁ_f !Is 1915A Account? OvesOlic Copay %:[. __ 1
E .

3

Emargency Family suppor and susterance .
Family support -
T i Fherapeutic semvices -
1s the servic Schookrelafed semvices source? O ves Qe
m Mg{[icaﬁ Sajwicea

need withouy Uiisis Services
Independent Living Services -
intetpersonal and recreationa! skill development -
s Yocationat Sanvices -

{Is this refmb] Peinforcers He

arrangements, and Iong term plan to meet this

EDues this require prior authorization from the ADAMHS Boacd? OvesOwe

SERVICE CATEGORIES:
1. Emergency Family support and sustenance: ltems or funds to meet needs related tc a

client’s health and safety. This includes, but is not limited to, any request for furniture or
appliances or funding to pay for rent, utilities, phone, other immediate housing needs, or
automobile repair

ALWAYS REQUIRES PRIOR APPROVAL FROM ADAMHS Board

2. Family support: items or services that provide daily living assistance to a child. This
includes, but is not limited to, assistance to the family to allow a youth to participate in
therapeutic activities (e.g. transportation) or remain in the community (e.g. after schooi
supervision)

3. Therapeutic services: ltems, services or activities to promote symptom management. This
includes, but is not limited to, services such as: expressive or specialized therapies, respite
care in or ouf of home, a bilinguai therapist or family preservation and items such as: art
supplies, journal, meditation books, stress ball, and exercise equipment

4. School-related services: Items or services to promote successful functioning in school.
This includes, but is not limited to, services such as tutoring, and items or fees to allow
participation in class/school activities related to service plan goals

5. Medical Services: Items or services to address co-occurring medical issues. This includes,
but is not limited to, services such as: repairing a scar on a child’s face to improve self-
esteem, tattoo removal, hiring someone for sex education, nutrition counseling, and weight
management if related to the child’s disorder

6. Crisis Services: Services to avert a crisis or stabilize a crisis situation. This includes, but is
not limited to, services such as a safe home/shelter, a behavior aide at home, an alarm
system, and environmental accommodations

7. Independent Living Services: Items or services to assist with developing skills to live
independently. This includes, but is nof limited to, items to establish an apartment, hiring a
roommate, providing a weekly allowance, buying a transportation pass
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i Category: !rmerpersaﬂdianci recfeaﬁanaE shilt deveiopmem | O One time expenditure O recurring expense

State how this expenditure re[ate:s to meeting the child’s freatment goal{s):

Is the service or item requested availalie throogh any other source? OY:s O He

Bl =xplain: efforts to secure other funding, any shared funding arrangements, and long term plan ko meet this
i ineed without paid wraparcund services:

At

1 Categary 3[ in{erg}emonaiand rer:raatmnai sktti ﬁieveEopmem Ws.,

O Cne txme Ex;:znndlture O Recuﬁ mg EXpEne

| State how this expenditure re!ates tu meetmg the child’s treatment goal{s):

iIs the service or item requested available through any other source? Oves Ohn

| lExplain: efforts to secure other funding, any shared funding arrangements, and long term plan to meet this
need without paid wraparound services:

i T

|Is thls ralmhursemant fm- Ul T sl

ADAMHS BOARD PRIOR APPROVAL CRITERIA:

PRIOR APPROVAL OF THE BOARD 1S REQUIRED FOR THE FOLL.OWING:
« EMERGENCY FAMILY SUPPORT AND SUSTENANCE
« ANY USE OF WRAPAROUND FUNDS BEYOND ONE SERVICE PLAN QUARTER
FOR ONE CHILD FOR ANY ONE SERVICE THAT COSTS IN EXCESS OF $600 PER
SERVICE QUARTER
« ANY REQUEST TO CONTINUE A SERVICE BEYOND ONE YEAR FOR A CHILD
¢ ANY REINFORCER IN EXCESS OF $50 FOR ONE CHILD
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Crisis Plan

To ADD or EDIT information for the following ISP Crisis Plan section follow the
procedures listed below.

1 Once you have entered the initial Basic Information section of the ISP/POC, click
once on the Crisis Plan LINK.

2. The follownng webpage will appear

List of Crisis Stabilization Plaa for, Chent FAYNQi Add New Plan

Plan Date -~ “|Summary Of Concerns °

4/30/2018 - __: + Tessica at Hmes will: bemmeverhaltyand ph\,' _'_IIyagg[&:_Vg_._J_;Ss__xr:& gft_en times has extreme’emotional reactions and difficuity
i (TP calming dewn A T T T e s e L L L

3. To add a new Plan, click once on the [Add New Plan} LINK; otherwise, click on

the Plan Date LINK to edit the Crisis Plan.
4. Enter the information into the TEXTBOXES.

nsnsSPDe!d!l PE

E Afphalb: [FAYRGE ‘t Plan Date: |4/30/2010

Emergency Contact Name © - JRelationship =
Jere Roberts i

LAunt f74u-213-0411

E [John Sample | iUncle l ‘ 216-310-2009

i lMau;een Samp.Ee i Gmndm.o;:herm ! E 440—?11—4239 —

E !Patnck .Sampfe . ! | {Grandfather — i E E%O-???—nl&& ) _ } .
! y [Tgri Maurer i i :CPST ; |

[216-361-0100

Summary Of Concerns:

geszica &f Times will become verbally and phyaically aggressive. desaica g"
nf-,en times ka3 extrens emat:.cnal react:.ans and ci_tffzcult.v calzmng dmm &)

What is likely to trigger crisis?:

1 Jeggicz being neld accountable for her behavior
2 Dlsc:nss:.ng ebaviaral cé:allengaﬂ That uesazca has nad

What is likely driving the behavior? (The function of the behavior. )

ueas*ca feels very guilty wnen she makes bad choices. When Jesaica ia
gbﬂng Rheld acccnzntable ahe often covers ti:.ese feellﬁgs with anger a3 a

What/Who is Helpful:

;Halking away from the corpflice, listening to masic, talkisg to 3comeone,
{taking 2 welk, riding her bike, punching her pillow, drawing, =nd stsring

what/who is NOT Helpfuk:

It ig mot kelpini to criticize or accuse Jessice when she iz esacalarting.
It ia ziso pot helpful to contipue to talk to Sesaica when she has

Intervention Steps To Be Taken:

THeT

Fraairsa arsvra tn herome smEst  fneart hweata frarer freia JFiks =he

5. Click once on the Submit BUTTON to save the records and return to the Crisis
Plan webpage.

Page 17 Of 37




CONNECTIONS ISP/POC
INDIVIDUAL SERVICE PLAN / PLAN OF CARE USER GUIDE

NeedsSection

To ADD or EDIT information for the following ISP/POC Needs section follow the
procedures listed below,

Once the Client's ISP/POC Web Page for a Client as shown below displays, follow the
procedures below to Add or Edit ISP/POC Goals records.

