Chapter 9:  Support Coordination in EarlySteps 

This chapter describes the provision of support coordination for SPOE and FSC.  

Topics in this chapter include:
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Introduction to Family Support Coordination
Support Coordination in Part C:
Support Coordination means the activities carried out by an individual to assist and enable an eligible child and the child’s family to receive the rights, procedural safeguards and services that are authorized to be provided under the state’s early intervention program.  
Each eligible child and the child’s family must be provided with one support coordinator who is responsible for:

· Coordinating all services across agency lines, and

· Serving as the single point of contact in helping parents to obtain the services and assistance they need.

Support Coordination is an active, ongoing process that involves:

· Assisting parents of eligible children in gaining access to all services identified in the individualized family service plan;

· Coordinating the provision of early intervention services and other services  (such as medical services for purposes other than diagnostic and evaluation reasons) based on IFSP;

· Facilitating the timely delivery of available services; and, 

· Continuously seeking the appropriate services and situations necessary to benefit the development of each child being served for the duration of the child’s eligibility.

Specific support coordination activities include—

· Coordinating the performance of evaluations and assessments;

· Facilitating and participating in the development, review, and evaluation of individualized family service plans;

· Assisting families in identifying available service providers;

· Coordinating and monitoring the delivery of available services;

· Informing families of the availability of advocacy services;

· Coordinating with medical and health providers; and,

· Facilitating the development of a transition plan to preschool services or other services.

The coordination of services and supports helps to reduce duplication of services and identifies service gaps.  Service Coordination, support coordination, care coordination, service integration, and case management are all terms used to describe efforts and activities of FSC.  Part C uses the term service coordination and Medicaid uses the term support coordination.  For the purposes of the practice manual, EarlySteps will use the term support coordination or family support coordination or FSC.
Intake Coordinators, who are employees of the SPOE, serve as the support coordinator assigned to work with the family during the intake process and conduct the following activities:  intake, screening, information gathering, eligibility determination, referral for resources and supports, offering families freedom of choice in selecting ongoing support coordination and service providers and initial IFSP development.

Family Support Coordinators provide on-going support coordination for as long as the child is eligible for Part C services as part of the IFSP process.  

	Family Support Coordinator


Family Support Coordinator Responsibilities

The functions of the FSC include, but are not limited to:

1. Maintaining the FSC Record for each child served.

a. Maintain the FSC Record for each child with an active IFSP.  The FSC also is responsible for providing all EI forms to the SPOE for filing in the EI record. 

b. Maintain documentation of ongoing services that includes meeting notifications, notices of action, IFSP reviews, annual evaluations and new IFSPs, key correspondence (letters/emails to parents or providers, documentation of phone conversations regarding requests to change providers, change dates of meetings, etc,) and consents to release information in each enrolled child’s early intervention record.

2. Ensuring that Eligibility Determination is completed on an annual basis according to regulations.
a. Schedule the CDA prior to IFSP meetings.

b. Collect relevant assessments and previous evaluations necessary to determine eligibility. 

c. Assure that an Eligibility Team reviews the materials assembled for eligibility determination (EarlySteps Team Meeting Announcement; EarlySteps Eligibility Consultant Statement, Eligibility Determination Form).

d. Discuss the results and participating as a team member for determination of eligibility.
e. Conduct the Family Assessment of Concerns Priorities and Resources for determination of family priorities for the IFSP team meeting.
f. Advise the parent/legal guardian of their due process rights and procedural safeguards related to eligibility re-determination.
g. Assure that if child is ineligible service authorizations remain in effect until the end date of the current IFSP.

h. Case closure will be completed at the end of the current IFSP end date.


3. Collecting required information necessary to plan and complete an IFSP.

a. Assist family to select ongoing providers (Provider Selection Form), if a change in providers is needed.  

b. Obtain relevant releases and authorizations for activities necessary to develop the annual IFSP.

c. Create authorizations for essential and necessary developmental assessments and participation of team members at team meetings (Request for Authorization)

d. Collect relevant reports, including the Comprehensive Developmental Assessment Scores report and input in preparation for the annual IFSP meeting.

e. Send available information (with parental consent) to annual IFSP team members participating in annual IFSP development.

4. Facilitating the annual IFSP Team Meeting and completing the Annual IFSP.

a. Ensure that the variety of planning activities prior to the annual IFSP team meeting are conducted with each family of an eligible child.

b. Ensure that each family understands the annual IFSP process, is familiar with the IFSP format, and is well prepared to act as an equal participant on the IFSP team for the scheduled meeting.
c. Ensure that the family’s priorities from the Family Assessment are reflected in the IFSP outcomes that are developed.
d. Ensure that an annual IFSP is developed for each eligible child within a reasonable timeframe.  

e. Assist family in locating available provider(s) for identified IFSP services through the review of the service matrix (Freedom of Choice of Provider Selection Form, Request for Authorizations).

f. Develop authorization(s) for services based upon IFSP.

5. Facilitating and monitoring the provision of services, including revisions and 6 month review.
a. Completing activities assigned to the FSC from the IFSP using the strategies identified in Section 4:  Outcomes for child and family as well as assisting with obtaining Other Services in Section 8.
b. Notifying appropriate IFSP team members by sending out the Team Meeting Notification.

c. Providing Notice of Action to the family.

d. Reviewing Monthly Progress Reports, Quarterly Reports, and early intervention data.

e. Completing IFSP Revision Form/6 Month Review Form.
f. Completing Change of Authorization Form (as needed) and send to SPOE; file copy for in FSC record

g. Sending appropriate IFSP Revision/Review Forms to all team members and to the SPOE and date copies

h. Writing, disseminating, and filing IFSP Team Minutes or document Optional FSC Case Note if changing provider only, and send completed Freedom of Choice Provider Selection Form to the SPOE.
In monitoring service provision and achieving IFSP outcomes, the FSC must assure that undue amounts of time do not go by with no provider available (NPA).  Services must begin within 30 days of parent consent to implement the IFSP.  If 60 days are reached and the service is still NPA, the FSC should call a team meeting to discuss other options for meeting that outcome on the IFSP.  The chart documentation should reflect all of the specific activities undertaken to find providers.  A monthly phone call to the family to report that the service is NPA is not sufficient to meet the minimum monthly requirement.  The FSC is the team member responsible for the monitoring service provision of the IFSP.
6. Facilitating the Transition events required to support transition from Part C.  Ensure that families are aware of all steps and supports when the child exits from Part C. 

a. Disseminating notification (Early Intervention Services Transition Notification) to the family, LEA and OCDD at 2 years, 2 months
b. Disseminating team-meeting notification to all team members prior to holding the transition team meeting including LEA and OCDD/HSA/D.
c. Facilitating the Transition team meeting identifying next steps.

d. Scheduling and collecting the exit BDI-2 report and provide to SPOE and LEA for data entry between 2.9 and 3.0.  

7. Compiling and generating reports.

a. Collecting all Provider Monthly Reports on a monthly basis.  

b. Using data included in the Provider Monthly Reports to create the FSC Quarterly Progress report submitted to the SPOE by the 20th of the following month.  
c. Accurately track and document billable activities according to the FSC Billing Summary
Billable activities to accomplish these responsibilities are summarized on the FSC Billing Summary.  The detailed description of the activities is found in the OCDD document, “Support Coordination Allowable/Billable Service Activities” which identifies those activities which are able to be conducted by FSC agencies and are billable.  There are some activities which are also allowable which are not billable, such as travel time, staff meetings, etc. which will be necessary to accomplish responsibilities.  The document also outlines activities which are non-allowable and non-billable.  These include provision of direct services, transporting families, etc.  This document is available from OCDD.  The minimum requirements must always be met:  a monthly phone contact with the family and a quarterly face-to-face meeting with the family.  EarlySteps recommends that the quarterly team meeting is the format for meeting the quarterly face-to-face with the family.  

