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FORM E-1
CASE MANAGEMENT WORK PLAN

Legal Business Name of Respondent: _____________________________________________
Instructions: Number each response to the items below and provide the information requested. 
1. Identify the primary purpose of the proposed project, describe the proposed project and services to be provided, and include timelines for accomplishments. Include justification of proposed project and services based on needs identified in the community and target population assessments. 

2. Describe workforce (attach organizational chart) including the number and qualifications of staff that will provide CSHCN Systems Development Group funded case management services, support systems (i.e. staff development/training) and other infrastructure available to achieve service delivery and program activities. 

3. Describe how your organization will ensure an assessment is completed on each client and that the process will include, at minimum, the child/youth, family or guardian, and other individuals who have been involved in the child's care. And how will your agency ensure that they assessments are ongoing process and updated at minimum annually. Assessments should include the following: 
a. Assess the child/youth’s and family's needs and assist the child/youth and the family in
identifying and accessing needed medical, developmental, social, educational, financial, legal, and other services; 
b. Assess the child/youth’s needs specific to transitioning to adult health care and adult living; 
c. Address current and long-term support needs such as living arrangement and housing to help ensure the child/youth’s access to and involvement in meaningful activities of their choosing within the community throughout their lifetime; 
d. Coordinate services across systems and foster continuity of care. 
e. Document that the child/youth is present during the initial and annual assessment; 
f. Determine the appropriate home and community-based services to meet the child/youth's and family’s needs in the community; 
g. Form the basis for a comprehensive individualized service plan; 
h. Document if the child has health insurance and what type, such as Medicaid, CHIP, CSHCN Services Program’s health care benefits, or other; 
i. Provide specific information about the child’s medical home as defined in this RFA; and 
j. Determine and document which transition services are needed or are being provided. 




4.	Describe how your agency will provide the following for their respective clients: 
a. 	Serve as a single point of access to services which draw upon community resources for the provision of those services; 
b.	Develop an individual written plan of service through a person-centered process of assessment and goal setting in partnership with the child/youth with special health care needs and the child/youth’s family (or an individual of any age with cystic fibrosis); 
i. 	Develop an individual written plan for health care transition for transition-aged youth through a person-centered process of assessment and goal setting in partnership with the youth with special health care needs and the youth’s family using Got Transition’s Transition Readiness Assessment for Youth and/or Transition Readiness Assessment for Parents/Caregivers, as appropriate. Other appropriate transition assessment tools may be used in addition to Got Transition’s tools as necessary to provide comprehensive transition services; 
ii. 	Support the family in sharing or assuming primary responsibility for the child/youth's case management, as appropriate; 
iii. 	Link the child/youth with an appropriate medical home and provide case management and care coordination services to complement the child/youth’s medical home, as applicable, to ensure comprehensive, coordinated, and high-quality medical care including transition services; 
iv. 	Link the child/youth and family with necessary community-based services across systems and serving as a liaison between the child/youth, family, and providers of services, as appropriate; 
v. 	Promote person-centered practices including person-centered thinking and planning, and recognizing and supporting the right of each individual to take control of his or her destiny; 
vi. 	Encourage the development or enhancement of existing community resources; and, 
vii. 	Promote family-centered and community-based systems of care that are comprehensive and coordinated. 
5. Describe how your agency will ensure each child will have an Individual Service Plan (ISP) developed by the child/youth, family or guardian, the case manager and/or other appropriate professional staff which is comprehensive and inclusive of all needs identified on the needs assessment. Describe how the ISP will be maintained and updated throughout and the type of monitoring efforts the agency will take to ensure updates are documented. This may include the child’s medical home and other medical/social service providers. The ISP for community-based services will document patient- and family-centered short-term and long-term goals and specify the type of services needed by the child/youth and family. It will specifically address plans related to medical home, transition to adult health care and adult living, planning for current and long-term services and support needs including housing, and accessing SSI, Medicaid waivers, health insurance and other services as necessary. The ISP will also identify the individual(s) responsible for delivery of specific services as well as the timeline for delivery and completion of services. 

6. Describe how your agency will conduct evaluation/Quality Assurance (QA) activities such as documenting regular review of the child/youth’s records, completion of a family engagement assessment, observation of staff/family interactions, collection of data to measure progress and mechanisms for applying results of QA activities to improve the case management program through appropriate staff development/training and other activities. 

7. Explain plans for outreach activities and how the project will ensure that children/youth, families, and other community providers will become aware of and have access to the proposed project and services. 

8. Describe process for coordinating with the DSHS Regional Manager of Specialized Health and Social Services, Early Childhood Intervention (if applicable), other CSHCN Systems Development Group funded projects (if applicable), and other agencies providing case management services to children/youth with special health care needs in the area. Process should detail how respondent will work with DSHS Regional Manager and how list of active case management clients will be provided within 30 calendar days after each quarter. 

9. Describe your agency’s ability to provide services to culturally diverse populations (e.g., language translation, compliance with ADA requirements, interpreter services, location, hours and other means of assuring accessibility for the targeted population.) 

10. Describe how your agency will ensure staff have received all training required by DSHS such as completing the Case Management Practice Model within the first three months of the initial contract. In addition, new employees complete the Case Management Practice Mode within 60 days of hire date. A brief course description is available at  CSHCN Practice Model (thinkific.com)

11. To ensure efficient and effective utilization of contract funds to maintain and maximize support for CSHCN and their families, describe how your organization will plan for sustainability to maintain your program, in the event of fund reduction. 

A maximum of 7 additional pages may be attached.
	
	
	