1. When the Client's ISP/POC is displayed by ISP/POC Date, click once on the [ISP
Date] LINK to open the Client's ISP/POC. Click once on the Add Need LINK to add
a new Need.

2. The following Needs page will display. Key in the appropriate information and click
once on the Save BUTTON to update the changes to the PEP Web Application.

11 BASIC INFQ } Services. { Crisis Fian | Medicatiorg RN (6

CenE NEEMds - & 1% Lof L hn Lo iRl Tntlo it e e TR
Type of Need: @ Child's Mental Health iteed as Identified in Mental Health Assessment and Ontcame Measores O gther Tdentified Nead

Jezzica needs ©o eiiminate aggrezsion and decreage gxplosivensss

Desired Resuvlts in Client's Wards {Farent/Guardian as appropriate):

Jesaice will nor get into frouble when she is angry

Note: Once the initial Need is entered and saved, the lower part of the web page will
display the Add Goals & Strengths List LINKS as shown below. Refer to the sections
called ‘ADD or EDIT ISP Goals’ and ‘ADD or EDIT Strength List’ to add the Goals &
Strengths to a desired Need.

Goal(s), objective(s) and Strategies [Add_:GQ_al; “[Chent's Strength List] -7 o0 T
! There are no goal entered Far this Need yet.

3. EDIT 2 When the available ISP/PQOCs are displayed by ISP/POC Date, click once
on the ISPDate (e.g. 1/23/2010) LINK to change the contents of the Client's
ISP/POC.

Note: You will not be able to modify the ISP/POC, once a Supervisor's
Signature date is entered for the ISP/POC.

4, Click once on an existing Need (X.Y:Z) LINK, where X=Number Of The Need,
Y=Number Of The Goal, and Z=Number Of The Objective. See example below.
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Add or Edit ISP/POC Goals

To ADD or EDIT goals for the Client's ISP/POC Need, follow the procedures listed
below.

Once the Client’'s ISP/POC Need for a Client as shown below displays, follow the
procedures below to Add the Client’s ISP/POC Goals to a Need record.

1. Add-> When the available ISP/POCs are displayed by ISP/POC Date, click once on
the ISPDate (i.e. 1/23/2010) LINK to change the contents of the Client's ISP/POC.

2. Click once on an existing ISP _Need LINK as shown below. The Need will be
established before a goal can be loaded to the ISP/POC.

3. A sample of the edit Need screen shown on the next page will display when the
1SPDate LINK and Need LINK are selected.

ISP for 'FAYNQL = 'FAYNE, QUANISHA’ ROB:5/13/7/1993 (F}.__ ISP-DATE ‘41217201
ISP Ior FAYROL - FAYNE, QUARISHA DOB:5/13/1994 (F
{1BASIC INFO | Services | Crisfs Plan | Medication (TSI ERRWY) | Add Need i

- ‘Deicta Meed
Do e |

Type of Need: (D Child's Mental Health Need as Identified in Mental Health Assessment and Qutcome O Gther Identified Need

Jegsica needs to eliminate ion arnd d explaogiveness

Desired Results in Client's Words {Parent/Guardian as appropriate):

Jegsice will not get inte trouble when she is angry

. fAdd Goal] | [Cllent s Strength List]

1. Jessi ik identif tar of and causes of anger As measured by:s fist that she writes
Start Dater 3/21/2010 Target Date:s/21/2010 [lassics and Teri]
2. Jessica will verbalize how ways of handling her anger bave caused problems for her, or_other As measured nareports from Pat, Maurgen, and Teri.

Srart Dal:e 4}'21!2ﬂ10 Farget Date:6/21/2010 {Yessica, Pat Maureen and Teri}
hal

ed by: rts from Pat_Maureen,_and
Jesmca will auend Iuga r.-lass stthz recreation center on Tuesdays to help ber fearn refoxation skills through breathing and exercising
Stast Bate: 4/21/2010 Farget Date:6/21/2010 [Jessica)

Start Pate: 4/21/2080 Target Bate:s/2172010 Dessica & Ms. Smith]

4. Click once on the Add Goal LINK to open the edit window.
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8. Click once on the Insert BUTTON to copy the strengths to the ‘Strengths, Assets,
and Supports...." TEXTBOX. This saves the data entry of client strengths.

8. Once the Client's ISP/POC Goal has been entered or edited, click once on the
Submit or Save BUTTON fo save the changes to the PEP Web Application.

| Note: Multiple Goals can be added to the Client's ISP/POC Need. |

10.Edit > A sample of the Need with multiple Goals is shown below.

!l BASIC INFO | Services | Crisis Flan | Medication D Add Need m [Btain]

“Delate Maad )

Type of Need: @ Child's Mental Health Need as Fddatified in Mental Health Assessment and Outcome Measures O Other Identified Need

SJesaica needf to elimipate aggression and decrezae explopiveness .

Besired Results in Client's Words EParen{[Guardi}n as appropriate):

cgegsica wilf not get into trouble when she is angry

“[Clignt's Strength Eigt] 00

dnd causes of anger As measured by:a list that she w

Start Bater 4/21/2010 Tyfet Bate:5/21/2010 [essica and Teri]

2. Jessica will verhalize hafv past wavs of handling her anger have caused problems for her or other As measspred byireporis from Pat, Maursen, and Yer.
Start Bate: 4/21/20)0 TFarget Pate:5/21/2010 [Jessica, Pat, Maureen, and Teri}

3. Jessica will utilizgftrisis plan that has been developed to assist in manaqing anger and aggression As measured by:reports from Pat, Maureen, and Jessica.