Referral to Office of Community Services

EarlySteps providers, Intake Coordinators, Family Support Coordinators etc. are mandated reporters by Louisiana Law to the Office of Community Services if there is a suspicion of abuse or neglect. 

For more information on the Office of Community Services refer to:  http://www.dss.state.la.us/departments/ocs/OCS_Regions_Directory.html.
FSC Medicaid Eligibility Verification 

· The FSC must verify the child’s Medicaid status each month by the 5th of the month. If the child’s eligibility has changed, the FSC must submit a Change Form to the SPOE and notify each provider of the change by the 5th of the month. The FSC must maintain documentation in the child’s file that the provider and the SPOE were notified.
· FSCs must use their agency provider number to verify Medicaid status and ensure that the agency bills to the correct funding source.  Incorrect fund source billing will be corrected.
Billing for FSC Services

The EarlySteps Central Finance Office (CFO) and Medicaid/Unisys reimburse the FSC agency for services provided.  FSCs receive authorizations from the CFO that can then be used to document delivery of service for billing purposes—the authorizations are transmitted to Medicaid/Unisys by the CFO.  There must be at least one IFSP related activity provided by an FSC in order to bill for a specific child and at a minimum the monthly telephone call and quarterly team meeting must be held to bill for services during the month.
A FSC must have an activity with the family during the month in order to bill for that month of service.  The FSC agency cannot bill services until the end of the month (by the billing cut off date) for CFO.  Medicaid billing is at the beginning of each month for the previous month.
Each face to face contact must have the signature of a parent/caregiver to verify that the service was provided. The FSC must obtain a parent signature on the Team Meeting Minutes Form and/or on the Contact Note. 

Beginning in April, 2010, FSC agencies will begin billing for services in 15 minute units with a maximum number of 36 units per 6-month period being authorized by EarlySteps and submitted to Medicaid/Unisys.  There will be no monthly cap for the number of billable units.  However, all minimum requirements must be met each month and each quarter for the 6-month period, regardless if the total number of units authorized has been met.  FSC’s must carefully track the utilization of units for the 6 months in order to meet family needs as well as to not exceed the 36 unit/6 month cap.  FSC agencies should refer to www.lamedicaid.com for billing guidelines, procedures, and questions.  The Medicaid Case Management Services Provider Manual, Licensing Regulations, and Medicaid Regulations all apply to EarlySteps support coordination agencies and must be strictly followed.  EarlySteps expects these rules and regulations to be followed by all agencies regardless of a child’s eligibility for Medicaid.     When there is a question about support coordination for which an answer cannot be identified in this manual, the agency must also consult requirements from these sources for determining a response.
FSC Billing Summary Checklist 
The FSC Activity Checklist must be included in the official Early Intervention Record.  It serves as a guide to assist FSCs with completing all necessary activities throughout the IFSP process.
Maximum Caseload of a FSC

The maximum caseload that a FSC can carry is 50 cases at any point in time.  Agencies should carefully assess each FSC’s caseload to determine the number of cases which are manageable.  It is not recommended that the maximum caseload be assigned to an FSC. Assignment of 35-40 cases is usually a reasonable case load.
Caseload of a FSC Supervisor
Each FSC supervisor must not supervise more than 8 full-time FSC’s or other professional staff.  A supervisor may carry 8% of a caseload for each FSC supervised fewer than eight (8) employees, but never more than 50% of their time can be used for caseloads.   The intent is to increase the size of a supervisor’s caseload as the number of FSC supervised decreases.  As the number of FSCs the supervisor supervises decreases the supervisor’s caseload would increase by 8% of the maximum caseload.  For example, 8% of a caseload of 35 equals 2.8 rounded up equals 3 therefore for each FSC not supervised the caseload increases by 3.  The chart which follows is intended to provide clarification of the state’s requirement for supervisor caseloads.
	Number of FSC’s Supervised*
	Number of Cases the Supervisor Can Carry with FSC Caseload of 35
	Number of Cases the Supervisor Can Carry with FSC Caseload of 40
	Number of Cases the Supervisor Can Carry with FSC Caseload of 45
	Number of Cases the Supervisor Can Carry with FSC Caseload of 50

	7
	3
	2
	1
	0

	6
	6
	5
	4
	3

	5
	9
	8
	7
	6

	4
	12
	11
	10
	9

	3
	15
	14
	13
	12

	2
	18
	17
	16
	15

	1
	21
	20
	19
	18


*This information is taken from a July 2003 clarification memo sent out to case management agencies based on caseloads of 35 and calculated by EarlySteps for higher caseloads.  Caseloads of 50 are allowable, but not recommended.
 An individual who meets the supervisory qualifications described above must supervise any supervisor who carries a caseload.  The FSC must submit a written plan for approval by the OCDD support coordination supervisor detailing how the same person will perform the functions of supervision and support coordination.  This plan may not be implemented until approval is given. An individual who meets the supervisory qualifications described above must supervise any supervisor who carries a caseload.  
Supervision Activities 
 
Effective supervision includes direct review, assessment, teaching and monitoring of family-centered practices, problem solving, and feedback regarding the performance of support coordination services. Supervisors are responsible for assuring quality services, managing assignments of caseloads, assisting staff in meeting compliance areas and performance indicators, and arranging for training.  
 
· Individual, face-to-face sessions to review cases, assess performance, and provide feedback for improving performance. This individual supervision must occur at least one time per week per FSC for a minimum of one hour. 
· Group meetings with all support coordination staff to problem-solve, provide feedback, and collegial support. 
· Joint sessions in which the supervisor accompanies a FSC to meet with a family for purposes of teaching, coaching, and giving feedback to the FSC regarding performance related to the particular family is included.
· Case record review. A minimum of 10% of each FSC’s caseload must be reviewed for completeness, compliance with licensing standards, and quality each month. 
· The supervisor is accountable for the training, experience, and activities of the FSC.  The supervisor will be responsible to develop and implement an Individual Employee Supervision Plan (IESP) that designates the training, field experience, and peer relationships for a period of no less than (1) year.  The requirements for supervisory record keeping are found in the Louisiana Medicaid Program Case Management Services Provider Manual, Section 6 and are required for all EarlySteps FSC agencies regardless of a child’s eligibility for Medicaid. 

· Consultation with agency supervisor, nurse consultant, service provider, supervisor or other professionals, scheduled or unscheduled, concerning a specific child/family, the medical condition or living situation to assist the support coordinator in finding appropriate supports is a billable activity.  The billing code is included on the FSC Billing Summary form as 
         The supervisor must evaluate Family Support Coordinators at least annually according to written provider policy on evaluating staff performance. 
· The supervisor shall document all supervisory and case review sessions.
Documentation of Supervision 

Each supervisor is required to maintain a file on each FSC supervised that contains: 

· Date, time, and content of the supervisory session; and 

· The results of the supervisory case review which addresses completeness and adequacy of records, compliance with standards, and effectiveness of services. 
FSC Nurse Consultant

FSC agencies must have 16 hours per month of nurse consultation for licensure. The FSC Nurse Consultant role includes:

· Consultation on medical diagnoses, including impact of medical diagnosis on development

· Review of medical records to aid in medical eligibility determination

· Support with general child development issues

	Early Intervention Authorizations


Step 1:  Authorizing Services

Intake Coordinators and FSCs submit authorizations for services using the IFSP (Section 6 of the IFSP specifies the services to be authorized) or Request for Authorization form.  Early intervention providers are dependent upon the Intake Coordinator and FSC for service authorizations to bill and receive reimbursement of services delivered.  Both Part C and Medicaid billing are dependent upon prior authorizations for services.  The authorizations are limited to a maximum 6 month period for direct services and FSC and according to schedule for evaluations and assessments.  Since payment is dependent upon authorizations, Intake Coordinators and FSCs must complete service details accurately to the SPOE for data entry.  The SPOE must enter the authorization within 5 days of receipt.
Step 2: Submitting Authorizations to the SPOE

Intake Coordinators and FSCs must send current IFSPs to the SPOE for data entry no later than 3 calendar days after the completion of the IFSP or IFSP review/revision.  This ensures that authorizations are issued in a timely manner.  

