Winchester CPMT Agenda
June 10, 2014, 2pm
Frederick/Winchester Health Department
10 Baker Street
Winchester, VA 22601

Approve Minutes from 5/13/2014
Announcements

Financial Report
a. Review of May 2014 Financials

Old Business

a. Strategic Planning & Assignment of Work Commiitees

1. Foundation & Structure (Blowe, Dopkowski, Gleason)

2. Education, Training, & Expectations (Roussos, Kiser)

3. Data-Driven Accountability & Service Provision (Scardino, Bober)
4. CPMT Service Development (Kish, Devine)

Eligibility Evaluation for Non-Medicaid Children

Intensive Care Coordination Services

CPMT Chair and Vice Chair Rotation

Appointment of Parent Representative for FAPT

Process for Approval of CSA Expenditures

CSA Policy Revision and Forms

National Center for Missing and Exploited Children—Mark Gleason

TR he oo o

New Business
a Reimbursement of June Expenditures {(attachment)

Motion to Convene in Executive Session

Motion to convene in Executive Session pursuant to 2.2- 3711 (4) (4) and (15), and in accordance with the
provisions of 2.2 — 5210 of the Code of Virginia for proceedings to consider the appropriate provision of
services and funding for a particular child or family or both who have been referred to the family assessment
and planning team and whose case is being reviewed by the community policy and momagement team.

Motion to Come Out of Executive Session & Immediately Reconvene in Open Session

Motion to Certify Compliance by Roll Call Vote
Move that the members of the Winchester City CPMT certify that to the best of each member’s knowledge, (1)

only public business matters lawfully exempted from open meeting requirements, and (2) only such public
business matters were identified in the motion by which the closed meeting was convened were heard,
discussed, or considered in the closed meeting.

Motion to Approve All Cases

Motion to Adjourn

Next Meeting: July 8, 2014 at 2:00pm, at Frederick/Winchester Health Department, 10 Baker Street,
Winchester VA 22601
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Motion:

e Motion to Approve All Cases

e Motion to edjourn CPMT Meeting

Minutes
Winchester CPMT
411 N. Cameron Street, 2" Floor
Tuesday, May 13, 2014
2:00 p.m.

Action:
1*: Dr. Devine Approved
2™ Mr. Roussos Mr. Scardino

Status:

abstained
from 2 cases

1% Mr. Roussos Approved

2™ Ms. Kiser Unanimously

Item

Discussion

Action

Call to
Order/Additions to
the Agenda

Approval of Minutes

Announcements

The meeting was opened by Chair. &i;}l‘)’ér
Dopkowski, at 2:03 pm. f

Dr. Devine motioned to approve
the minutes from April 15, 2014.
Mr. Scardino seconded. Motion to
approve the minutes as corrected

passed unanimously.

Ms. Karen Farrell was introduced
and welcomed as the new CSA
Coordinator.

There will be a Trauma Informed
Care Training on May 20 at the
Hampton Inn in Winchester. This
training is sponsored by
Winchester Department of Social
Services,

Financial Ref;brt

The Financial Report was distributed and included
expenditures for April, 2014

i
I"Report: April, 2014

Gross Expenditures: $155,899.50

Expenditure Refunds: $3,649.50

Net Expenditures: $152,250.00

Local Dollars: $70,739.79

Regular Medicaid Payments to Providers: $61,762.42
Local Match: $17,706.51

Ms. Dopkowski reviewed the
report.

The City of Winchester requested
a CSA supplement from OCS in
the amount of $40,839.00.

Page 2 of 5




Minutes
Winchester CPMT
411 N. Cameron Street, 2™ Floor
Tuesdzy, May 13, 2014
2:00 p.m.

Item

Discussion

Action

Wrap Dollars Funds Beginning Balance: $23,424.00
Encumbered: $210.00

Disbursed: $11,695.00

Remaining Funds: $11,519.00

Non-Mandated Funds Beginning Balance: $20. }6.. 00’
Encumbered: $7,045.00 -
Disbursed: $11,658.60 ,,.'
Remaining Funds: $1,458.40 ,

Old Business:

a. Strategic
Planning Report-
Assignment of
Work
Committees

Four Strategic Target Areas were 1d£n1:1ﬁed as |
follows:

1. CPMT Foundation and iwmkzture (Dopkowski,
Gleason, Blowe) N

b
£

2; Common Ground through Education, Tr_ainir\i"g\?

and Shared Expectations (Roussos, Kiser)

3. Data—Dﬁwcfn Accountability and Service
Provision (8cardino, Bober)

4. CPMT Services Development (Kish, Devine)

1. "The subcommittee met twice.
The subcommittee is
comparing current policy to
the OCS audit findings and
areas identified at the recent
CPMT strategic planning
retreat.

2. No report. The subcommittee
will schedule to meet soon.

3. The subcommittee met once;
they are reviewing vendor
contracts, and would like to
meet with FAPT teams
regarding structuring
measurable goals. Another
meeting of the subcommittee
to be scheduled soon.

4. No report The subcommitiee
will schedule to meet soon.

b. Eligibility
Determination for
Non-Medicaid
Children

I'Mr. Gleason, Mr. Scardino and Ms. Dopkowski met

regarding this topic. Recommendation was made to
develop a Request for Proposal for vendors interested
in providing these determination services to
Winchester locality.

Members were requested to
explore the RFP process.

¢. Intensive Care
Coordination
Services

Mr. Gleason, Mr. Scardino and Ms. Dopkowski to
meet regarding this topic.

Additional training from the State
is forthcoming in June, which may
result in community providers
available to provide ICC Services.
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Minutes
Winchester CPMT
411 N. Cameron Street, 2™ Floor
Tuesday, May 13, 2014

Agenda y

2:00 p.m.
Item Discussion Action
. Appointment of | A possible parent representative for FAPT was Ms. Dopkowski and Mr. Gleason
Parent identified during the Citizen’s Insight Academy to meet with interested parent
Representative representative this week. CPMT
for FAPT Members welcomed to attend.
Consent Agenda | Consider approving funding for cases via a Consent | Discussed reviewing cases in

advanced via encrypted email
prior to CPMT meetings then only
discussing cases of concern during
executive session. Requesting a
legal opinion regarding Freedom
of Information Act and executive
session requirements

New Business
CSA
Supplemental
Allocation
Request

The City of Winchester placed a
supplemental request for funding
in the amount of $40,839 with
OCS on April 24, 2014

. CPMT
Authorization of
FAPT
recommendations

Motion to approve policy statement allowing services
recommended by FAPT to begin prior to CPMT"
monthly meetings so that vital services may start or-
continue without interruption.

\]

Motion by Ms, Kiser, seconded by
Ms. Kish. Approved unanimously.

CSA Policy
Revision and
Forms

Ms. Dopkowski to upload to
Winchester CPMT website for
CPMT review prior to June CPMT
meeting.

. CPMT Chair

A new chait i eﬁgﬂ:le for appointment at July CPMT

Based on previous rotation of chair

Rotation meeting. position, the community services

' ) \ board representative is the next to

N 9 fulfill the role of CPMT chair.
CPMT Meeting It was noted that CPMT has outgrown the current Dr. Devine to confirm if the
Location - meeting space. Alternate meeting locations were Health Department conference
suggested. room is available for upcoming
) - CPMT meetings.

Terms of Certain CPMT Chair to notify City

CPMT
Appointments

Manager that provider and “other”
representative are due for review.
Both are willing to continue to
serve.