Start Date: 41 /2010 Target Dake:6/21/2010 [Jessice, Pat, and Maurzen]

[Add Strateqyt
. ill d Yoga cl and exercising.
Stacpiate: 4/21/2010) Target Bate:5/21/2010 [Jessical

2. J¥ssica will g0 to Smith's office when she becomes anary at school.

PE | Bhiectivels). [Add Objective]
There are ne objechives for this goal,
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Add or Edit ISP/POC Strategies

Once the Client's ISP/POC Goal have been added to the established ISP/POC Need,
other strategies to address the need above and beyond the objectives can be entered.
To ADD or EDIT ISP/POC strategies for each goal, follow the procedures listed below.

1. Add or Edit 2 When the available ISP/POCs Need is displayed, click once on the
Add Strategy or Strategy Number {e.g. 1. Strategy Description} to enter or modify
the Strategy related to each goal.

Start Date: 4/21/2010 Farget Bate:s/21/2610 {lessica and Teni}
2. Jessicas will verhalize how past ways of handling her anqer have caused prablems for her or sthor As measurad by:reports from Pat, Maureen, snd Ter,
Start Bate: 4/21/2010 Target Bate:S/21/2010 [Jessica, Pat, Matwraen, and Teri}
3. lessica will utilize orisis plan that has been developed to assist in managing anger and aqgression As measured by:reports from Pat, Maureen, and lessica.
Start Date 4!211‘2910 “Earget Bate 6!21!2010 -,-w =

Start Pate: 4!211"2010 Target Bate:e/21/2010 i}essrca]

2. Jessica wilt go to Ms. Smith's office when she becomes angry_at school.
Stack Date: 4/28/2013 Target Date:s/21/2010 [lessica & M=, Smith}

“Lelets Objective. ™

Other Strategies to Address Identified Need-Review & Changes:jg
Jessice will ateend ¥oga clasa at the recreztion center on Tuesdaws
o kelp her lsarn relaxation 3kills chrough breathing and exercising.

Start Date:® |4/2172010 I Target Date:* | 6/21/2010

Person Responsible:* ljessica !

3. Click once on the Save or Submit BUTTONSs to save the changes.
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4. To delete strengths, click once on the [del] LINK.

5. Click once on the Red X BUTTON to exit the Strength List webpage.

Add or Delete Supervisor’s Signature Dates

To ADD or EDIT information for the Supervisor's Signature for an Initial ISP/POC or
Review, follow the procedures listed below.

Follow the procedures below to Add or Edit ISP/POC Supervisor's Signature records
once the Client’s ISP/POC has been added to the system. The summary page as
shown below will also allow you to Print the ISP/POC for a Client by ISP Date, as well
as, Add, Edit, and Print the Client's ISP/POC Reviews associated with each ISP/POC
Date.

1. ADD = To add the Supervisor's Signature Date to the Client's ISP/POC or the
Client’'s ISP/POC Review, click once on the enter sig date LINK in the Sig Column
and the following pop-up will appear. Note: The ISP/POC will iock the record.

Scnpt Pmmpt

Erterthe parent‘s stgnature or mmpletlon date am:e eritered this ISP wu[l be s e
[uckad {'ff‘lﬁﬁsﬂ}ta un!ack :

/

2. Key in a valid date (i.e. 4/1/2010) and Click the Ok BUTTON to add the date io the
Client's ISP/POC or Review. Note: The parent date will show in the Date Signed
column.
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Adding / Editing ISP/POC Reviews

Add or Edit Client’s ISP/POC Reviews

When the initial ISP/POC has been written, the Rev Date COLUMN will show Ori, for
Original. as shown below. To create an ISP/POC Review related to the Original
ISP/POC, follow the procedures listed below.

NOTE: The Client's ISP/POC review should correlate to the active 1ISP/POC for a Client. For
example, the Client’s ISP/POC review of 5/7/2010 as shown below applies to the 4/24/2010
ISP/POC. In fact, the Client's ISP/POC review can only be entered after the Supervisor's
Signature Date (#1) is entered.

~ISP Date

1. ADD - To add the Client's ISP/POC Review, click once on the Add Rev LINK (#2)
in the Rev Date Column. The Client's ISP/POC Review pop-up screen (#3) will
appear to enter the new Revision Date.

2. Key in a Revision Date and click once on the Ok BUTTON.

3. The system will copy the prior ISP/POC Ori or prior ISP/POC review record to a
new ISP/POC for modification.

4. Refer to the ‘Creating / Editing The ISP/POC’ section for information on how to add
modify the client ISP/POC.

Note: You will not be able to modify the ISP/POC, once a Supervisor's
Signature date is entered for the ISP/POC.
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4, When the associated review web page displays, in addition to any modifications
related to the ISP/POC, the Need area shown in red below will need to be filled
in for reviews.

Type of Need: @ Child's Mental Health Need as Identified in Mentat Health Assessment and Outcome Measares O Other Identified Heed

Jessica peeds to eliminecte aggresasico epnd decrease expliosiwveness,

Pesired Results in Chient's Words {Parent/ Gueardian as appropriate):

gesaics will nor get inte troubie when she is zngry T

 Nesd Review Pragress ﬁute—{lﬂdﬂdea i of progr s JCATE £ or barriers to progress ror each gasl under this Need .S-tatemeaﬂ
5. When the associated review web page displays, in addition to any modifications
related to the ISP/POC, the Goal area shown in red below will need to be filled in
for reviews.

- Submit ] Save

Goal: §
vessice will develop strategies of handiing angry feelings in
congtructive ways that enhence her deily funcrioning.

F) T E——‘—““‘—"““"“ =
Start Date:*|4/21/2016 Target Date:"] 6/21/2010 |End pates | status:|-

L If Blscontmued, Specrfv the Reason E

TORAY, imw wuufd we rate ther progress foward reachmg H'us gcal ona sca!e of 1 fo 57

]

(4= & team, 135 atly’s pegspective with 1 meaning completely unmet to 5 meaning met o the family's
i=atisfaction 01 02@30405 ! - REQUIRED

stréngths, Assets, and Supports and how they will be used to nieet this goal. | m
Jessica's grandparsents are very pabisnt with her end are willing to
work with Jessgica to better manege her anger.