1. An FSC may fax the IFSP to the SPOE for data entry but must subsequently send the original documents to the SPOE.   

2. The SPOE must date stamp the receipt of the IFSP or IFSP Revision Form. 
3. The SPOE maintains the hard copy early intervention record; therefore all originals are sent to the SPOE.  FSCs keep copies of all documents forwarded to the SPOE in their record. 
 Parents and other IFSP team members must also receive a copy of the IFSP within one week (7 days) of completion of the IFSP meeting.
Fully complete and accurate information is necessary for data entry by the SPOE.  In the case of an incomplete or incorrect form, the documents are returned to the FSC for corrections.  NO AUTHORIZATIONS are entered until the corrected IFSP or Authorization form is received.  
Step 3:  Submission of Claims

Billing must be submitted within 60 days of the date of service using provider online system for Part C-paid claims.  If billing is not received within this time frame, the CFO will deny payment. The check run schedule of the CFO is posted on the website, www.laiekids.com.  FSC should verify that FSC authorization is active on the website.  EarlySteps WILL NOT pay for services delivered and billed without an active authorization.  Timely claims submission for Unisys is within one year.
Changing a FSC or Provider

Parents select their early intervention providers by using the Service Matrix. Agencies are not allowed to assign early intervention providers without the consent of the parent. The Family Support Coordinator must communicate on an ongoing basis (a minimum of monthly is required) with each family to ensure that services are being provided and that the family is satisfied. 

  When changing a provider the following steps should be taken: 

1. FSC assists the family in selecting a new provider based on information from the service matrix

2. FSC ensures that the parent completes a “Freedom of Choice Provider Selection Form”, including parent signature
3. FSC makes the appropriate changes in the IFSP

4. FSC sends all original documentation to the SPOE 
5. FSC calls the previous provider to advise them of the parent’s change of providers and that authorizations will be cancelled
6. FSC mails a copy of “Freedom of Choice Provider Selection Form” to both the new provider and previous provider.  

a. Originals of both forms are mailed to the SPOE and kept in the child’s early intervention record 

7. SPOE cancels the active authorizations for the previous provider

8. SPOE issues new authorizations for the new provider

If a parent requests a change of provider, and there is no provider available, the FSC will continue to search for a provider that will assist the child with meeting outcomes.  The FSC should search the Service Matrix at least one time per week to find a provider, and, contact a Regional Coordinator if assistance is needed with locating a provider.  The FSC must document all attempts to locate a new provider.  If a service cannot be accessed after 30 days it may be necessary to hold a team meeting to discuss other options by which the outcomes can be met for the family.

When changing FSC, the following steps must be taken:
1. The Support coordination Agency contacts the family and informs them that their FSC is leaving or has left

2. The Support coordination Agency offers the family the choice of selecting a new FSC from the same agency or from a different agency 

a. If the family selects a FSC from a different agency, the SPOE will present the family with a selection of other FSCs from the service matrix.  Families are not to be assigned a replacement Family Support Coordinator without their consent.

3. The FSC agency sends a “Freedom of Choice Provider Selection Form” to the SPOE

4. The SPOE cancels active authorizations for the previous FSC and issues new authorizations for the new FSC
Note:  the FSC Supervisor can assume caseloads from terminated FSCs for a maximum period of 14 days
If the family does not wish to use another FSC with the same agency, families must contact their local SPOE.
1. The SPOE helps the family choose a Family Support Coordinator by using the service matrix

2. The SPOE ensures that a Freedom of Choice Provider Selection Form is completed, including parent signature

3. The SPOE makes appropriate changes in the IFSP and data system

4. The SPOE mails copy of the Freedom of Choice Provider Selection Form to both the new FSC and previous FSC.  Original is kept in child’s early intervention record.
The previous Support coordination agency is responsible for sending copies of the complete Support coordination record to the new FSC within 7 calendar days.  
Substituting Early Intervention Providers

There may be instances—such as in the event of an illness or vacation—when a substitute service provider may be needed for the child/family. In this case, the family and Family Support Coordinator should jointly develop a plan as to how the IFSP outcomes will continue to be addressed. 

· A substitution of a provider for period of less than 14 calendar days

· This would not normally be considered a substantial change in the plan of care or require a change to the IFSP.  

· A substitute provider may continue to see the child as indicated on the IFSP and may bill on the regular provider’s authorization.  

· The substitute must be enrolled with the CFO. 

· The substitute must sign his/her name as the provider substituting for the regular provider.

· A substitution of a provider for period of more than 14 calendar days

· If a substitution is expected to last longer than two weeks:
The authorized early intervention provider notifies the family's Family Support Coordinator to discuss implications for the IFSP and options to ensure outcomes can be achieved. 

· This may include a change in service provider (s) during the specified period. 

Substitute providers are not to be used as way to cover staff vacancies when a provider has terminated employment.
NO Provider Available

The FSC should search the Service Matrix at least one time per week to find a provider, and, contact a Regional Coordinator if assistance is need with locating a provider.  The FSC must document all attempts to locate a new provider.  Families should not go without needed services.  If a service cannot be accessed after 30 days it may be necessary to hold a team meeting to discuss other options by which the outcomes can be met for the family.

	Early Intervention Records – Family Support Coordinator


Family Support Coordinators must maintain accurate documentation of each contact made on behalf of the child.  FSCs develop a file that contains:

Copies of completed Early Intervention record from Referral to IFSP developed by SPOE

· IFSP Revision

· Team Meeting Notice and Minutes Form and meeting authorizations for team members
· Consents to Release and Share Information (as needed)

· Notice of Action

· Completed IFSP Revision Form from the IFSP
· Updated outcome page of the IFSP, if needed

· If needed, new Authorizations 

· Documentation that new Authorizations were sent to the SPOE

· Section 5, Transition, of the IFSP

· Completed Team Meeting Notice and Minutes Form
· Documentation that IFSP Team Minutes were distributed to all team members

· For change of provider only, receipt and processing of completed  Freedom of Choice Provider Selection Form
· Quarterly Progress Report/6-month Review 

· Team Meeting Notice and Minutes Form and meeting authorizations for team members
· Consents to Release and Share Information (as needed)

· Notice of Action

· Completed Quarterly Progress Report/IFSP 6 Month Review checked on IFSP
· Updated outcome page(s) of the IFSP
· If needed, new Authorizations 

· Documentation that new Authorizations were sent to the SPOE

· Completed Team Meeting Notice and Minutes Form
· Documentation that IFSP Team Minutes were distributed to all team members

· Provider Monthly Progress Notes

· Monthly Progress Notes from providers
· FSC Quarterly Progress Report
· FSC Quarterly Progress Report 

· Documentation that FSC Quarterly Progress Report was sent to the SPOE

· Annual Re-determination of Eligibility
· Authorization for eligibility evaluation 
· Team Meeting Notice and Minutes Form
· Consents to Release  and Share Information (as needed)

· Completed Authorizations for Eligibility Team Meeting for all team members
· Documentation that Authorizations were sent to the SPOE