Motion to Convene in

Executive Session

Motion to convene in Executive Session pursuant to
2.2-3711 (A) (4) and (15), and in accordance with the
provisions of 2.2 — 5210 of the Code of Virginia for
proceedings to consider the appropriate provision of

Ms. Dopkowski asked that the
meeting move into Executive
Session. On motion by Ms. Kiser,
seconded by Mr, Scardino, the
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Minutes
Winchester CPMT
411 N. Cameron Street, 2" Floor
Tuesday, May 13, 2014

2:00 p.m.
Item Discussion Action
services and funding for a particular child or family or | meeting moved into Executive
both who have been referred to the family assessment | Session.
and planning team and whose case is being reviewed
by the community policy and management team,
Motion to Come Out Motion to come out of Executive
of Executive Session Session by Mr. Roussos and
& Immediately seconded by Dr. Devine.
Reconvene in Open Approved unanimously.
Session : hit.
Motion to Certify | Move that the members of the Winchester CPMT Motion to Certify Compliance by
Compliance by Roll | certify that to the best of each member’s knowledge, | Roll.Call Vote was made by Dr.
Call Vote (1) only public business matters lawfully exempted Devine, seconded by Ms. Bober,
from open meeting requirements. and (2) only such and un:mj‘m\ously approved.
public business matters were ideniified in the motion N
by which the closed meeting was convensd were =
heard, discussed, 0_'r__99115idered in the closed meeting. ,
Motion to Approve | Motion to Approve all cases. All cases were approved on
All Cases Mr. Scardino — abstained from 2.cases motion by Dr. Devine, seconded
S - by Mr. Roussos. Motion was
i : - approved with noted abstentions.
Motion to The next CPMT meeting will be held Tuesday June | The meeting was adjourned on
Adjourn/Next 10, 2014 at 2:00 p.m., Our Health Campus, 2" Floor | motion by Mr. Roussos and
Meeting Date Conference Roora, 411 N. Cameron St, Winchester =~ | seconded by Ms. Kiser at 2:58

VA

p.m.

Attachments: April 2014 Financials
May Agenda Attachments

Transcribed by CPG
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CS4 Pool Reimbursement Request Report Worksheet
Date:  April 24, 2014
Period Ending: April, 2014

Clarce A

Part 1 - Expenditure Description Number of Gross Total Expeaditure Net Total
Clients I xpenditures Refunds Expenditures
1. Congregate Care/Mandated & Non-Mandated Residential Services
la. Foster Care - IV-E Child in Licensed Residential Congregate Care 1 2,142.50 2,680.15 -537.65
1b. Foster Care - all other in Licensed Residential Congregate Care 1 40,562.83 1,048.39 39,514.44
le Residential Congregate Care - CSA Parental Agreements; DSS Non-Custodial 0.00 0.04
1d. Non-Mandated Services/Residential/Congregate Care 0.00 0.60
le, Educational Services - Congregate Care 4 61,194.01 61,194.01
2. Other Mandated Services
2a. Treatment Foster Care - IV-E 8 20,408.00 45.00 20,363.00
2al1 Treatment Foster Care 2 9,027.76 741.00 8,286.76
2a2  Treatment Foster Care - CSA Parental Agresments; DSS Non-Custodial 0.00 0.00
2b. Specialized Foster Care - [V-E; Community Based Services 0.00 0.00
2b.1 Specialized Foster Care G.00 0.00
2c. Family Foster Care - IV-E; Community Based Services 7 1,617.00 58.00 1,559.00
24. Family Foster Care Maintenance Only 2 1,332.00 1,447.11 -115.1%
2e, Family Foster Care - Children Receiving Maintenance/Basic Activities; IL 3 1,923.53 293.00 1,630.53
2f. Community Based Services 6 10,857.87 -2,663.15 13,521.02
2f1 Community Transition Services 0.00 0.00
2g. Special Education Private Day Placement 1 6,354.00 6,354.00
2h. Wrap-Around Services for Students With Disabilities 0.00 0.00
2L Psychiatric Hospitals/Crisis Stabilization Units 0.00 0.00
3. Non-Mandated Services/Community Based 3 480.00 480.00
4. Grand Totals: Sum of categories 1 through 3 1 3sl[ 155,899.50] 3,649.50) | 152,250.00)
Part 2 - Expenditure Refund Description (reported in line 4)
Vendor Refunds and Payment Cancellations
Parental Co-Payments
Payments made on behalf of the child (SSA, SSI, VA benefits) 2,306.00
Child Support Collections through DCSE 1,343.50

Pool prior-reported expenditures re-claimed under IV-E
Other (specify)

Total Refunds (must agree with line 4)

3,649.50
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Chppt &

CSA Reports Pool Reporting -View Transaction History FY14

A i'.‘»-‘- -
o sl

CSA Statistics Home > CSA Pool Reporting

CSA Reports Active Pool Report Preparers
Pool Nancy Valentine (540) 686-4838
Reimbursement Donna Veach  (540) 686-4826
Reports Amber Johnson (540) 686-4823
Fyid Karen Farrell  (540) 686-4832
Transaction
History for
Winchester -
FIPS 840

Pended Forms are not
on this repert

Transaction History

Match Rate: . . Total

0.4587 Status Period End Date Filed Amount State Local
Beginning $1,218,121.00  $659,331.00 $558,790.00
Balance

Pool Reimbursement History

9 07/31/2013  08/02/2013 $166.42 $493.75  ($327.33)
9  08/31/2013 09/05/2013  §70,156.19  $40,942.14 $29,214.05
9 09/30/2013 10/01/2013  $76,193.02  $44,898.67 $31,294.35
9 10/31/2013 11/01/2013  $76,052.90  $47,385.06 $28,667.84
9 11/30/2013 12/02/2013 $109,379.65  $62,089.91 $47,289.74
9 12/31/2013  01/07/2014 $103,368.41 $57,125.30 $46,243.11
9 01/731/2014 02/04/2014 $108,602.83  $59,713.28 $48,889.55
9 02/28/2014 03/05/2014 $115,147.77 $63,686.43 $51,461.34
9  03/31/2014 04/01/2014 $66,667.82  $38,763.54 $27,904.28
1 04/30/2014 05/01/2014 $152,250.00  $81,510.21 $70,739.79
pool Reimbursement Expenditure 5877,985.01  $496,608.29 $381,376.72
Supplement History
04/25/2014  $40,839.00 $49,346.00 ($8,507.00)
Supplement
Totals $40,839.00  $49,346.00 ($8,507.00)
CSA System Balance $380,974.99  $212,068.71 $168,906.28

Transaction History without WRAP Dollars

http:/fwww.csa.virginia.gov/publicstats/pool/14/viewHist14.cfm

5/1/2014



CSA Reports Pool Reporting -View Transaction History FY14 Page 2 of 3

P Rate:  giatus Period End Date Filed Aml;‘:f:: State  Local
Beginning $1,194,697.00  $646,652.00 §548,045.00
Balance
Pool Reimbursement History
07/31/2013  08/02/2013 $166.42 $493.75 ($327.33)
08/31/2013 09/05/2013  $64,626.19  $37.,948.75 $26,677.44
09/30/2013 10/01/2013  $74,333.02  $43,891.85 $30,441.17
10/31/2013 11/01/2013  $75,432.90  $47,049.45 $28,383.45
11/30/2013 12/0272013 $107,904.65  $61,2901.49 $46,613.16
12/31/2013 01/07/2014 $102,858.41  $56,849.24 $46,009.17
01/31/2014 02/04/2014 $108,302.83  $59,550.89 $48,751.94
02/28/2014 03/05/2014 $115,147.77  $63,686.43 $51,461.34
03/31/2014 04/01/2014  $65,267.82  $38,005.72 $27,262.10
04/30/2014 05/01/2014 $152,250.00 $81,510.21 $70,739.79
ggj;f:e‘mb“mme“t Expenditure $866,290.01  $490,277.78$376,012.23
Supplement History
04/25/2014  $40,839.00  $49,346.00 ($8,507.00)
Suypplement
Totals $40,839.00 $49,346.00 ($8,507.00)
CSA System Balance (Non-
WRAD), $369,245.99  $205,720.225163,525.77
Transaction History WRAP dollars only
e KAt Status Period End  DateRiled , 10! State  Local
WRAP Allocation Additions History
08/01/2013 $19,138.00  $10,358.00 $8,779.00
10/25/2013  $4,286.00 $2,319.00 $1,966.00
WRAP
Allccation 323,424.00 $12,677.00 $10,745.00
Addifions Totals
Pool Reimbursement History - WRAFP only
07/31/2013  08/02/2013 $0.00 $0.00 $0.00
08/31/2013  09/05/2013  §5,530.00 $2,993.39 $2,536.61
09/30/2013 10/01/2013  $1,860.00 $1,006.82  $853.18
5/1/2014

http:/fwww.csa.virginia.gov/publicstats/pool/14/viewHist14.cfm



CSA Reports Pool Reporting -View Transaction History FY14

Page 3 of 3

10/31/2013  11/01/2013 $620.00 $335.61 $284.39
1173072013  12/02/2013  $1,475.00 $798.42  $676.58
12/31/2013  01/07/2014 $510.00 $276.06  $233.94
01/31/2014 02/04/2014 $300.00 316239  $137.61
02/28/2014 03/05/2014 $0.00 $0.00 $0.00
03/31/2014 04/01/2014  $1,400.00 $757.82  $642.18
04/30/2614 05/01/2014 $0.00 $0.00 $0.00