Jeggice loves her grandperents &re wants to plezse them, 50 She is
willing to work on her anger.

&
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Printing ISP/POC Documents

Printing The ISP/POCs

The ISP/POC web pages contain a useful Print LINK to allow the user to print the
Client’'s ISP/POC or the Client's ISP/POC Review. (Please see the 2 locations to do a
print preview below.)

1. Click once on the [p] LINK that appears to the right of the Client's ISP/POC Date
Column to print the Client's ISP/POC Report.

NOTE: This process will print one ISP/POC for the selected date
and Client.

2. When the print preview window appears, Click once on the File / Print MENU and
Click once on the Ok BUTTON to route the document to the printer.

Printing The ISP/POC Reviews

1. Click once on the [p] LINK that appears to the right of the Rev Date Column to print
the Client’s ISP/POC Review Report.

NOTE: This process will print one Client ISP/POC Review for the
selected date and Client.

2. When the print preview window appears, Click once on the File / Print MENU and
Click once on the Ok BUTTON to route the document to the printer.
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4. For IE8: Go to the section in the middle of the Page Setup window marked Header
and Footer and use the drop down to remove any entry so that the fields are left
-Empty-.

Paper Options -~~~ ==~~~ . ~ Maging [inches} ~ -,
PageSige: -~ v 0 o0 L Lefe :

2 EEg_I’iL‘ .

‘ @Pg’rifa_it:_- o Qlandseape o Top 025
DPrint.B_ac_:kgmunc!Qp!ors _andlrnaggs EQ&;I’HE: :
i [#1Enable ShinktaFit - T
: " Eoater
- @ FEmm_l,l—
[ -Emnply- @ .|'Ernpty--
[»EM _jél I‘-Emptp‘-

v [ian

[Changerﬁt__ T - o

i [

5. Go to the section at the Margins (inches) area of the Page Setup window and set
the margins to .5 for left and right and .25 for top and botiom.

6. Click the Ok BUTTON to save the changes.

NOTE: The settings for one half inch (.5) on the left and right
margins and one quarter inch (.25) on the top and bottom margins
should accommodate the reports for most printers.
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Printing The GPC (Goal Progress Chart)

The ISP/POC Review web pages contain a useful [GPC] LINK to allow the user to print
the Client's ISP/POC Review progress in Chart Form as shown below.

1. Once you have displayed the desired GPC chart as shown below, right click on
an empt area of the browser window andelect Print MENUITEM

alPr Cha ppl

[Progress Chart for Goals in a specific Need. [aack]

Chartable Need for Client 'FAYNQ1'. Blease click to show other chart.

Dot s F e T S <. Bullt islng ChadPX for NET.D p PR TR S
Goal £ 1fiessica will deveiop strateqgies ndling angry feelings n constructive ways that enhance ha ly functioning.
Gaoak & 2ilessics will damonstrate the ability to listen and respond to the thoughts feelings, and needs of cthers.

2. Click once on the Print BUTTON to send you graph to the selected printer.
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CONNECTIONS CRISIS STABILIZATION PLAN

Name: Date:

Emergency Contact Name , Relationship __Phone

Summary of Concerns:

What is likely to Trigger a Crisis? ) ]

What is likely Driving the Behavior? (The function of the behavior)

What/Who is Helpful?

What/Who is NOT Helpful?

intervention Steps to Prevent the Crisis from starting and De-Escalate the Crisis once started:

Client Signature Date Parent/l.egal Guardian Signature Date
Parent/Legal Guardian Signature Date Other Signature Date
Care Manager Signature Date Other Signature Date

White—ICR  Yellow — Parent/Guardian Copy — Care Manager




Crisis Plan Page 1 of 2

Crisis Plan Date

Crisis Plan Elements

Family Definition of Crisis

Interests and Strengths of the Client Relevant 1o Crisis Situation

Risk and/or Triggers Relevant to Crisis Prevention/Safety

Specific Effective techniques in Resolving Crisis

What Helps the Caregiver

Family and Community

Resources to use in crisis situation

Relevant Medical Information




Crisis Plan Page 2 of 2

Known Allergies
On Medication? Circle one Yes No Unknown
Medication
-"I'ype of Medication Usage Dosage Erequency Prescribed By with Phone
Number
p— —
Type of Medication Usage Dosage Frequency Prescribed By with Phone
Number
—
Type of Medication Usage Dosage Freguency Prescribed By with Phone
Number
Type of Medication Usage Dosage Frequency Prescribed By with Phone
Number
f— = . -
Type of Medication Usage Dosage Frequency Prescribed By with Phone
Number
fr— = - -
Type of Medication Usage Dosage Frequancy Prescribed By with Phone
Number
= = . -
Type of Medication Usage Dosage Freguency Prescribed By with Phone
Number




ADDENDUM
G



MoUu)
0} paau
noA 1eym

Ayyjeay
su29} pue ualp|iyd daay o0}
1ay3260) 310m s|euolssajoud
Buiaed pue saljlwe} MoH

UOTJBUIpJ00)
3OS

Apuwey

)

JUNOD::

UBIpIIYD

:_._ E ) um Ewum% urs E:Omm‘_ ncm mvwm:
s Awiey sy dpy; Aayj.
o et|piood 321AJ35 UBAUP-Ajiwe)
 PUg 'SI01BUIPIOOD ‘sipuueqd
Ay sie Aay . UOSIel Weal uoeuIpIon].
. uap! Emum% yoeg

‘39@ S_ n:w_._
2098 AlTwied pu :w%_ :u 1O EmEtm%Q.
92I1A19 > we. pue ucmE\ﬂoEEm_ 3::3 mmoc.

bc:ou mm ;mm:ug 13514 o;um :mu__oaobws__.
Iswadiojug Hoddng piiyD

3 ofmu.v:.m.E _.mm: _Bcwg mco;um::ou..
34 Em.mhmammv_mumm :.o;.mu;;: wP3sAs ppya -

cm Affweg & 0!
S9ljiey %o..bcmmwc E1VhS miwmma S _ocm....