· Notice of Action
· Completed Eligibility Determination Process Report
· IFSP Team Services Decision Form if needed
· Completed Team Meeting Minutes

· Documentation that Team Meeting Minutes were sent to all team members 

· Annual IFSP

· Team Meeting Notice and Minutes Form 
· Freedom of Choice Provider Selection form  

· Consents to  Release  and Share Information (as needed)

· Completed Authorizations for IFSP team meeting to all team members
· Documentation that Authorizations were sent to the SPOE 

· Completed Assessment documentation:  BDI-2 Evaluation Report
· Completed IFSP, including Section 5, Transition

· Completed/Updated DHH Application
· Transition

· Early Intervention Services Transition Notification sent to LEA at 2 years, 2 months or later if necessary
· Team Meeting Notice and Minutes and meeting authorization for all team members
· Consents to Release  and Share Information (as needed)
· Notice of Action

· Completed Team Meeting Minutes

· Documentation that Team Meeting Minutes were sent to all team members 

· Completed exit BDI-2 Evaluation Report
· Completed BDI-2 Evaluation Report

· Documentation that the exit BDI-2 Evaluation Report was sent to the SPOE and LEA
· Change Form

· Documentation that the Change Form (Case Closure) was sent to the SPOE

· Miscellaneous forms
· FSC attends IEP meeting as requested by the parent

· FSC Billing Summary

FSC File:
FSC Contact Notes 

All FSCs must maintain contact notes for all children served in the EarlySteps system.  This documentation is required for audit purposes by the various funding sources utilized by the Part C system.  If contact was scheduled and did not occur, a contact note should be completed noting the missed contact and the reason that the contact did not occur.

The contact note is the way that the FSC documents every individual service contact.   This is retained in the FSC early intervention record for each child.  
The FSC contact notes contain key information regarding activities that take place throughout the early intervention process.  FSC contact notes also provide a true reflection of events that may prevent progress from taking place.  The FSC should use contact notes as a tool to monitor progress and determine if barriers to progress exist and/or if the family needs other types of assistance.  FSC contact notes can provide guidance during individual contacts and assist the FSC with asking meaningful questions during contact with the family.  Remember, “Support coordination means the activities carried out by an individual to assist and enable an eligible child and the child’s family to receive the rights, procedural safeguards and services that are authorized …under the state’s early intervention program”.  Using contact notes as a tool assists the FSC with carrying out those duties.  
EarlySteps does not have a required format for an FSC contact note, the EarlySteps Provider contact note could be utilized for this purpose or the agency must develop its own form and include the following:

· Child’s Name

· Date of Birth

· Date of contact

· Time of contact

· Type of Support coordination Activity

· Descriptions of Actions Taken

· Follow-Up Actions Needed, including a detailed description of the Action and the Timeframe for Completion

· Parent/Caregiver Signature

· FSC Signature and Date of Completion 

Monthly Contact

The FSC is responsible for contacting families on a monthly basis, or more often as needed.  Contact may be in the form of a telephone call or face-to-face meeting.  Case Note Format must include child name, FSC name, date, and time.  Specific IFSP issues should be discussed at this time, including, but not limited to:

· Continual assessment of the families’ CPR and progress in meeting family outcomes
· Implementation of early intervention services and other services listed in Section 6 of the IFSP

· Possibility of any revisions of any early intervention service listed in Section 6 of the IFSP; and,

· Questions regarding any section of the IFSP

· Medicaid verification 
· Discussion regarding the child’s progress

An FSC agency may use the provider contact note to document contacts with families and providers.
Suggested Questions for Monthly FSC Telephone Contacts and Quarterly Reviews

· How are services going?

· Does the provider arrive on time?

· Has the provider taught you a new strategy each session?

· Do you practice the strategies between sessions?

· If not, why not?

· Are the strategies too difficult?

Do the strategies seem to make sense to you?
· Do you have enough time in the day to practice with your child?

· Have there been any changes in the family that might affect your ability to work with the provider, such as illness, etc?

· Does the provider return your telephone calls promptly?

· Do you find the current level of services manageable?

· Do you feel that there is a “good fit” between you and the provider?

· Do you understand the outcomes that are being worked on?

· Do you have any concerns that we have no talked about?

· Do you need any information on any of your child’s conditions?
· Do you need to be referred to other services?
Parental/Caregiver Signature

Each face to face contact must have the signature of a parent/caregiver to verify that the service was provided. The FSC must obtain a parent and other team members’ signature on the Team Meeting Minutes Form and/or on the Contact Note.  
FSC Quarterly Progress Report

The FSC Quarterly Progress Report is a summary of the progress of the child and family as documented in the Provider Monthly Progress Report.  The FSC should complete the FSC Quarterly Progress Report after review of the Provider Monthly Report on a quarterly basis.  Quarterly dates are based on the initial IFSP date not a calendar date. 
Example:  IFSP begin date is 2-9-08 and the end date is 2-8-09.  The quarterly reviews should be completed within the months of March through May, June through August (this will be with the 6 month review), September through November, and December through February (this will be the annual review).  Quarterly team meetings are the minimum face-to-face contact requirement expected and should not exceed 3 month intervals.  
Once completed, keep a copy of the FSC Quarterly Progress Report for your records.  Send original copy to the SPOE within 5 days from the date of the meeting, and one copy to the family.  Include a copy of the Team Meeting Notice and Minutes Form with the report for the SPOE record.  Additional copies may be sent to IFSP team members or other parties.  Written parental consent is required for sharing with anyone other than IFSP team members.   
If providers do not submit monthly progress reports to the FSC in a timely fashion, or not at all, the FSC should contact a Regional Coordinator for assistance.  If FSC agencies do not submit Quarterly Progress Reports or other required information, the SPOE should contact the FSC, FSC’s supervisor, the agency director then the regional coordinator.
Early Intervention Records Responsibility

· Transfer of Documentation for IFSPs
· FSCs must send original forms and other types of documentation to the SPOE for placement in the early intervention record.  Copies of all of the above documentation, with the exception of contact notes and monthly progress reports from each provider, must be sent to the SPOE. 

· FSC must provide all IFSP team members with copies of IFSP documentation as well as copies of any updated assessment documentation. 
· All Request for Authorization documentation must be sent to the SPOE within 2 days of request.  

· Copies of forms and documentation may be maintained in the file that the FSC keeps for her/his use.  Families must also receive copies of forms for their personal file.
· Transfer of Records When a FSC Leaves an Agency
· There will be instances in which the FSC is terminated or leaves an agency.  Should this occur, the FSC agency where the FSC was employed is responsible for providing the new FSC chosen by the family with a complete child record.  The child record must contain all information developed regarding the child’s progress.
	Early Intervention Records – Additional Information 


Early Intervention Record Protections

Early intervention records are confidential.  Parents must give permission to share information with others by signing a Release of Information.  The release of information must:

1. Specify the information/records that may be disclosed or released; 

2. State the purpose of the disclosure, and 

3. Identify the party or class of parties to whom the disclosure may be made. 

4. Verify the time period of the Release of Information.

If a parent so requests, the agency or institution shall provide him or her with a copy of the records disclosed.   

Access to Records

Provisions of IDEA regarding privacy are intended to protect the interests of families with infants and toddlers with special needs and of the early intervention system.  Three primary privacy regulations that pertain to the exchange of personally identifiable information apply to the EarlySteps program:  IDEA Part C Privacy Regulations, the Family Education Rights and Privacy Act of 1974 (FERPA), and the Health Insurance Portability Act of 1996 (HIPAA).  These regulations govern activities describing parent consent, confidentiality and release of information, access to records, and the requirements for maintenance, storage and destruction of records.