Pcol Reimbursement Expenditure

Totals -WRAP only $11,695.00 $6,330.51 $5,364.49

5;51;?3’5““‘ Balance (WRAP $11,729.00  $6,348.70 $5,380.30

5/1/2014

http://www.csa.virginia.gov/publicstats/pool/14/viewHist14.cfin



Wrap-Around Services for Students with Disabilities

2013 - 2014
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Johnson, Amber (VDSS)

From: Reiner, Scott (CSA)

Sent: Tuesday, April 15, 2014 4:31 PM

To: Reiner, Scott (CSA)

Subject: Update on Intensive Care Coordination and High Fidelity Wraparound
Attachmants: Verification of Intensive Care Coordination in the CSA Data Systems.docx
Follow Up Flag: Follow up

Flag Status:

Flagged

Good afternoon CPMT Chairs,

! am writing to bring you up to date with regard to activities of the Wraparound Center of Excellence here at the Office
of Comprehensive Services. While we are aware that communication regarding the Wraparound Center of Exceilence
activities nas not been consistent, we are invasted in providing more regular communication moving forward. The Office
of Comprzhensive Services remains committed to the delivery of Intensive Care Coordination and the Wraparound
model and is engaged in several activities that you will want to be aware of:

At the Office of Comprehensive Services, Anna Antell and | have assumed responsibility for the management and
ccordination of alt Center of Excellence related activities.

* lzm pleased to announce that we have entered Intc an agreement with the Youth and Family Training Institute
(YFTI} to be our training and technical assistance partner for High Fidelity Whraparcund. YFTI (an affiliate of the
University of Pittsburgh) has been the lead provider in Pennsylvania’s effort to implement the Wraparound
model in their localities. Their staff is highly experienced and they are customizing their approach for us as we
are committed to providing training and consultation services that are reflective and respectful of how Virginia's
system of care is configured. You can learn more about YFT! at their website at http://www.yftipa.ore, In
conjunction with YFTI, the following activities are planned or in process of planning:

o]

There will be three Wraparound Facilitator training events that will occur in May and June with over 150
pubiic (CSB} and private providers signed up to participate (these trainings are currently full). These
trainings will meet the initial July 1, 2014 deadline for Wraparound training for ICC facilitators
established by the State Executive Council. These trainings are three days in length and an additional
two days will be offered in the Fall of 2014 to complete the training requirement for providers.
Additional training opportunities will be available in the Fall.

We are introducing a two-day training event for Supervisors of ICC/Wraparound beginning in Northern
Virginia in June and continuing at regional locations in the Fall, as well as a more advanced Wraparound
Coaches program. Piease keep an eye out for further details about the supervisor training and related
provider requirements.

Training for Family Support Partners, Youth Support Partners, and Booster/Advanced Training sessions
for Wraparound Facilitators who have completed the initial Wraparound Facilitator training are also
being planned. This includes the over 125 providers who were trained last year.

* We are beginning to develop a plan to gather information on the status of ICC and Wraparound and the impact
of training on practice. As part of those efforts, we are requesting your attention to two matters:

o}

o

Attached to this e-mail is information about how ICC is being captured through the CSA data set and
asking your attention to ensuring that your Jocality’s ICC activities are being accurately reported. Please

review this memo and your local data with your CSA Coordinator..

We have developed a brief survey for CSA Coordinators and CPMT Chairs that can be found at:

https://www.surveymonkey.com/s/V2KWSDJ. It would be highly appreciated if you would take a few

=



minutes to complete this survey (which is totally anonymous) in order to provide your feedback as we
refocus our efforts.

We are excited to be reinvigorating our activities at the Wraparound Center of Excellence. You can expect more regular
communications from us and we hope to be receiving your input, suggestions and questions. Please do not hesitate to
contact £nna or | should you have any questions or suggestions as we move forward.

Scort

Scott Reiner, Assistant Director
Office of Comprehensive Services
804-662-9082

scott.reiner@csa. virginia.gov
Www.csa.virginia.gov



TO: CSA Coordinators
FROM: Scott Reiner, Assistant Director
Office of Comprehensive Services

DATE: April 16, 2014

RE: Verification of Intensive Care Coordination in the CSA Data Systems

As you are aware, CSA has focused considerable recent attention and resources on the
provision of quality intensive care coordination {ICC) services. These efforts include the
issuance of new policy by the State Executive Council and extensive training activities on High
Fidelity Wraparound through the Center of Excellence at the Office of Comprehensive Services,

While evaluation of these efforts is in its very early stages, understanding utilization patterns
fer ICC is an essential starting point. To that end, one of the indicators reported by the Office of
Comprehensive Services on its Performance Dashboard relates to the utilization of Intensive
Care Coordination (ICC). Specifically, the indicator represents the number of children reported
as receiving ICC in the reporting period as a percentage of the number of children reported as
receiving residential services. The data from the most recent reporting period (10/1/13 -
12/31/13) is attached for your review. The farge majority of localities are shawing zero (0) ICC
cases. In order for a case to count as ICC, the Service Program Type — SPT 3 (Intensive Care
Ceordination) must be entered in the Data Set. If that SPT is not used, 1CC will not be reported.
Based on our knowledge of the activities going on in many localities, it appears likely that ICC is
nct being properly reported in many instances.

§ you can easily surmise, if the service is not correctly reported, any conclusions that may be
drawn from the data will be incorrect. I am asking that you review the data from your locality. If
yeu have not been correctly entering the SPT 3 code for ICC, please begin to do so immediately.
As the dashboard is created on a quarterly basis, it may take several months for improved
reporting practices to be seen and it is therefore critical that the service be reported accurately
as soon as possible, Please contact me if you have questions about the data as reported in the

dashhoard,.

Thank you for your cooperation in our shared efforts to accurately report on and evaluate the
services provided through CSA. This allows us to better understand service utilization and
effectiveness with the goal of improved outcomes for children, families and communities,
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CSA SUPPLEMENTAL ALLOCATION REQUEST MAIN REQUEST Page 1 of 4