What is Service Coordination?

Service Coordination 15 a process for systems
and community providers to link families to
the necessary services and resoutces through

a family driven team process.

Coordination

How It Works

In Cuyahoga County, Service Coordination
is a family-driven process designed to
bring services and supports to children
and families tn a manner that includes
family participation at every level.

Goals of Service Coordination:

No Wrong Doot:

Families are identified and linked to the
appropriate systems and services no
matter what door they enter.

Lead system:

A system or community provider is
designated as the lead to help families
work with all of the members of the team.

Coordinated Plan:
Different plans will be coordinated and
In sync with each other.

Who Does it
Benefit?

Families who:

are not system involved,
but have a need (there are
eligibility criteria for some
systemns/programs);

need assistance with
navigation across systems:

are experiencing difficulties
moving smoathly through
the system processes;

have wishes that differ from
what the system is offering;

have needs that outweigh
the resources of one or more
system;

have encountered barriers
within or between a system
which may impede or disrupt
the process;

are having difficulty ac-
cessing needed services or
supports;

are involved with multiple
systems and whose children
are at nisk of placement

Why Is It
Necessary?

Some children and
families get services from
many providers.

Service Coordination:

Streamlines services to
families

Promotes shared
responsibilities

Reinforces collaborative
values

Encourages accountability
in achieving goals within a
parent-driven process

Identification of gaps
and barriers in available
services and resources

It offers a formalized
process with written pro-
cedures and establishes a
format to resolve ques-
tions or conflicts,

. . S o
What is the purpose of Service Coardination? outside their home.

To prevent multi-system involved children
and their families who may be in cnisis from
falling between the cracks-due to intake/eli-
gibility, or funding barners.
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INTERAGENCY AGREEMENT

BETWEEN
THE FAMILY AND CHILDREN FIRST COUNCIL
AND
THE OFFICE OF EARLY CHILBHOQD

This Interagency Agreement (1A} is between the Family and Children First Council and the

.. Office of Earty Childhood for the Invest in Children Program The purpose of the IA is clarify the

rélationships between the above mentioned parties and define the roles and responsibilities. of
both parties as they relate fo Help Me Grow of Cuyahoga County (HMG).

WHEREAS, the Family and Children First Council (hereinafter referred to as "FCFC”) is the
planning and policy entity for promoting collaboration between public systems which serves
children and families in Cuyahoga County and develops the County’s Child Well-Being Plan;
and now FCFC desires the programmatic and fiduciary services of the Office of Early Childhood -
to develop, administer, coordinate and compensate public agencies and community-based
organizations. for the provision of early childhood services, including those services provided by
HMG; and

WHEREAS, the Office of Early Childhood (hereinafter referred to as "OEC”) administers Invest
in Children (hereinafter referred to as “IlC”), Cuyahoga County’s public/private partnership that
aims to create a comprehensive system of care for children p;enatai to Kindergarten entrance

through the goals of effective parents and families; safe and healthy children; children prepared

- for school and a community committed to young .children; and OEC has demonstrated its. -
willingness and capability to administer the early childhood component of FCFG's Child Well-

- Being Plan and '

_WHEREAS Help Me Grow of Cuyahoga County (hereinafter referred to as HMG) is a statewide
program responsible for administering services to families with children prenatal to three who
meet the eligibility criteria as determined by the Ohio Department of Health and the Ohio
Department of Job and Family Services This includes families with children who are suspected
or diagnosed with developmenial delay or disability, and

NOW, THEREFORE, both parties agree as follows:

TERMS AND CONDITIONS:

RESPONSIBILITIES OF FCFC:

1 Working in collaboration with HMG, OEC and other stakeholders to assure that early
childhood programs and services align to or compliment the County’s Child Well-Being
Plan
Selecting the administrative agent for HMG
Ensuring a Project Director for HMG
Preparing a Memorandum of Understanding (MOU) in partnership with OEC to provide
basic oversight and direction for HMG
5  Approving the annual HMG application to the Ohio Department of Health
6  Approving the HMG budget at a full FCFC meeting.

7 Receiving and approving the HIC strategic plan and budget, as a component of the Chiid
Well-Being Plan, at a full FCFC meeting

B




10
(i

12

13

Providing a dispute resolution process for children and their families receiving Part C
services and a service coordination mechanism for at-risk children and their families
receiving prenatal and ongaoing services

Working in partnership with HMG to carry out the statutory requirements of the Child
Abuse Prevention and Treatment Act (CAPTA) as they pertain to children birth to age
three.

The FCFC Executive Director will serve as a member of the 1IC Executive Committee
and the HMG Personnel and Finance Committee.

Participating in biennial state HMG reviews and audits, including the preparation of
FCFC minutes, MOU's and other relevant documents.

Authorizing the transfer of financial support for HMG services/programs: Prenatal
Services, Newborn Home Visiting and Child Find, Part C- Early Intervention Services,
At-Risk Services, and other programs as necessary.

Receiving and completing all funding transactions, including funds transfers (if
applicable), timely issuance of funding aflocation letters, etc upon receipt and any other
relevant fiscal and/or programmatic report of information related to HMG programs and
services.

RESPONSIBILITIES OF OEC:

1
2

Developing and monitoring County contracts with HMG

Developing adminisirative procedures that serve as oversight guidance to the HMG
Program in partnership with the Educational Service Center, Administrative Agent for
HMG, HMG Executive Director and other relevant stakeholders This includes, at a
minimum, the assurance of regular personnel and finance oversight committee meetings
with OEC staff, the HMG administrative agent, HMG, FCFC and other stakeholders as
appropriate _ :

Providing oversight of HMG strategies and milestones through the development of
meaningful and measurable performance standards and monitoring the effectiveness of
service delivery by authorized child serving public agencies and/or community-based.
organizations for HMG.

Serving as the Gounty oversight entity to HMG's Admiinistrative Agent {Educational
Service Center}. '

Developing/refining service delivery models, programs and services for families with
children prenatal through three, in partnership with HMG, including prenatat home
visiting, newborn home visiting, ongoing home visiting and service coordination (At-Risk
and Part C), early chiidhood mental health, early learning and literacy services, and
other services as funded by OEC

Providing program and fiscal management for prenatal home visiting, newborn home
visiting, ongoing home visiting and service coordination (At-Risk and Part C}), early
childhood mental heaith, early learning and literacy services, and other services as
funded by OEC.