According to the Part C Privacy Regulations, once a child is referred to EarlySteps, the system must have parent consent before disclosing personal information about the child or family.    Signed consent is not needed for EarlySteps to share individual child information with an individual or entity that is an “EarlySteps participating agency.”  For example, a provider who is a member of the IFSP team for a child does not require consent to access information about that child.

FERPA specifies that families have the right to know about the information kept as part of the child’s “educational record.”  Families are informed about the type of information EarlySteps keep in the printed record as well as the electronic record.

HIPAA includes privacy rules to protect the privacy of individually identifiable health information and disclosure of health information.  Health organizations must notify families of the agencies or “covered entities” with whom they may share information.  HIPAA allows for covered entities, such as hospitals to share personal information to public health authorities without consent for the sake of surveillance, investigations, and interventions regarding the health or safety of a child.   
There are two “levels” of access related to the Early Intervention Record maintained at the SPOE:

1.  General Access:  refers to office file access of the early intervention record.   An access roster will be posted on the outside of all filing cabinets where the child records are maintained indicating those personnel (by title) who may have general access to the early intervention records.  This access would generally apply to the supervisor, support staff, intake coordinators, and EarlySteps employees (quality assurance specialists, regional coordinators, central office staff, etc.).    Access by EarlySteps staff is for the purpose of monitoring, program or fiscal audits, or complaint investigation.

2.  Situation-specific Access:  refers to a specific request for information regarding an individual child by and agency or individual.  This request must be accompanied by a signed, dated Consent to Share and Release Information by the parent/guardian authorizing access to that specific record or information.  The SPOE agency is required to have policies in place regarding handling of these requests according to EarlySteps privacy regulations.  This includes an access log in each child’s file indicating the date, the purpose of any and all specific information, and signature of employee with access to the record.

Opportunity to Examine Records 

It is required that all participating service providers permit parents to inspect and review any early intervention records relating to their child which are collected, maintained, or used by the SPOE and/or contracted service providers under this part within 45 days of a request to review.  The right to inspect and review records under this section includes: 

The right to a response from the participating service provider to reasonable requests for explanations and interpretations of the records;

· The right to request that the service provider furnish copies of the records containing the information (if failure to provide those copies would effectively prevent the parent/legal guardian from exercising the right to inspect and review the records); and

· The right to have a representative of the parent/legal guardian inspect and review the records. 

These access opportunities as set forth in federal and state regulations apply to the clinical record maintained by each individual early intervention provider, as well as to the early intervention record maintained and available through the System Point of Entry.  If any Early Intervention Record or any documentation includes information on more that one child, the parents of those children shall have the right to inspect and review only the information related to their child. The identifying information on other children/individuals must be blacked out prior to inspection.

Under the provisions of FERPA, the early intervention record must be accessible to the parents.  An effective practice is to provide parents copies of the documents maintained in the early intervention record when those documents are developed. However, the law does not require this unless it is the only way a parent has access to the record.  

Agencies may charge a reasonable fee for making photocopies of the early intervention record.  The fees must address only the cost of photocopying—not the time used by an employee to research and retrieve the document(s).

Each service provider must supply to parents, at their request, a list of the types and locations of early intervention records collected, maintained, or used by the Part C system.

All documentation related to information requests must be maintained in the early intervention record. Routine and ongoing communications, IFSP updates, releases, and other forms of documentation (such as assessment reports) are provided to the SPOE by the Family Support Coordinator on an ongoing basis.  
There must be documentation of all record activities--including information alteration, destruction, or purging of the formal Early Intervention Record maintained at the SPOE.

Destruction of the Early Intervention Record

The Early Intervention Record must be maintained for five (5) years after the child is no longer provided services through EarlySteps.  This is true for all records—including children found to be not eligible for EarlySteps.  

The SPOE shall inform parents when personally identifiable information collected, maintained, or used in EarlySteps is no longer needed to provide Part C services to the child. The information must be destroyed at the request of the parent, subject to the state requirement that the records be maintained for a minimum of five (5) years after the child is no longer provided services through EarlySteps.  The child record must be shredded so that there is no identifying information after the five (5) year period expires.  

FSC Performance Indicators 
	
	Responsibility
	                            Performance Indicators

	1
	· Assisting parents of eligible children in gaining access to all services identified in the Individualized Family Service Plan.
	· 100%  of eligible children with completed annual IFSP on time.
· 100% of services start within 30 days of parent consent date on IFSP.

· Parent CQI survey results are within acceptable program parameters.

· Self- Assessments are within acceptable program parameters.

	2
	· Ensuring appropriate IFSP teams are established to determine appropriate levels of services with resources available to region in context of a consultative model and in a cost efficient manner.
	· 100% of quarterly team meetings are held on time and appropriate team members participate.
· Average cost of services within acceptable range, according to Best Practice Guidelines.

· Parent CQI survey results are within acceptable program parameters.

· Self Assessments are within acceptable program parameters.

	3
	· Ensuring the services listed on the IFSP's are appropriately identified to meet the individual child and family outcome.
	· Average cost of services within acceptable range, according to Best Practice Guidelines.

· Parent CQI survey results are within acceptable program parameters.

· Self Assessments are within acceptable program parameters.
· Services begin within 30 days from parent consent on the IFSP.

	4
	· Coordinating the provision of early intervention services and other services (such as medical services for purposes other than diagnostic and evaluation reasons) that the child needs or is being provided in a consultative model of service delivery.  Maximizing the use of community supports and resources, i.e. mental health, local education agencies, social services, etc.
	· 100% of families complete Family Assessment and have appropriate outcomes developed to meet child and family needs.

· Parent CQI survey results are within acceptable program parameters.

· Self Assessments are within acceptable program parameters.
· 100% of outcomes written for the FSC are appropriately addressed with the family

	5
	· Facilitating the timely delivery of services as identified on the IFSP.
	· 100% of services begin within 30 days of parent consent from the IFSP.

· 100% of authorizations are issued timely

· Parent CQI survey results are within acceptable program parameters.

· Percent of service provided according to IFSP.

· Self Assessments are within acceptable program parameters.

	6
	· Ensuring annual redetermination of eligibility and providing information on community resources to families of children no longer eligible for EarlySteps.
	· Parent CQI survey results are within acceptable program parameters.

· 100% Percent of children receiving annual eligibility redeterminations within required timelines.

· Self- Assessments are within acceptable program parameters.

	7
	· Ensuring child is appropriately transitioned.
	· 100% of transition meetings occur on time.
· 100% of transition conference notices issued a minimum of 10 calendar days prior to the conference

· 100% of LEA representatives participate in the transition conference

· Section 5 of the IFSP (Transition) has adequate steps and services developed to meet child and family needs for successful transition.
· Parent CQI survey results are within acceptable program parameters.

· Self Assessments are within acceptable program parameters.

	8
	EarlySteps Intake Coordinators and Family Support Coordinators are mandated reporters by Louisiana Law to the Office of Community Services if there is a suspicion of abuse or neglect. 