C3° RLOCIATING=SI'eTL 0w T L 7LLOC TGN REQUEST- 751

CS# SUPPLEMENTAL ALLOCATION REQUEST FORM—FY1{4

DATE April 24, 2014
FIFSILOCALITY # 840 - Winchester  Base Rate: 0.4587
CONTACT PERSON Donna Veach
TELEPHONE 540 686-4826
E-MAIL ADDRESS donna,veach@dss.virginia.gov
REORT # 1
We certify that the information provided in this request for a supplemental allocation is accurate, and that the costs within the request
were unanticipated and are required costs for specific mandated children pursuant to Seclion 2.2-5211.C of the Comprehensive Services
Act Al cases have been assessed, where raquired, by the Family Assessmeni and Planning Team and comply with the provisions of the
Code of Virginia, the CSA Manual, and the Appropriations Act.
THIS REQUEST IS FOR FISCAL YEAR FY14
Total
] Projected ActuabProjected
Case Additional
Count | Actual FY14 FY14 FY14
Expenditures | Expenditures Expenditures
(=) {b) {c) {b+ec=d)
1, MANDATED SERVICES / RESIDENTIAL
1a. | Foster Care - IV-E children in Licensed Residential Congregate
Care ;
pool expenditures for costs not covered by IV-E (i.e., non room- 2 S01083100 13,850.00 43,733.00
ang-hoard)
1b. E:iéer Care - all others In Licensed Residential Cengregate 2 47,796.00 20,445.00 68,245.00
1c. | Restdential Congregate Care — CSA Parental Agreements ;
DSS Nencustodial Agreements 0 Qion 0.00 0.00
1e. | Educational Services - Congregate Care 323,072.00 144,494.00 457,566.00
. | MANDATED SERVICES / RESIDENTIAL SUBTOTAL
(Sum of fines 1a. through 1c and 1e.) 12 400,851.00 178,593.00 579,544.00
2. QTHER MANDATED SERVICES
2a. | Treatment Foster Care — IV-E 9 153,311.00 66,878.00 220,189.00
2a.1 | Treatment Foster Care 7 206,536.00 15,458.00 221,995.00
2a.z | Treatment Foster Care — CSA Parental Agreements ; DSS
Noncustodial Agreements 0 0.00 0.00 0.00
2b. [ Specialized Foster Care — IV-E ; Community Based Seivices 0 0.00 0.00 0.00
2b.7 ] Speclalized Foster Care 0 0.00 0.00 0.00
2c. {Family Foster Care — IV-E ; Community Based Services 13 13,830.00 22,824.00 36,754.00
2d, | Family Foster Care Maintenance only 4 12,710.00 2.664.00 15,374.00
2e. | Family Foster Care — Children recalving malntenance and basic
activities payments; independent living Stipend/Arrangermenis 5 31.749.00 7.630.00 39,370.00
2f | Community - Based Services 44 82,215.00 55,842,00 138,057.00
2t1 | Community Transition Servicas — Direct Family Services to
Transition from Residential to Commurity 0 o 080 0.60
2g. { Special Education Private Day Placemesnt 3 27,214.00 26,791.00 54,005.00
2h. { Wrap-Around Services for Students With Disabilities 4] 0.00 0.00 0.00
- Psychiatric Hospitals/Crisis Stabilization Units 0 0.00 0.00 0.00
. | SUBTOTAL
{Sum of lines 97 928,6186.00 376,681.00 1,305,297.00
42a+2a1+2a2+2b+2h 1+ 2c+2d +2e+2f+2f1 +2g-+2h+2i)
it. | Less Projected Refunrs for tha Fiscal Year: 69,781.00
iv. I Net Estimated Mandated Expenditures for the Fiscal Year:
Line }.-Line 1. 1,235,536.00
Comments:
This request is due to the decrease in CSA funding allocalion far FY2014. This supplemental request aligns the CS5A budget with
histcrical spending trends. Increased costs related to residential placements have necessitated this request.
Effeciive with fiscal year 2008 supplemental requests, any locally whose Estimated mandated spending in fiscal year 2014 will excead

http:/A-ww.csa.virginia,gov/supp/2014/view.cfin?recordid=66& fips= 840& method=2 4/24/2014



CSA SUPPLEMENTAL ALLOCATION REQUEST MAIN REQUEST Page 2 of 4

their fiscal year 2013 actual expenses by more than 10% is required to Include a statement in the comment portion of the supplement
indicating the reason(s) for the increase.

http://www.csa.virginia.gov/supp/2014/view.cfmIrecordid=66&fips= 840&method=2 472412014



CSA SUPPLEMENTAL ALLOCATION REQUEST MAIN REQUEST

CSi: SUPPLEMENTAL ALLOCATION REQUEST FORM—FY14

Page 3 of 4

http://vww.csa.virginia.gov/supp/2014/view.cfm?recordid=66&fips= §40&method=2

DATE Pprif 24, 2014
FIFSILOCALITY # B840 - Winchester Base Rate: 0.45687
CONTACT PERSON Donna Veach
TELEPHCNE 540 686-4826
E-MAIL ADDRESS donna.veach@dss.virginia.gov
REPCRT # 1
W certify that the information provided in this request for a supplemental allocation is accurate, and that the costs within the request
were unanticipated and are required costs for specific mandated children pursuant to Section 2.2-5211.C of the Comprehensive Services
Act. All cases have been assessed, where required, by the Family Assessment and Planning Team and comply with the praovisions of the
Cede of Virginia, the CSA Manual, and the Approprialions Act. )
THIS REQUEST IS FOR FISCAL YEAR FY14
Rate | Local Share | State Share Totals
A. [ Current Total Pool Allocation:
Total dollar amount of pool funds allocated for FY14 which Includes
initial-allocation and any approved supplemental allocations. - 548,007.51 | 646,689.49 | 1,184,697.00
This includes mandated and non-mandated poof funds available.
Initiat Allocation : 1,194,667.00 Supplements Added : 0.00
B. { Current Non-Mandated Protected Amount:
Total dollar amount of current non-mandated prolecied funds for FY14. 0.4567 0.00 0.00 0.00
C. 1 Projectad Non-Mandated Costs for FY14:
Amount of Actual plus Projected Non-Mandated expenditures for FY14,
(RESIDENTIALICONGREGATE CARE) 015733 0.0 0.00 0.00
See Pogl Furt Expenditures Report - Row 1D.
C1. | Projected Non-Mandated Costs for FY14:
Amount of Actual plus Projected Non-Mandated expenditures for
FY14. (COMMUNITY BASED) 0.2294 0.00 0.00 0.00
See Pool Fund Expenditures Report - Row 3
D. | Unused Non-Mandated Protected Funds Available:
(Line B - Line C -Line C1) - — ) 0.00
E. | Mandated Funds Available:
This number represents the existing allocated funds available for the .
mandated population. 548,007.51 | B46,682.48 | 1,194,697.00
(Line A - Line B + Line D)
F. | NetProjected Mandated Expenditures Neaded for the Fiscal Year:
This number should be the actual mandated total dollar amount that . . 1 235.536.00
your locality projects that it will need to pay for actual mandated - it
expenses incurrad through the end of June 30, 2014. {From Line IV)
G. | Congregate Care (Sum of lines 1a+1b+1¢) 0.5734 64,208.19 47,769.81 111,678.00
H. | Other mandated - neuiral rale
(Sum of ines 1e+22+2a1+2a2+2b+2b1+20+2e+2g+2h+2]) 0.4587 | 467,189.62 | 551,318.38 { 1,018,508.00
1. { Other mendated - 50% less
(Sum of lines 2c+2F+2f1) 0.2294 40,101.64 | 134,709.36 174,811.00
J. | Total Estimated FY 14 Expenditures
(Sum of lines G. th-ough 1) - 571,499.45 | 733,797.55 | 1,305,267.00
K. |} Less Projected Refunds for the Fiscal Year 0.4587 31,999.37 37,761.63 69,761.00
L. | Supplemental Allocation Funds Requested {Additional Mandated Funds
Needed): - -8,607.43 49,346.43 40,839.00
{Line J- Line K-LineA+Line C+Line C1)
IMPORTANT!
All signatures indicated on the cover page are required. Documeniation must be submitted demonstrating that the supplemzntal
allozation being requested Is only for mandated {or “sum sufficient'} children, and that reasonable projections have been made lo
astimate the amount of funds needed,
4/24/2014
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CPMT CHAIRMAN:

Date Signature

Narme

CITYiZGUNTY ADMINISTRATOR:

Name Date Signature
CPMTFISCAL AGENT:

Signaure Date E-Mail Address
Address City ST Zip Phone

http://www.csa.virginia.gov/supp/2014/view.cfim?recordid=66 & fips= 840&method=2 4/24/2014
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City of Winchester CSA Required Checklist

Child's Name;

FAPT/FTM/DT (circle one) Date of Meeting:
Items Required Yes No Comments

Winchester CSA Referral Form Yes O O
Eligibility Determination Form(s) Initial

Referral [ O
FTM Report (FTM only) FTM only O O
FTM Signature Sheet (FTM's only) | FTM only I:I O
Service/Care Plan Yes [l O
FAPT/FTM Bucfget Reqtfest Form Yes = M
Include all services/funding sources
Frogress Report from ,
Service Provider (must be current) At Review O O
CANS Yes O O]
Consent to Exchange Information Yes ] |
Parental Co-Pay Screening Form Initial [ ]
& Agreement Referral
CSA Brochure (signed) Initial

Referral [ O]
As Needed:
CSA Update & Communication
Form (Service Update and U 1
Changes)
Certificate of Need (Medicaid
Facilities) O 0

Appendix F

*Purchase Orders will not be processed until required paperwork is provided to the CSA office.