Developing and strengthening partnerships with community organizations, other public
systems, public officials, philanthropic and business partners, municipalities, school
districts, hospitals, eic , and address barriers to accessing and receiving services.
Receiving, disbursing and moenitoring funds, and providing administrative services for
prenatal home visiting, newborn home visiting, ongoing home visiting and service
coordination (At-Risk and Part C), early childhood mental health, early learning and
literacy services, and other services as funded by OEC in accordance with state, federal
and local laws and directives, policies and practices of the Board of County
Commissioners {BOCC), FCFC, the Ohio Department of Health (ODH), the Ohio
Department of Job and Family Services (ODJFS), and applicable Federal Departments




9 Assisting HMG with purchasing/procuring client or administrative services and/or

10

11

12

entering into contracts with approved community-based providers to deliver prenatal
home visiting, newborn home visiting, ongoing home visiting and service coordination
(At-Risk and Part C), early childhood mental health, early learning and literacy services,
and other services as funded by QOEC OEC shall receive invoices for services rendered,
review them for accuracy and make timely payments for appropriate services
Establishing or participating in the implementation of quality assurance procedures
following established protocols for referral, assessment, and service delivery Assist
HMG in developing corrective action plans for under performing agencies

Preparing and submitting quarterly fiscal reports and bi-monthly program updates to
FCFC relative to the Invest in Children Program, which is inclusive of services and
programs provided by HMG, as well as other reports as needed or requested
Participating, as requested, in FGFC’s evaluations, performance assessments, statistical
reporting requirements and financial/programmatic audits performed by local, state and
federal governments

AGREEMENT VALUE '
The value of this Interagency Agreement to provide fiscal, administrative and client-

related services of the Help Me Grow program, as funded by federal and state sources, -

shall not exceed up to the state and federal allocation in the aggregate over this two-

year peried at the levels presented in Exhibit “A”, which is aitached hefeto as an

integral part of this agreement

TIME OF PERFORMANCE

: ThIS 1A shall commence on July 1, 2007 and will remain in effect through June 30, 2010

" unless revoked andfor cance!led in writing by either party as per the provisions

contained in this 1A

AGREEMENT AMENDMENT

The terms of this agreement including dates, services, and other provisions may not be

changed, modified, discharged, or extended except by written amendment duly executed
by the parties

All parties agree that no representation shall be binding upon any party hereto unless in

writing

AGREEMENT TERMINATION
.Etther party may terminate this |A upon written notice of termination to the other parties
at least thirty (30) days prior to the requested date of termination
Upon the expiration of thirty days after the service of the natice, the obligations of the
party requesting termination under this |A shall cease
This IA may be terminated immediately in the event of loss of funding, breach of
contract, significant financial/programmatic audit findings, disapproval by a state, federal
or local administrative agency or upon discovery of noncompliance with any of the
federal, state or local laws, rules or regulations




NON-DISCRIMINATION

1 FCFG and OEC agree to provide services without discrimination on account of race, sex,
color, religion, national origin, age, occupation, physical or mental disability or veteran
status, to the extent required by faw and in accordance with Title Vi of the Civil Rights
Act of 1864

2 The parties agree that discrimination and affirmative action clauses contained in
Executive Order 11246, as amended by Executive Order 11375, relative {o relative to
Equal Employment Opportunity for all persons without regard to race, color, religion, sex
or national origin, and the implementing rules and regulations prescribed by the

. Secretary of Labor in Title 41, Part 60 or the Code of Federal Regulations, are
" incorporated herein to the extent binding upon approval by the Board of County
Commissioners. Violations thereof shall be deemed a material breach of this Agreement.

CONFIDENTIALITY

1 Both parties agree that it shall not use any information, systems, or records made
available for any purpose other than to fulfill the obfigations specified herein

2. The parties agree o be bound by the standards of confidentiality that apply to their
operations. including, but not limited to, laws, statutes and regulations of the federal,
state or iocal governments

WITNESSETH WHEREOF, the Cuyahoga County Board of County Commnssuoners the
Executive Office of Health and Human Services, the Family and Children First Council and the

- Office of Early Childhood have execute this Agreementonthe ___ day of , 2008,

Robiri R Martin, Executive DlrectorlDate
Family and: Children First Council

, (ud0]

Richard B. Werner, Deputy County Administrator/Date
Office of Early Childhood

Digi ally signed by,

Cuyahoga County Board of County Commissioners

Digitally signed by:

Saundra Curtis Patric
Reaso
éﬁigmvtwg

e! 12/10/08 15:44
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COMMISSIONER
Jimmy Dimora
Timothy F Hagan
Peter Lawson Jones

BUSINESS ASSOCIATE AGREEMENT

We, the Cuyahoga County Family and Children First Council (FCEC) (“covered entity”) and
Alcohol, Drug Addiction and Mental Health Services Board of Cuyahoga County
(ADAMHSCC) and their contract vendors (“Business Associates™), Cuyahoga County Juvenile
Court (“Business Associates™), Cuyahoga County Department of Children and Family Services
(DCFS) (“Business Associates”), Cuyahoga County Department of Empleyment and Family
Services (EFS) (“Business Associates”™), Cuyahoga County Depar
Services (DSAS) (“Business Associates™), Help Me Grow of C
Associates™), Cuyahoga County Child Support Enforcement
Associates™), Cuyahoga County Board of Mental Retardati

ntal Disabilities
zomote a

We hereby agree to share i ion regardi hi ‘and families of mutual concern, and
to facilitate the develo f cation and v Iking relationships of staff at all
levels through a web

allow any client to ac e site without using SSI. We have cieated a series of secure links,
which disguise any sysfém-specific data within a long string of randomized data which is used to
hide any data that may be used to enumerate the system. It is important to note that no sensitive
data is transferred using this method. Instead, a record ID is sent, and once the server receives
this ID, the requested data is retrieved and served to the mobile device Also important to note is
that the data still goes through the security checks as mention before,