	· 100% of children on the FSC’s caseload are safe in their home environment
· For more information on the Office of Community Services refer to:  http://www.dss.state.la.us/departments/ocs/OCS_Regions_Directory.html


Directions:  Complete this form after review of provider monthly progress reports on a quarterly basis.  Keep a copy for your records, send original copy to the SPOE 5 days from the date of the meeting, and one copy to the family.  Additional copies may be sent to IFSP team members or other parties.  Written parental consent is required for sharing with anyone other than IFSP team members.    Quarterly dates are based on the initial IFSP date not a calendar date.  Attach Team Meeting Notice and Minutes Form.
FSC QUARTERLY PROGRESS REPORT/6 MONTH REVIEW

  □ 1st Quarter                                        □ 2nd Quarter/6 month review                                     □ 3rd Quarter                                               □ 4th Quarter Annual   
	Child’s Name:
	DOB:
	Date:

	Address:
	FSC:
	Progress for the Period Covering:

____________ to ___________

	Parent/Guardian:
	FSC telephone number:
	


  Quarterly Progress Towards Outcome(s):

	Outcome #
	Provider Name and Service Type
	Rate progress toward achieving the IFSP outcome addressed with the EI service:
	The service provided for this outcome results in improved: 
	Progress Summary

	
	Name: ________________________

Service: _______________________
	· No progress, the IFSP team needs to meet and discuss strategies

· Slight progress

· Making expected progress

· Doing great, will continue these services as described on the IFSP

· Outcome achieved!  The IFSP team must meet to discuss eliminating the services or revising the IFSP outcomes to reflect new skills and changing needs.
	· Social Emotional – Positive social/emotional skills (including social relationships)

· Communication/Cognitive - Acquisition and use of knowledge and skills (including early language/ communication)

· Adaptive - Use of appropriate behaviors to meet his/her needs

· Physical  - Moving 

· Does not relate to any of the above developmental domains
	

	
	Name: ________________________

Service: ______________________
	· No progress, the IFSP team needs to meet and discuss strategies

· Slight progress

· Making expected progress

· Doing great, will continue these services as described on the IFSP

· Outcome achieved!  The IFSP team must meet to discuss eliminating the services or revising the IFSP outcomes to reflect new skills and changing needs.
	· Social Emotional – Positive social/emotional skills (including social relationships)

· Communication/Cognitive - Acquisition and use of knowledge and skills (including early language/ communication)

· Adaptive - Use of appropriate behaviors to meet his/her needs

· Physical  - Moving 

· Does not relate to any of the above developmental domains
	

	
	Name: ________________________

Service: ______________________
	· No progress, the IFSP team needs to meet and discuss strategies

· Slight progress

· Making expected progress

· Doing great, will continue these services as described on the IFSP

· Outcome achieved!  The IFSP team must meet to discuss eliminating the services or revising the IFSP outcomes to reflect new skills and changing needs.
	· Social Emotional – Positive social/emotional skills (including social relationships)

· Communication/Cognitive - Acquisition and use of knowledge and skills (including early language/ communication)

· Adaptive - Use of appropriate behaviors to meet his/her needs

· Physical  - Moving 

· Does not relate to any of the above developmental domains
	

	
	Name: ________________________

Service: ______________________
	· No progress, the IFSP team needs to meet and discuss strategies

· Slight progress

· Making expected progress

· Doing great, will continue these services as described on the IFSP

· Outcome achieved!  The IFSP team must meet to discuss eliminating the services or revising the IFSP outcomes to reflect new skills and changing needs.
	· Social Emotional – Positive social/emotional skills (including social relationships)

· Communication/Cognitive - Acquisition and use of knowledge and skills (including early language/ communication)

· Adaptive - Use of appropriate behaviors to meet their needs

· Physical  - Moving 

· Does not relate to any of the above developmental domains
	


Family Support Coordinator Signature:  _________________________________________________________        Date Sent to SPOE:  ______/_______/_____


FSC Contact Note Format (Optional)

	Date & Time
	Type of Service Coordination Activity (check one)

	
	· Initial IFSP Meeting

· Ongoing Family Assessment of Needs

· 6 Month Review

· IFSP Revision

· Quarterly Report

· Quarterly Face-to-Face with Family

· Annual IFSP Meeting

· Transition Activities

· Case Closure




	Description of Actions Taken
	



	Follow-up Actions Needed
	Action
	Timeframe for Completion

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


FSC Signature:                                                                      Date:
Family Support Coordination Billing Summary

Directions:  Insert Date Activity was conducted.  Use TCM Billable Service Activities for definitions  

FSC Name: _____________________________________FSC Agency:___________________________________________________________

Child’s Name: _________________________________Date of Birth:_____________ Authorization Number:______________________________


Last                                 First
                                               MM/DD/YYYY

FSC Authorization start date:______________________________________________Authorization End date:_____________________________

Initial IFSP Begin/End Date:  _____________________________________     Annual IFSP Begin/End Date:  _____________________________  
	FSC Activity Category


	Date Completed
	Time Start-time finished
	Billable Service Activity

	1.  Intake-Initial Contacts


	
	
	1.1.1 Gather demographic information

	
	
	
	1.1.3 Validate Medicaid eligibility at initial

	
	
	
	1.1.6 Inform family of procedural safeguards, rights, etc

	
	
	
	1.1.7 Provide release of information form

	
	
	
	1.1.8 Follow transition protocol for changing from another FSC 

	
	
	
	1.1.9 Explain agency/EarlySteps privacy information

	
	
	
	1.1.10 Explain EarlySteps program

	
	
	
	1.1.11 Gather records/assessments

	
	
	
	1.2.2 Schedule initial interview/meet with family

	
	
	
	1.2.2  Review information obtained from initial contact

	
	
	
	1.2.5 Complete review of records/other assessments

	Total minutes
	
	

	2. IFSP Development/ 
IFSP Implementation

3.  Referrals to Obtain Service

4. Monitoring/Follow up


	
	
	4.4.1 Notice of Action provided to the family and parents’ rights given

	
	
	
	3.1 Assist family in making informed choices about services to achieve IFSP outcomes

	
	
	
	3.2 Offer and ensure Freedom of Choice for service providers

	
	
	
	2.3   Identify/assist with locating all services available

	
	
	
	3.3 Assist in arranging appointments

	
	
	
	3.4 Submit referral(s)  to service providers

	
	
	
	4.4.9 Conduct direct observation of child with parent/service delivery

	
	
	
	4.1.1 Contact family after service delivery begins to assure services in place

	
	
	
	4.3.1 Complete monthly phone contact with family

	
	
	
	4.3.3 Review provider progress notes

	
	
	
	2.1 Identify, compile,review assessments/other relevant documents

	
	
	
	4.4.13 Client-specific discussion with supervisor, nurse consultant, provider

	
	
	
	1.3.4  Obtain/review relevant info to assist with determination of continued need for program/services

	
	
	
	2.3 Identify and assist in locating services/assistance to child/family

	
	
	
	2.4  Act as advocate on behalf of family for obtaining/accessing rights/services

	
	
	
	2.6 Prepare final version of IFSP

	
	
	
	2.7 Obtain signatures from team members

	
	
	
	1.4.3 Completed IFSP Revision Form/6 month review form, sent to SPOE, copy filed

	
	
	
	1.4.4 Copies of IFSP Revision, team minutes, change form sent to all team members and SPOE

	
	
	
	1.4.5 IFSP revision corrections after review

	
	
	
	4.5.1.2  Meet with family/provider to prepare revision

	
	
	
	4.5.1.3 Obtain signatures

	
	
	
	4.5.1.4 Submit to SPOE for prior authorization

	
	
	
	2.11 Submit authorizations to SPOE

	
	
	
	4.5.1.5 Provide copies of approved revision to provider (s)

	
	
	
	4.5.1.6 Provide copies of approved revision to SPOE

	Total Minutes
	
	
	

	4.3 Quarterly Activities:
Quarterly Face-To-Face Quarterly Report


	
	
	4.4.1 Prepare/send prior written notice of action

	
	
	
	4.4.2 Schedule quarterly team meeting

	
	
	
	4.4.3 Contact team members to notify of meeting

	
	
	
	4.4.4 Conduct face-to-face/team meeting with family/providers

	
	
	
	4.4.9 Conduct  observation of service delivery

	
	
	
	4.4.6Review IFSP, provider progress  notes, etc to assure plan implementation

	
	