Revised June 2014



City of Winchester CSA Budget Request Form

Child’s Name: Case Manager:
Meeting Type: FAPT[_] FTM [_] IDT] ] (check one)
Date of Meeting:
Client Service Provider Unit Cost Frequency/Months Total Funding
of Service Cost Source
Date Services Starts: Total cost to CSA:
Date Services Ends:
Date of next FAPT, FTM, IDT Review:
Review Schedule: [ | 3 months or less [_| 6 months or less [_] Annual Review
Signature of Case Manager Date
o Signature of Case Manager’'s Supervisor Date
Signature of FAPT Chair/FTM or IDT Facilitator Date
Date

Signature of CPMT Chair

CSA Office Use Cnly

Copayment Status:
Mandate Type:

Date CSA office received




CITY OF WINCHESTER CSA REFERRAL FORM

Initial __ Review ____
Date of Referral Lead Agency
Family Team FAPT IDT Worker Name
Mandate Type Worker Phone
Last UR date: Worker Email
CHILD DEMOGRAPHIC INFORMATION
Child Name: Current Address:
Gender: M F DOB:
Hispanic: YorN SSN #:
Race: STI #:
Medicaid: Y orN DJJ #:
Child’s School: IEP: YorN
Grade: Type:

Primary reason for referral:

IVE eligible: Y or N

Medication currently taking:

FAMILY DEMOGRAFPHIC INFORMATION

Mother: Father: Caretaker/Custodian:
Address: Address: Address:

Phone: Phone; Phone:

Hispanic Y or N Hispanic Y or N Hispanic Y or N
Race: Race: Race:

SSN: SSN: SSN:

Medicaid Y or N Medicaid Y or N Medicaid Y or N
Insurance Y or N Insurance Y or N Insurance Y or N
Legal Custody Y or N Legal Custody Y or N Legal Custody Y or N
Other significant people in child’s life: Address/Phone:

FAMILY ENGAGEMENT

Rights/Responsibilities material provided Y or N

Inclusion of thase youth considers “family” Y or N

Family-driven decision making Y or N

Avoided redundant meetings Yor N

Family Strengths:

Youth Strengths:

1) Case narrative and Supporting Information:

(Must include presenting issue, child/family history, previous interventions/outcomes, strengths, interests, and

needs of family, reason for referral for CSA funding)

Page 1 of 2

Revised June 2014




2) Progress toward goals (required at review):

J3) Recommendations:

Lead Worker Signature:

Date;

Agency Supervisor:

Page 2 of 2

Date:

Revised June 2014
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City of Winchester CSA

*[ Exclusion/Waiver Ineligible
*[J Fee Waived: *[J No Copay:
[0 Home Energy Asst Program I IEP

Copayment Screening Form O SNAP O DCSE

Child’s Name:

Screening Date:

Caregiver #1:

O TANF

[ ssi Disability Only Income

O Free and Reduced Lunch

O Housing Choice Voucher Program

Eligible for Co-Payment Assessment: Yes/No
Assessed Co-payment Amount: $

Caregiver #2:

Employment Status:

Employment Status:

Employer:

Employer:

Income Sources:

Gross Monthly Income:

Income Sources:

Gross Total Monthly Income:

Verification Source:
O w-2 0O Paystub O Other:

Household Size:

Verification Source:
O W-2 0O Paystub 0O Other:

Household Size:

Does the household qualify/reccive any of the following? (Check all applicable boxes)

O Home Energy Assistance Program

O SNAP

L1 TANF

0O SSI Disability Only Income
O Free and Reduced Lunch

O Housing Choice Voucher Program

Collection Agreement

I/we, the undersigned, do hereby agree to honor the terms of this parental co-payment agreement.
I/we agree to report any changes in income, family size or treatment expenses to the CSA Office.
If the level of service changes, the co-payment amount will be reassessed based on the new level
of services. I/we understand that I am expected to pay the assessed copayment amount to the
service provider. If the parental co-payment is not paid, services may be terminated and any
acticn necessary to collect the debt will be determined by the service provider. In this case, the
CSA Office will be notified of overdue payment and any action determined appropriate by the
service provider.

Parent/Guardian #1 Signature Date Parent/Guardian #2 Signature Date

Case manager Date

City of Winchester CSA Parental Copay Screening Form—Revised 6-2014 Page 1



Child’s Name: DOB:
Parents/Guardians Name: Date:

City of Winchester
Determination of Eligibility for CSA Funded Services

Has the child been court ordered to FAPT?[ ] Yes [ | No
Is the child currently living with their parent/legal guardian? [ ]|Yes [ No

To be eligible for CSA funding, the youth must meet one or more of the following criteria:
Specific behaviors must be documented in the provided space below.

[] 1.

] 4

The child or youth has emotional or behavior problems that: (Youth must meet all three

criteria, eligible for non-mandated services)

e have persisted over a significant period of time or, though only in evidence for a short
period of time, are of such a critical nature that intervention is warranted; and

¢ are significantly disabling and are present in several community settings, such as at home,
in school or with peers; and

s require services or resources that are unavailable or inaccessible, or that are beyond the
normal agency services or routine collaborative processes across agencies, or require
coordinated interventions by at least two agencies

. The child or youth has emotional or behavior problems, or both, and currently is in, or at

imminent risk of entering, purchased residential care. In addition, the child or youth requires
services or resources that are beyond normal agency services or routine collaborative processes
across agencies; and requires coordinated services by at least two agencies (Eligible for non-
mandated service).

. The child or youth requires placement for purposes of special education in approved private

school educational programs as indicated by the child’s IEP (Mandated).

The child or youth has been:

[ ] Placed in foster care through a parental agreement by a public agency designated by the
community policy and management team and his parents or guardians (CHINS Eligibility

Checklist must be completed by FAPT and Parental Agreement must be signed, Mandated)

[ ] Entrusted to a local social services agency by his parents or guardian (Non-Custodial
Agreement, Temporary Entrustment, Permanent Entrustment, Mandated); or

[ ] Committed to the agency by a court of competent jurisdiction for the purposes of placement
as authorized COV§63.2-900 (DSS has Custody, Mandated).

[ ] Determined to be in need of foster care prevention services because they are at risk of
removal from the home or meets CHINS Interagency Guidelines (as designated by the court or

Determination of Eligibility for CSA Funded Services—Adopted 11-12-13 Page—l



through FAPT- If FAPT, the Community Based Foster Care Prevention Eligibility
Determination must be completed).

[] 5. Child receives special education services within the public school and meets criteria for CSA
WRAP services below. (Documentation must show a clear connection between student s
disability and behaviors exhibited in the home or community. Services cannot be provided in
the school setting.)

» The special education mandate cited in §2.2-5211 B1 may be utilized to fund non-
residential services in the home and community for a student with a disability when the
needs associated with his/her disability extend beyond the school setting and threaten the
student’s ability to be maintained in the home, community, or school setting."

IEP Disability(s):

Document Behaviors Exhibited:

Signatures

Team Chair/Facilitator Date
Team Member - Date
Team Member Date
Team Member Date
Team Member Date
Team Member Date
Team Member Date
Team Member Date

Determination of Eligibility for CSA Funded Services—Adopted 11-12-13 Page 2



City of Winchester CSA
Community-Based Foster Care Prevention Eligibility Determination

Child Name: DOB:

Please sign off on the appropriate eligibility, based on the criteria in each section:

Eligibility A: Foster Care Prevention — Abuse and Neglect
L) The child is eligible for Foster Care Prevention Services because they are at risk of removal from their home and
placement into foster care due to abuse or neglect as defined by COV §63.2-100. (Explain below)
or
U The child would come into foster care if the service(s) are not provided. (Explain below)

Explain:

Print Name Signature Date

Eligibility B: Foster Care Prevention — CHINS (Child in Need of Services)
The child is eligible for Foster Care Prevention Services because they are at risk of removal from their home and
placement into foster care due to meeting all 4 CHINS criteria below.