Furthermore, depending on one's level of security, we can also assure that a given liaison can see
as lttle or as much data as we wish. Each page includes a PHP function that is designed to




check the current user's security level against their agency's level and verify that the user is
allowed to access the requested content. (Please see attachment for full description of the
security settings)

The use of the Service Coordination Database is further constrained as follows:

Client Data Confidentiality

By receiving client data in any form whatsoever from Family and Chil, %en First Council
Services the parties to this agreement shall protect the confidentialilg 0t said data as per the
requirements of Ohio Administrative Code 5101:1-1-03 and 510 -01.01, the regulations
promulgated by the United States Department of Health and ices (DHHS), the
provisions of HIPAA, specifically 45 CFR 164.501, any 0, and as detailed
below. :

§1.  HIPAA Compliance and Agents. Bu Associate hereby ‘agrees to fully
comply with the “Business Associate” requirements und IPAA, throughout the term of this
Agreement. Further, Business Associate Agrees that to the ex it it has access to PHI, Business
Associate will fully comply with the req s of HIPAA andigliis Agreement with respect to
such PHI; and, further, that every agenty '
Associate to whom it provides PHI received
on behalf of, Covered Entityaill be required

ived by Business Associate
HIPAA, and will be bound by
conditions as set forth in this

s Agreement or as required by law. Business
es not in any manner grant Business Associate
jjoys, nor shall it be deemed to permit or authotize

permitted to use
whom such informa ains in accordance with 45 CF.R. §164.502(a)(1)(iv) and §164 508,
(b) upon obtaining thg’consent of a patient to whom such information pertains, if the use or
disclosure is for purposes of treatment, payment, or health care operations, in accordance with 45
CFR. §164 502(a)(1)(il) and §164.506, or (c) without an authorization or consent, if in
accordance with 45 CFR. §164.506, §164510, §164512, §164 514(e), §164.514(1),
§164 514(g), or as otherwise permitted or 1equired by agreement or law. [7]

§4  Safeguards; Location. Business Associate agrees to develop and use
appropriate procedural, physical, and electronic safeguards to prevent misuse of PHI other than
as provided by this Agreement Business Associate agrees to notify Covered Entity of the




location of any PHI disclosed by Covered Entity or created by Business Associate on behalf of
Covered Entity and held by or under the control of Business Associate ot those to whom
Business Associate has disclosed such PHI.

§5. Minimum Necessary. Business Associate must limit any use, disclosure,
or request for use or disclosure to the minimum amount necessary to accomplish the intended
purpose of the use, disclosure, or request in accordance with the requirements of HIPAA
Business Associate represents that all uses, disclosutes, and requests it will make shall be the
minimum necessary in accordance with HIPAA requirements. CovergdhEntity may, pursuant to
HIPAA, reasonably rely on any requested disclosure as the minip nm neeessary for the stated
putpose when the information is requested by Business iate. Business Associate
acknowledges that if Business Associate is also a covered enti
Associate is required, independent of Business Associate’s

igations"under this Agreement, to

o

Yen maki

from Covered Entity.

§6.  Records: Covered Entity Access *
records of PHI received from, o1 cteated or receive

alf of, Covered Entity and shall
b, by Business Associate as may be
red Entity Business Associate

shall provide the Covered Entity with rea
documents of Business Associate during
fully cooperate in good faith with and (

i ntity regarding compliance with
an Services (“DHHS”), Office of
| body with jurisdiction.

nd Other Information. Business — Associate
: es, books, and records 1elating to the use and
. created or received by Business Associate on behalf of,
mining the Covered Entity’s or Business Associate’s

d Set: Individual Access. Business Associate shall maintain a
by HIPAA, for each individual patient for which it has PHI. In
I’s right to access to their own PHI under HIPAA, Business
Associate shall mak able all PHI in that designated record set to the individual to whom
that information pertaisis, or such individual’s representative, all PHI in that designated record
set, upon a request by such individual or such individual’s representative.

designated recow
accordance with

§9.  Accounting. Business Associate shall make available PHI or any other
information required to provide, or assist in preparing, an accounting of disclosures in
accordance with HIPAA.



§10. Report of Improper Use or Disclosure. Business Associate shall report to
Covered Entity any information of which it becomes aware concerning any use or disclosure of
PHI that is not provided for by this Agreement.

§11.  Amendment of and Access to PHI; Notification. ~ Business  Associate  shall
make available PHI for amendment and shall incorpotate any amendments to PHI accordingly.
Business Associate shall make reasonable efforts to notify persons, organizations, or other
entities, including other business associates, known by Business Associate to have received the
erroneous ot incomplete information and who may have relied, or goald foresecably rely, on
such information to the detriment of the individual patient. Busineg$”Associate must update this
information when notified by Covered Entity.

§12  Termination Rights [8] Business Asso 'at : :
Covered Entity shall have the right to immediately & ‘ is Aggggément in the event
Business Associate fails to comply with HIPAA rg ing
requirements. This Agreement authorizes Coyg
Covered Entity determines, in its sole discretion,
term of the Agreement required by HIPAA.

§13. Breach or Violation; Kno
activity or practice of Business Associa
Business Associate’s obligations under
reasonably necessary to cure such breac
unsuccessful, shall either
termination is not feasi

: 1ble pmsuant to §12, or (b) if
HHS If Busmess Assocnate as a

capacity as a busine
noncompliance with the

. , , "Associate agrees that upon termination of this
Agreemger i {e Associate shall (a) return or destroy all PHI received from,

¥ and retain no copies of such information or, (b) if such
return or de ion i ible, extend the protection of this Agreement to such PHI and

limit further us s to those purposes that make the return or destruction of the PHI
infeasible
§15.  Notices All notices and other communications under this Agreement to any

Party shall be in writing and shall be deemed given when delivered personally, telecopied (which
is confirmed) to that Party at the telecopy number for that Party set forth at the end of this
Agreement, mailed by certified mail (return receipt requested) to that Party at the address for that
Party set forth at the end of this Agreement (or at such other address for such Party as such Party
shall have specified in a notice to the other Parties), or delivered to Federal Express, UPS, o1 any
similar express delivery service for delivery to that Party at that address.