	
	4.4.7 Complete Quarterly Report and send to SPOE, parents and IFSP team members

	
	
	
	4.4.11 Report inconsistencies/problems in service delivery

	
	
	
	4.4.12  Follow up of findings: service changes, physician requests, sent to all team members

	
	
	
	4.4.13 Client specific consultation with FSC supervisor, nurse consult, etc

	Total Minutes
	
	

	1.3 Annual Assessment/Redetermination of Eligibility
4.5 IFSP Revisions


	
	
	4.5.1.1. Notice of Action provided to the family, schedule meeting, parents’ rights given, notify team

	
	
	
	1.3.1/4.4.2 Schedule annual IFSP team meeting/revision team meeting

	
	
	
	1.3.2 Notification of Eligibility Meeting to appropriate IFSP team members sent

	
	
	
	1.3.4 Review relevant information

	
	
	
	1.4.2  Arrange CDA/submit authorization/obtain CDA

	
	
	
	4.5.1.2 Conduct team meeting for revision

	
	
	
	2.13  Prepare revisions based on re-assessments

	
	
	
	1.3.6 Conduct Family Assessment/CPR

	
	
	
	1.4.4 Team Meeting Minutes (written, disseminated and filed)

	
	
	
	4.5.1.4 Submit service authorization to the SPOE

	
	
	
	4.5.1.5 Provide copies of revision to providers

	
	
	
	4.5.1.6 Provide copies of revision to SPOE

	
	
	
	1.4.3 Completed IFSP sent to SPOE, team members with team meeting minutes

	Total Minutes
	
	

	5.1  Transition or Transfer of case to new agency

	
	
	5.1.1Notification of Transfer/Transition Conference

	
	
	
	5.1.2 Assist family with IFSP transition steps and services

	
	
	
	5.1.3Transition Letter sent to LEA  and records sent/transfer to 

	
	
	
	5.1.4 Prepare change form and submit

	
	
	
	5.1.6 Communicate transfer to all service providers and receiving agency

	
	
	
	4.4.1 Notice of Action provided to the family 

	
	
	
	5.1.10 Conduct transition conference/team meeting 

	
	
	
	5.3.2 Documentation of discussion, training, steps provided to parents about future services

	
	
	
	5.3.4 Team Meeting Minutes (written, disseminated, and filed)

	
	
	
	5.1.8 Request Exit BDI-2 at age 2.9

	
	
	
	5.1.9 Collect completed Exit BDI-2 and submit to SPOE

	Total Minutes
	
	

	OCDD/Human Services Authority Referrals
	
	
	3.1 Referral to OCDD/HAS for Family Support (if applicable) Cash Subsidy Application/Request for Waiver Registry

	Total Minutes
	
	

	5.2 Case Closure 


	
	
	5.2.1 Obtain copies of any needed correspondence/prepare closure 

	
	
	
	5.2.3 Schedule exit assessment

	
	
	
	5.2.4 Obtain exit assessment

	
	
	
	5.2.5 Schedule and conduct team meeting

	
	
	
	5.2.2Copies of early intervention record sent per parent’s written consent

	
	
	
	5.2.6 Complete Change form and submit to SPOE

	Total Minutes
	
	
	

	6. Record Keeping/Documentation
	
	
	5.3.1 Preparation of service logs/progress notes

5.3.2 Maintenance of participant files

5.3.3 Submission of records to SPOE

5.3.4 Distributing documentation to other team members/agencies

	Total Minutes
	
	
	

	4.5.2 Critical Incident Reporting 


	
	
	4.5.2.1 Prepare report to OCS upon knowledge

4.5.2.2  Refer suspected abuse to the Office of Community Services (OCS).

4.5.2.4 Cooperate with investigation

4.5.2.5 Perform any necessary follow up identified

	                        Total Minutes
	
	
	

	Total number of units used this month
	
	
	

	Total units remaining in auth:
	
	
	


FSC Signature: ______________________________________________Date Completed:  ____________

Targeted Case Management – Support Coordination

Billable Service Activities Definitions

July, 2009

ALL ACTIVITIES ARE APPLICABLE TO THE ELDERLY AND DISABLED ADULT WAIVER, ADULT DAY HEALTH CARE WAIVER, HIV TARGETED POPULATION AND THE EARLYSTEPS POPULATION UNLESS OTHERWISE INDICATED
Service Definition
Support Coordination (Case Management) is defined as services provided to eligible recipients to assist them in gaining access to the full range of needed services including medical, social, educational, and other support services.    The core elements of Support Coordination are intake, assessment, service planning & development, linkage, follow-up monitoring, reassessment, transition/closure, and maintenance of records.
Allowable/Billable Service Activities
1. Intake/Assessment/Reassessment – Intake/Assessment is the process of compiling and integrating formal/professional and informal information relevant to the development of a person centered ISP/CPOC/IFSP which is based on, and responsive to the participant’s desired personal outcomes, functional status, and current service needs.  The assessment provides the foundation for support coordination by defining the participant’s needs and assisting in the development of the ISP/CPOC/IFSP.  Reassessments are conducted at any time, particularly with a significant change, to determine if the participant’s needs continue to be addressed. 
1.1
Initial contact/Intake - Entry point into support coordination.  Intake verifies the recipients’ eligibility documentation and determines need, appropriateness and request for support coordination and waiver services. 
1.1.1. 
gather demographic information and other relevant information from medical sources, supports and services centers, behavior treatment centers, etc.
1.1.2.
determine if eligibility for services has been completed by the appropriate  Regional/Program Office, if not, refer to Regional/Program Office (not applicable to EarlySteps) (EPSDT must obtain the SOA and assessments/evaluations used to determine DD eligibility/special needs cases)



1.1.3
validate Medicaid Eligibility through MEV/REVS or e-MEVS (EPSDT)

1.1.4.
determine need for immediate support coordination intervention (For EarlySteps:  provided by intake support coordinator at SPOE)

1.1.5
determine if participant/family accepts support coordination and the requirements of the program for which they are applying
1.1.6.
inform participant/family of procedural safeguards, rights and 




grievance procedures 

1.1.7
provide release of information form

1.1.8.
document and follow established transition protocol if already receiving support coordination from another agency

1.1.9.
explain agency privacy information

1.1.10.
explain what the waiver/program/Medicaid State Plan services are
1.1.11. gather records and other assessments 

1.2 
Initial Assessment 

1.2.1  
schedule interview 

1.2.2  
review information obtained from initial contact

1.2.3  
obtain signed documents provided at initial contact

1.2.4 
 conduct initial assessment activities as applicable to the population 
1.2.5 
 complete review of records/other assessments


1.2.6
provide information to the participant/authorized representative on rules, policies and procedures outlined in the Self-Direction Employer Handbook and all other documents issued for this payment option.  This includes insuring and documenting that the participant/authorized representative understand the processes for completing all activities related to this option. (Self-Direction participants)



1.2.7
complete enrollment forms (Self-Direction participants)
1.2.8 
arrange eligibility determination assessment (EarlySteps only:  SPOE intake support coordinator)

1.2.9  
obtain results of eligibility determination assessment (EarlySteps only:  SPOE intake support coordinator)

1.2.10  conduct assessment of family’s concerns, priorities and resources (CPR) (EarlySteps only:  SPOE intake support coordinator)

1.3
Yearly Re-Assessment 

1.3.1
schedule yearly re-assessment meeting

1.3.2
contact team members, appropriate professionals/service providers as indicated by the plan and the desires of the recipient to notify of scheduled re-assessment meeting (not applicable to EPSDT)


1.3.3
conduct assessment activities as applicable to the population 

1.3.4
obtain/review relevant information to assist in determining continued need for the program/services

1.3.5
arrange redetermination of eligibility assessment (EarlySteps only)

 
1.3.6
conduct assessment of family’s concerns, priorities and resources (CPR) (EarlySteps only)
1.4  
Documentation

1.4.1 preparation of service logs/progress notes
1.4.2 maintenance of participant files/ESPDT electronic documentation/reporting system

1.4.3 submission of records to SPOE (EarlySteps)

1.4.4 distributing documentation to other team members/authorized agencies 

1.4.5 ISP/CPOC/IFSP revision or critical incident corrections after review
2. Care Plan Development – Care plan development refers to a process whereby an analysis of information from the formal evaluations and the person-centered supports assessment is utilized.  The ISP/CPOC/IFSP is developed based on the identified needs and the unique personal outcomes envisioned, defined and prioritized by the recipient.  The ISP/CPOC/IFSP is developed through a collaborative support coordinator and appropriate professionals/service providers and others who know the recipient best.