Criterion 111 The child meets the statutory definition of a “child in need of services,”: Dby Court or ] by FAPT
e  Specifically, “the child’s behavior, conduct, or condition presents or results in a serious threat to the well being
and physical safety of the child, or the well-being and physical safety of another person if the child is under the
age of 14 (COV, §16.1-228).

Criterion 2 [ has emotional and/or behavioral problems where either:
a. the child’s problems:
e heve persisted over a significant period of time or, though only in evidence for a short period of time, are of such
a oritical nature that intervention is warranted; and
e are significantly disabling and are present in several community settings, such as at home, in school or with
peers; and
e require services or resources that are unavailable or inaccessible, or that are beyond the normal agency services
or routine collaborative processes across agencies, or require coordinated interventions by at least two agencics
or
b. the child is currently in, or at imminent risk of entering, purchased residential care; and requires services or resources
that are beyond normal agency services or routine collaborative processes across agencies; and requires coordinated
services by at least two agencies.

Criterion 3 [ The child requires services:
a. to address and resolve the immediate crisis that seriously threatens the well being and physical safety of the child or

another person; and
b. to preserve and/or strengthen the family while ensuring the safety of the child and other persons; and

c. the child has been identified by the Team as needing:
e services to prevent or eliminate the need for foster care placement. Absent these prevention services, foster care

is the planned arrangement for the child

Criterion 4 [] The goal of the family is to maintain the child at home.

FAPT Chair Print Name CSA Coordinator Print Name

FAPT Chair Signature Date CSA Coordinator Signature Date

Community Based FC Prevention Eligibility Determination 11-12-13




AUTHORIZATION TO USE AND EXCHANGE INFORMATION

Introduction
Specified information can be shared among ALL of the agencics listed below, if the individual or his authorized

representative agree, without having to obtain any additional signed authorization from the individual. The Authorization
to Use and Exchange Information form was developed for use by the following agencies:

Locel departments of social services

Area agencies on aging

Centers for independent living

Community services boards

Department of Correctional Education

Department of Youth and Family Services

Health department clinics and programs

Service delivery areas for the Workforce Investment Act
Local/Regional Departments of Rehabilitative Services/Disability Services Boards
Locel school systems

Regional offices, Department of Corrections

Regional outreach offices, Department for the Deaf and Hard of Hearing
Regional offices, Department for the Blind and Vision Impaired
Virginia Employment Commission Offices

VVVVVVVVVVYVVVYY

The “referring agency” is defined as the agency that initiates the completion of the duthorization to Use and Exchange
Information form with the individual. The referring agency may use the form to request or to transmit information to
other agencies. Agencies may be considered either a “referring” or an “other” agency, depending upon which agency is
contacted first by the individual. If all parties agree, additional public and private agencies, facilities, and organizations
may be included.

Agencies are assured that, when properly exccuted, this is a legally valid form that meets not only their own agency’s
state and federal requirements, but also those of the other participating agencies. The Authorization to Use and Exchange
Information form has been reviewed by the Office of the Attorney General to assure compliance with federal and state
confidentiality requirements. Agencies may choose to use a different uniform release form that addresses their individual
needs if it meets the state and federal confidentiality and release of information statutory and regulatory requirements of
ALL involved agencies.

Purpose of the Authorization to Use and Exchange Information Form

The Authorization to Use and Exchange Information form is designed for use by agencies that work together to jointly
provide or coordinate services for individuals with complex needs and should be used along with the referring agency’s
specific procedures for obtaining a valid authorization to exchange information. It aiso can be used to assist agencies
obtain information needed from other agencies to determine an individual’s eligibility for services or benefits. The
completed form should reflect that the individual (or his or her representative) controlled the choices and understood the
process. When using this form, always keep in mind the importance of individual wishes, individual choices, and
individual comprehension of the process.

Agency staff and the authorizing person shall first determine whether the individual might be eligible for services or
benefits provided by other agencies. This determination should be based upon the needs, interests, and circumstances of
the individual as well as staff’s knowledge of other agencies’ services or benefits and eligibility requirements,

Referring agency staff shall explain the following to the individual:

Potential services and benefits that might be available from other agencies.

What information these agencies might need and for what purpose(s).

The purpose of the form.

The consequences of signing or not signing this authorization.

Key provisions and protections (e.g., revocation, access to agencies’ written record).

YVV¥ VY

Staff shall make every attempt to ensure that the authorizing person understands the provisions of the form and should
make appropriate efforts to accommodate the special needs of the authorizing person. If the authorizing person is unable

Approved by the Atiorney General's Office 3/10/08



to read or is blind or visually impaired, staff shall read the form to him or her. Interpreters should be made available for
people who do not speak English and for those who are deaf or hearing impaired. If the authorizing person does not
appear to comprehend the meaning of the form, it should be explained. If staff have ANY doubts that the authorizing
person is not comprehending the purpose and provisions of the form, they should ask the authorizing person questions
about the form (what the form allows the agency to do, etc.).

Based upon these answers, if staff determine that the authorizing person is NOT comprehending the purpose and
provisions of the form, staff should follow their agency’s procedures for assuring that the form is signed by a legally
authorized authorizing person who fully comprehends the purpose and provisions of the form. The signature of an
authorizing person who does NOT comprehend what he or she is signing is not valid.

If the authorizing person agrees, the form should be completed. This should be done by the authorizing person, wherever
possible. The authorizing person must sign the form and insert the date in the indicated place. Staff explaining the form
to the authorizing person must sign the form in the indicated place. For those agencies with procedures requiring a
witness (e.g., for a person who cannot write), space is provided for a witness to sign the form. The witness must observe
the authorizing person signing or placing a mark on the form and then must sign as indicated. The referring agency must
give a copy cf the completed form to the authorizing person.

Sharing Information with Other Agencies

It is importarit for the referring agency to notify the other listed agencies that they are parties to this agreement to
exchange information. This notification can be by telephone or through written correspondence. This notification must
be entered into the individual’s record. If the referring agency wants to receive information from other agencies, it must
provide a copy of the signed authorization form with its initial request for information from each listed agency.

Government Data Collection and Dissemination Practices Act

To ensure compliance with the Government Data Collection and Dissemination Practices Act each time information is
disclosed by any of the listed agencies, staff of the disclosing agency must enter the following information into the
individual’s record:

> Name of the agency and the name-of the individual receiving the information.
» Type and source of the information disclosed.

> Reason or purpose for the disclosure.

> Date the information was disclosed.

This requirement can be met by using a disclosure log (a sample can be found in the User’s Manual: Virginia Uniform
Assessment Instrument, Appendix B) or through the agency’s own record keeping policies and procedures.

NOTE: The authorizing person has the right to review the records of disclosure of the referring and other agencies upon
request during the agencies’ normal business hours.

Agency Record Keeping Policies and Procedures
Referring Agency: The original signed copy of the Authorization to Use and Exchange Information form, disclosure
record, and any related materials shall be maintained in accordance with the agency’s record keeping policies and

procedures.

Other Agencies: A copy of the Authorization to Use and Exchange Information form, disclosure record, and any related
materials shall be maintained in accordance with the agency’s record keeping policies and procedures.

Renewing or Amending the Authorization Form
For No Wrong Door this authorization is valid for one year from date of signature, unless the individual or his or her

authorized representative specifies an expiration date, event or condition that will occur prior to one year from the date of
signature.

Revocation of Authgrization
Authorization to exchange information will expire on the date or condition agreed to by the authorizing person. However,
anytime prior to the expiration, the authorizing person may choose to revoke or cancel this authorization either with all or

with selected agencies.
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The authorizing person may revoke his or her authorization by informing any of the involved agencies in writing, by
telephone, or in person. This notification must be noted on the back of the Authorization to Use and Exchange
Information form and signed and dated by the agency staff person receiving the request to revoke the authorization.

If the authorizing person exercises the option of revoking his or her authorization (in entirety or with selected agencies) to
share information under the agreement, the agency receiving this notice shall inform all other listed agencies that are
authorized tc exchange information under the agreement of the revocation of the authorization.