§16. Non-Waiver. No failure by any Party to insist upon strict compliance with any
term or provision of this Agreement, to exercise any option, to enforce any right, or to seek any
remedy upon any default of any other Party shall affect, or constitute a waiver of, any Party’s
right to insist upon such strict compliance, exetcise that option, enforce that right, or seek that
remedy with respect to that default or any prior, contemporaneous, or subsequent default. No
custom or practice of the Parties at variance with any provision of this Agreement shall affect or
constitute a waiver of, any Party’s right to demand strict compliance with all provisions of this
Agreement.

§17. Gender and Numbers; Headings Where permift
pronoun used in this Agreement includes the same pronoun in gf
cach noun used in this Agreement includes the same noun in g

by*® the context, each
enders and numbers, and

§18. Counterparts This Agreement m ;
which shall be deemed to be an original, but all ‘'of oy ‘ 'tute one and
the same Agreement.

§19. Entire Agreement Th fales the entire agreement and
supersedes all ptior agreements and und g X

_binding upon, inure to the benefit
e b I their respective heirs, personal
representatives, succggsor . i is Agreement nor any of the rights, interests
' nred or assigned by Business Associate

: With 1espect to any provision of this
Agreemt Y urt,of competent jurisdiction to be unenforceable, such

couts ach provision so that it is enforceable to the maximum
extent pertigs , icable tl the Parties shall abide by such court’s determination. In
the event th y provisi this Agreement cannot be reformed, such provision shall be
deemed to be seyéred fr Agreement, but every other provision of this Agreement shall

remain in full foree gftect. This Agreement shall be governed by and construed in
accordance with the he State of Ohio.

§22.  Survival. All representations, covenants, and agreements in or under this
Agreement or any other documents executed in connection with the transactions contemplated by
this Agreement, shall survive the execution, delivery, and performance of this Agreement and
such other documents.

§23. Further Assurances. Each Party shall execute, acknowledge or verify, and
deliver any and all documents which may from time to time be reasonably requested by the other
Party to carty out the purpose and intent of this Agreement.




This Business Associate Agreement (this “Agreement™) is effective as of July 1, 2009. The
agreement is entered in good faith and with the clear expectation that the intended collaboration
will result in more effective interventions with children and families who are involved with
children and families across the public systems named in this agteement.

Robin Martin, Director, FCFC

Joseph Gauntner, Director, EFS

Susan Axelrod, Director, DSAS

Jim Vivani, Director, CSEA

Deborah Forkas, Direct Date
William Deniha Date
Teiry Ry Ir ‘ Date
Billie Osborne Fear ive Director, Starting Point Date
Melissa Manos, Director, Help Me Grow Date
Ken Lusnia, Court Administrator, Juvenile Court Date



Attachment:
Full Security description for the Service Coordination Database

The SCT Database system was designed with confidentiality and security being top priority. In
order to achieve a high level of security, while maintaining a satisfactory level of usability, all
pages with sensitive content are built dynamically Building pages dynamically allows one to
check, with every access request, the level of security for the cutrent user. The database stores
information on which liaisons are associated with which agencies. A within the database
also keeps track of which children are assigned to which liaisons. Bgkeeping track of which
children are assigned to which liaisons, and given that we know which agency a liaison is
associated, we can make sute that only children associated w
able to be seen by other liaisons of the same agency

certificates. The web server is explicitly set up t6 notwall i g site without
using SSL. In certain areas, the light web browser inclu i
Instead, we have created a sexies of secure links. These I
within a long string of tandomized data
enumerate the system. It is important to
method. Instead, a tecord ID is sent, and on

uise any system-specific data
ata that may be used to
msferred using this
D, the requested data is
S that the data still goes

e can also assure that a given liaison can see
as little or as muchda a PHP function that is designed to
check the current uset's

allowed to acg ¢ e attachment for security settings for given

Role
Agency T'ype
Can only see chil
View all liaisons

Role Agency Admin
Agency Type Non-placement

Can see all children within the system.

View all liaisons, and add/edit liaisons within own agency

Role Placement
Agency Type Placement
Can see all children within the system.




View all liaisons

Role Agency Admin

Agency Type Placement

Can see all children within the system

View all liaisons and add/edit liaisons within own agency

Role Super admin
Agency Type NA

User type in charge of the system. User can se¢ any and all data,
agency and liaison data.

an edit any and all child,



ADDENDUM
L



ADAMHS

BOARD OF CUYAHOGA COUNTY
ALCOHOL DRUG ADDICTION & MENTAL HEALTH SERVICES

Date:

Request For Special Funding for Residential Treatment Placement

Specific Information Pertaining to Residential Placement

Please check one:

o MH Residential o AOD Residential 0 Dual Residential
Systems involved with the client:

o ADAMHS o CCDCES 1 Juvenile Court o ODYS o CCBDD

0 Tapestry/ SOC o PEP/ Connections 0 Catholic Charities

o Post Adoption Special Services (PASS)
* Has the youth been legally adopted? Yes ot No

Funding Source Being Requested:
o Children’s Reserve Fund = Access to Better Care (ABC)

Agency Making Residential Referral: o PEP/ Connections o Catholic Charities

Primary Contact including phone number:

Residential Provider to be Utilized:

Day Rate of Placement: | ¢ Total Amount Requested: | ¢

Requested Date of Admission:

Amount of Days Requested : o 30 Days o 45 Days o 60 Days o Other

1 Rationale for Initial or continued Placement (This should include rationale for requested length of stay
e g. medication stabilization, safety; focused short-term ix to stabilize behavior, # of prior treatment
attempts, level of care justification).
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2 Services Provided Prior to Request for Residential Placement (This will be prior treatment episodes
and other community resources that have been used to help maintain the youth in the community)

-

3. List treatment goals for initial and continued placement request:

4. Explain the family’s commitment to treatment and their willingness to participate in treatment
(Highlight if parents/guardians understand the requirement to attend meetings relative to progress and
discharge planning)

For ADAMHS Board Use Only
ADAMHS Board Determination o APPROVED o NOT APPROVED

Rationale:

Funding Source to be Utilized or Funding Breakdown for Shared Funding
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