Individuals Who Refuse to Sign the Authorization Form

It is absolutely essential that the individual understand and appreciate what will happen as a result of signing this form.
The individual also needs to understand that there is no requirement to sign this form, but that not signing the form will
result in specific consequences. If the form is not signed, the individual must deal with each agency individually to obtain
needed information, and/or the agency may not be able to provide services. If the form is signed, the process for applying
for and receiving services may be easier for both the individual and the involved agencies.

When Not to Use This Form
The Authorization to Use and Exchange Information form should not be used with:

» Individuals who do not comprehend the purpose and substance of the authorization form; or
> Individuals for whom drug or alcohol abuse diagnostic or treatment information is being shared. In these cases, a
separate authorization form (attached) should be used.

Can Other Interagency Authorization Forms Be Used?
Agencies should accept the Authorization to Use and Exchange Information form as a legally valid form. However, they
may choose to use a different authorization form that addresses their individual needs IF it meets the state and federal

confidentiality statutory and regulatory requirements of ALL the involved agencies.

Approved by the Attorney General's Office 3/10/08



COMMONWEALTH OF VIRGINIA
UNIFORM AUTHORIZATION TO USE AND EXCHANGE INFORMATION
1 understand that different agencies provide different services and benefits. Each agency must have specific information 1o provide services

and benefits. By signing this form, I allow agencies to use and exchange certain information about me, including information in an
electronic database, so it will be easier for them to work together efficiently io provide or coordinate these services or benefits.

I, , am signing this form for
(FULL PRINTED NAME OF AUTHORIZING PERSON OR PERSONS)

(FULL PRINTED NAME OF INDIVIDUAL)

(INDIVIDUAL 'S ADDRESS) (INDIVIDUAL'S BIRTH DATE} (INDIVIDUAL'S SSN — OPTIONAL)

My relationship to the individual is: []Self {(IParent CJPower of Attorney [CJGuardian
[Clother Legally Authorized Representative

I want the following confidential information about the individual to be exchanged:

Yes No Yes No Yes No

[ [O Assessment Information O] [ Medica! Diagnosis O [ Educational Records

[0 O Financial Information (1 [J Mental Health Diagnosis [0 [ Psychiatric Records

O O Benefits/Services Needed, O [O Medical Records O [O Criminal Justice Records
Planned, and/or Received [J [0 Psychological Records 1 [O Employment Records

[J [] Substance Abuse Records ] [O All of the Above

Other Information (write in):

I want

{NAME AND ADDRESS OF REFERRING AGENCY AND STAFF CONTACT PERSON)
and the following entities to be able to use and exchange this information among themselves:

Yes No Identify By Name

[] Dept. of Juvenile Justice = —

[ Dept. of Social Services
Community Service Board

O
[] Local Health Dept.
Ll
0

Physicians
Private Providers

0

Other:

I want this information to be exchanged ONLY for the following purpose(s):
[] Service Coordination and Treatment Planning [1 Eligibility Determination
[] Other:

I want this information to be shared by the following means: (check all that apply)
[0 written Information  [] In Meetings or By Phone [J Computerized Data  [] Fax

I want to share additional information received after this authorization is signed: ] Yes [] No

This authorization is effective:

(DATE)

This authorization is good until: [_] My service case is closed. [] Other:
For No Wrong Door this authorization is valid for one year from date of signature, unless the individual or his authorized representative specify an

expiration date, eveat or condition that will occur prior to one year from the date of signature.

I can withdraw this authorization at any time by telling the referring agency. The listed agencies must stop sharing information after they know my
authorization has been withdrawn. I have the right to know what information about me has been shared, and why, when, and with whom it was
shared. If1 ask, each agency will show me this information. I want all agencies to accept a copy of this form as valid authorization to share
information. If I do not sign this form, information will not be shared and I will have to contact each agency individually to give information
about me that is needed. However, I understand that treatment and services cannot be conditioned upon whether I sign this authorization. There is
a potential for informartion disclosed pursuant to this authorization to be re-disclosed by the recipient and not be subject to the HIPAA Privacy Rule.

Signature(s): Date:
(AUTHORIZING PERSON OR PERSONS)

Person Explaining Form:

(Name)} (Address) {Phone Number)

Witness (If Required);

(Signature} {Address) {Phone Number)
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COMMONWEALTH OF VIRGINIA
UNIFORM AUTHORIZATION TO USE AND EXCHANGE INFORMATION

Full Printed Name of Individual:

FOR AGENCY USE ONLY

AUTHORIZATION HAS BEEN:

[] Revoked in entirety
(] Partially rsvoked as follows:

NOTIFICATION THAT AUTHORIZATION WAS REVOKED WAS BY:

'] Letter (Attach Copy) [C] Telephone ] In Person

DATE REQUEST RECEIVED:

AGENCY REPRESENTATIVE RECEIVING REQUEST:

(AGENCY REPRESENTATIVES FULL NAME AND TITLE)

(AGENCY ADDRESS) (PHONE NUMBER)
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Instructions for Completing the Authorization to Use and Exchange Information Form

PURPOSE - The “Authorization to Use and Exchange Information” form is designed for use by agencies that work
together to jeintly provide or coordinate services for individuals with complex needs. It also can be used to assist
agencies to obtain information needed from other agencies to determine an individual’s eligibility for services or benefits.

This form should be viewed as the end product of a discussion between the worker and the individual or the individual’s
authorized representative which documents the individual’s decision on when and what type of information can be
released or obtained. This form should NOT BE USED with an individual who does not comprehend the purpose and
substance of the Authorization Form.

WHEN PROPERLY EXECUTED, THIS IS A LEGALLY VALID DOCUMENT FOR EXCHANGING INDIVIDUAL
INFORMATION. TO BE PROPERLY EXECUTED ALL STATEMENTS MUST BE COMPLETED WITH THE
APPROPRIATE INFORMATION AND/OR BY CHECKING THE APPROPRIATE YES OR NO BOX.

AUTHORIZING PERSON OR PERSONS - Enter the full name of the person/persons authorizing the exchange of
information.

NAME OF INDIVIDUAL - Enter the full name of the individual about whom the information will be shared.

INDIVIDUAL’S ADDRESS, BIRTHDATE, SOCIAL SECURITY NUMBER (SSN) - Enter the individual’s address,

date of birth, and social security number (SSN). NOTE: Section 2.2-3808 of the Code of Virginia makes it unlawful to
require an individual’s social security number in order to obtain benefits or services unless a specific law allows the
agency to require it.

RELATIONSHIP TO INDIVIDUAL - Check the authorizing person’s relationship to the individual. Note: A legally
valid authorization requires that one of the listed relationships be present.

INFORMATION TO EXCHANGE - Check the appropriate box next to the information the individual wishes to exchange
among the listed agencies. If necessary, write in any other information the individual wishes to exchange. NOTE: If the
individual wishes to limit some of the information to be exchanged in any category, the limitations must be recorded on
the back of the form. An individual may want to exchange most, but not ALL, of the specific information checked “Yes”
(e.g.. a reference to past psychiatric hospitalization contained in psychiatric records). If the individual wants some specific
parts of a record to remain confidential, the referring agency MUST exclude this information when that record is shared
with the other agencies).

REFERRING AGENCY AND STAFF CONTACT PERSON - Enter the name and address of the agency which initiates
the completicn of the form. The staff contact person is the name of the staff person who discussed/explained the use of
the form with the individual and, if appropriate, assisted the individual in completing the form.

SHARING AGENCIES - Check the type of agencies with which the information will be exchanged. If more space is
needed, additional agencies can be listed on the back of the form. The authorizing person(s) must place his or her
signature or initials beside the name(s) of each agency listed on the back. The referring agency should notify the listed
agencies that they are parties to the AUTHORIZATION TO EXCHANGE INFORMATION. This notification can be by
telephone or written correspondence. This notification must be recorded in the individual’s record. If the referring
agency wants to obtain information from the listed agencies, it must provide a copy of the signed authorization form. The
copy may be mailed or faxed.

PURPOSE OF EXCHANGE - Check the appropriate box(es) or enter other purposes in the designated space.

HOW THE INFORMATION IS EXCHANGED - Check all appropriate boxes.

SHARING OF NEW INFORMATION - The individual can limit the exchange of information contained in the record as
of the date of the authorization by checking the NO box. Information not in the record after the authorization is signed

can be exchanged by checking the YES box.

EXPIRATION - The length of time the authorization is valid should bear a relationship to the individual’s participation in
a project, service plan or treatment plan, and should be the individual’s choice. The authorization form may NOT be valid
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“forever”, “indefinitely” or for extremely long periods of time. Unless the individual specifies a particular date or
circumstances, acceptable length of time would be “until placement” or “until my case is closed”. For No Wrong Door
this authorization is valid for one year from date of signature, unless the individual or his authorized representative specify
an expiration date, event or condition that will occur prior to one year from the date of signature.

SIGNATURES - The authorizing person(s) must sign and date the form. A copy of the signed authorization form must be
given to the authorizing person(s). If the authorizing person cannot write he or she will put his or her mark (i.e., initials,
an “X”} in the signature space. The staff person explaining the form to the authorizing person(s) must sign the form and
enter identifying information and a telephone number. If the agency procedures require a witness to an authorizing
person’s mark, space is provided for his or her signature. The witness must observe the authorizing person sign or place a
mark on the form.

REVOCATION OF AUTHORIZATION - The authorization to exchange information will expire on the date or
circumstances agreed to by the authorizing person(s). The authorizing person(s) may revoke all or part of the
authorization at any time prior to the expiration by notifying any of the involved agencies. This notification can be by
telephone, in writing, or in person. This notification to revoke must be documented on the back of the authorization form
by checking the appropriate boxes and entering the applicable information.

NOTIFICATION OF REVOCATION - The agency receiving the revocation notice must notify in writing all listed
agencies of the individual’s revocation of his or her authorization, either entirely or partially. Notification must be

recorded in the case record.

RENEWING OR AMENDING THE CONSENT AUTHORIZATION FORM - The referring agency can renew or amend
(e.g., by adding additional agencies) the original signed copy of the Authorization to Use and Exchange Information form
by having the authorizing person complete and sign a new form. The referring agency must give a copy of the new form
to the authorizing person and forward a copy of the new form to each of the listed agencies. For No Wrong Door this
authorization is valid for one year from date of signature, unless the individual or his or her authorized representative
specifies an expiration date, event or condition that will occur prior to one year from the date of signature.
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CERTIFICATION OF NEED FOR ADMISSION TO

COMMUNITY-BASED RESIDENTIAL SERVICES FOR CHILDREN

Resident Name: Placing Agency: o

Explain how ambulatory/outpatient care does not meet the specific treatment
needs of the recipient.

Explain how proper treatment of the recipient’s psychiatric condition
requires services in a community-based residential program.

Explain how the services can reasonably be expected to improve the
recipient’s condition or prevent regression so that the services will no longer

be needed.

Billing eligibility may only be determined by the most recent date on this form.

For CSA children who are Medicaid recipients, this form must be completed and signed by the
local CSA interdisciplinary team or FAPT (3 signatures) and signed by a physician.

For Non-CSA children who are Medicaid recipients, this form must be completed and signed by
the LMHP and a physician.

The physician cannot be the treating physician at the facility to which the child will be admitted.
If the child is in acute care, the acute care physician may complete the CON,

For a recipient who applies for Medicaid while a resident at the facility, the certification must be
made by the LMHP and a physician.

Team Signatures:

1. Date 3. Date
2. Date 4, Date
Physician Signature: Date:

LMHP Signature (if applicable): Date




CSA UPDATE & COMMUNICATION FORM

[J¢sA Coordinator

[]JDss Care Worker

[court Services Worker
[Jwinchester Schocls Supervisor

Date: Worker:

Service has changed from __

[Oservice Unit Secretary
[C1Dss Supervisor
Finance

Date of Birth:

Address if different

Phone Number if different

[CJGuardian Ad Litem
[CJCourt Services Supervisor

[Owinchester Schools Worker

Child’s Name;

onthisdate to

[ | SERVICE CHANGE IF APPLICABLE

Reason for service change: __
Type of placement: [_]

Narrative:

[ CHANGE IN FUNDING FOR SERVICES:

] Funding scurce for

|:|Reason:
[_|Change in rate from _ per

services changed from to

effective:

to per

Reason

[[Iservices authorized by FTM

FAPT

Emergency CSA Coordinator Approval




wWinchester Department of Social Services (Name of Lead Agency)
Family Team Meeting Report

Family Name Case No
Team Vision Statement

Date of Meeting:
Date of Next FTM:

90 Day Review Date Due:

Child: DOB:
Child: DOB:
Parents/Caregiver(s):

Reason for/Purpose of Meeting: (check all that apply)

Very High or High Risk Child Assessment

Emergency Removal or At Risk of Out of Home Placement

Placement Preservation/Change of Placement/Disruption or Dissolution of Adoption
Prior to a Change of Goal

Requested by a Parent (birth, foster, adoptive, or legal guardian), Youth, or Social
worker

Other {please explain)

Reason for Department’s Current Involvement: (check onej

CHINS

Delinquency

Foster Care Prevention (not CHINS or Delinquency Related)
Entrustment/Noncustodial

Abuse & Neglect

Foster Care

Funding:
[] Yes—Funding Authorized  Type: [_|CSA Mandated [_]cSA Non-Mandated

Date of last CANS assessment:

Presenting Issue. {Reasor: for Family Team Meeting)
-

Strengths
Youth:
L]
Parent{s)/Family:
L ]
System of Care Principles
Family Voice and Choice e Natural Supports ® Community-Based
Collaboration ® Team Based ® Culturally Competent @ Persistence
Outcome-Based e Individualized e Strength-Based



Family Vision Statement {finish this statement}
“Life will be better when.."
1.

LE LIS~ ¥ O

FECOMMENDATIGNS.

Family Team Members in Attendance: (include name and relationship}
L]

Family Team Members invited but not in attendance: {include name and relationship)

Date of Next Team Meeting:
[ ]

System of Care Principles
Family Voice and Choice ¢ Natural Supports ® Community-Based
Collaboration ® Team Based e Culturally Competent e Persistence
Outcome-Based e Individualized e Strength-Based



Winchester Family Team Meeting Signature Sheet

Family Name; Date:

Signing this sheet verifies that you were present during the Family Team Meeting (FTM) and that you actively participated in its
development with guidance and input from the team. The Family Team Care Plan will serve as a written contract between family
members, the Winchester Department of Social Services and family team members. Please sign legibly. After signing, please check
whether you Ggree or disagree with the plan that was developed or outcome that was decided by the team.

Your signature on this document also verifies that you understand that everything discussed in this FTM is considered as private and
will not be discussed with persons outside of this team unless a Consent fo Release Information form has been signed by the family,
the youth/family is under a court order, abuse or neglect has been alleged, or a person is a danger to self or others.

O Agree [ Disagree [0 Agree [ Disagree
Parent/Custodian Date Parent/Custodian Date

O Agree [ Disagree [ Agree [ Disagree
Parent/Custodian Date Parent/Custodian Date

[0 Agree [ Disagree [0 Agree [ Disagree
Youth Date Natural Support Date

[0 Agree [ Disagree [0 Agree [ Disagree
Social Worker Date Natural Support Date

[0 Agree [ Disagree [ Agree [ Disagree
Social Worker Date Natural Support Date

[0 Agree [ Disagree [ Agree [ Disagree
Guardian Ad Litem Date School Representative Date

O Agree [ Disagree ] Agree [ Disagree
Attorney Date School Representative Date

O Agree [ Disagree ] Agree [ Disagree
Attorney Date School Representative Date

O Agree [ Disagree [0 Agree [ Disagree
Attorney Date School Representative Date

[0 Agree [ Disagree [0 Agree  [] Disagree
Probation Officer Date Other Date

[0 Agree [ Disagree ] Agree [ Disagree
Service Provider Date Other Date

[ Agree [ Disagree [J Agree [ Disagree
Service Provider Date Other Date

] Agree [ Disagree _
Service Provider Date FTM Facilitator Date

Supervisor’s initials/date:

System of Care Principles
Family Voice and Choice e Natural Supports ® Community-Based
Collaboration ® Team Based @ Culturally Competent ® Persistence
Outcome-Based o Individualized @ Strength-Based