2.1
Identify, compile and review the array of formal assessments and other documents that are relevant to the participant's needs, interests, strengths, preferences and desired personal outcomes.
2.2
Assist participant in developing action plan to meet those outcomes
2.3
Identify and assist in locating all services/assistance available to the recipient – community, paid/non-paid, natural supports
2.4
Act as an advocate on behalf of the individual – one who assists an individual in obtaining/accessing rights, services or goods

2.5
Prepare budget and alternate schedules as appropriate (not applicable to EarlySteps or EPSDT)

2.6 Prepare final ISP/CPOC/IFSP/LSCIS CPOC

2.7 Obtain signatures from planning team and chosen service providers as applicable to the waiver/program 

2.8 Assist in developing a back-up service plan and emergency evacuation plan (Self-Direction participants)

2.9 Assist in developing the purchasing plan/budget plan for employment-related goods and services (Self-Direction participants)

2.10 Receive supervisor approval and submit to the appropriate Regional/Program Office/EPSDT Program Manager for final approval (not applicable to EarlySteps) and issuance of prior authorization (not applicable to EPSDT)

2.11 Submit authorizations for services to the SPOE (EarlySteps only)

2.12 Distribute copies of approved plan to all team members/service providers (not applicable to EPSDT)

2.13 Prepare revisions as necessary based on reassessment
2.14 Documentation

2.14.1 preparation of service logs/progress notes
2.14.2 maintenance of participant files/ESPDT electronic documentation/reporting system

2.14.3 submission of records to SPOE (EarlySteps)

2.14.4 distributing documentation to other team members/authorized agencies
2.14.5 ISP/CPOC/IFSP  revision or critical incident corrections after review

3. Referrals to Obtain Service – Referrals to obtain service refers to assisting participants to gain access to all needed services.
3.1
Assist participant in making informed choices about supports and services needed to achieve desired personal outcomes
3.2 Offer and ensure freedom of choice of available service providers
3.3 Assist the participant/family in arranging professional evaluations and appointments (EPSDT)

3.4 Submit referral to direct service provider (EPSDT)

3.5 Track and document PA activities related to service request (EPSDT)

3.6 Assist participant/authorized representative in developing job description, employee task list and work schedule for employees based on the participant’s approved plan of care and on the service specifications (Self Direction participants)

3.7 Verify that potential employees meet the qualification requirements (Self Direction participants)

3.8 Insure and document that employees are aware of the process for completing timesheets, progress notes and critical incident reports (Self Direction participants)

3.9 Transition Support Coordination – The support coordinators who provide services to people who transition from an OCDD Supports and Services Center, a private Intermediate Care Facility for people with Developmental Disabilities (ICF/DD), a Nursing Facility, or hospital, the support coordinator will:

3.7.1
Supports and Services Center/private ICF/DD/Nursing Facility (Intensive Support Coordination)

3.7.1.1
Conduct meeting(s) as needed at the OCDD Supports and Services Center, the private Intermediate Care Facility for people with Developmental Disabilities (ICF/DD), or the Nursing Facility to develop Pre-Comprehensive Plan of Care/Individual Support Plan (CPOC/ISP) and complete a CPOC/ISP

3.7.1.2
Assist the person in locating housing, if necessary.
3.7.1.3
Complete the TEPA form for purchase of items that the person needs to move into his or her home.

3.7.2
Hospital discharge planning

3.7.2.1
calling individuals while in the hospital to assess needs
3.7.2.2
linking individuals to services needed after discharge
3.7.2.3
service planning to include any changes in medical or physical condition after hospitalization.
3.8  
Documentation

3.7.1
preparation of service logs/progress notes
3.7.2
maintenance of participant files/ESPDT electronic documentation/reporting system

3.7.3
submission of records to SPOE (EarlySteps)
3.7.4
distributing documentation to other team members/authorized agencies 3.7.5
ISP/CPOC/IFSP revision or critical incident corrections after review

4. Monitoring/Follow-Up – Monitoring and follow-up assesses the effectiveness of the support strategies and identifies changes in the participant’s needs or other health and welfare concerns.  All components should be monitored and the frequency and intensity must be adjusted to meet the needs of the recipient.
4.1
 Initial and as necessary to insure service delivery is appropriate and adequate
4.1.1 
contact participant after approval and after services begin to assure appropriateness and adequacy of the service delivery
4.1.2
monitor and follow-up to ensure the participant and the employee have submitted the required paperwork to the appropriate entity to ensure the participant’s continuity of services (Self-Direction Participants)

4.2
Weekly


4.2.1 
contact participant weekly (Intensive Support Coordination)
4.3

Monthly



4.3.1
complete monthly phone contact with participant/legal guardian
4.3.2
conduct face-to-face meeting with participant (Intensive Support Coordination)



4.3.3
review provider progress notes, (EarlySteps only)


4.3.4
validate Medicaid Eligibility through MEV/REVS or e-MEVS (EPSDT)

4.4
Reassessment – Quarterly for NOW, Supports Waiver, EarlySteps and EPSDT and every 6-9 months for Children’s Choice

4.4.1
prepare and send prior written notice of action (EarlySteps only)

4.4.2
schedule reassessment meeting

4.4.3
contact team members, appropriate professionals/service providers as indicated by the plan and the desires of the recipient to notify of scheduled interview (not applicable to EPSDT)
4.4.4
conduct face-to-face visit with the participant ( if minor/interdicted parent/legal guardian must be present) (for CC, this occurs at the 6th to 9th month of the plan of care)
4.4.5
review plan and services to insure personal outcomes are being met
4.4.6
review provider plan of care, timesheets, provider service logs, applicable medical delegation forms, emergency evacuation plans, presence of emergency phone information to assure services are being provided as contained in the approved plan of care 

4.4.7
complete Quarterly Report (EPSDT)

4.4.8
complete record review of participants identified as not having a PA issued within 60 days or had a gap in PA (EPSDT)

4.4.9
conduct observation of the delivery of direct services where services are delivered and with the participant present (applicable to NOW only – if minor insure legal guardian is also present)
4.4.10
conduct quarterly telephone monitoring to assure direct service worker is present and is assisting participant to work toward desired personal outcomes (applicable to NOW ).

4.4.11
report any inconsistencies identified during monthly phone contact or reassessment visit to the appropriate Regional Office/EPSDT Program Manager/PAL

4.4.12
follow-up of any findings identified during assessment/reassessment visit (services not being provided according to plan, change in services, physician visits identified, etc.)
4.4.13
consultation with agency supervisor, nurse consultant, service provider, supervisor or other professionals, scheduled or unscheduled concerning a specific individual, his/her medical condition or living situation to assist the support coordinator in finding appropriate supports.

4.5
Revisions/reporting - monitoring of the services in the approved plan of care is ongoing and revisions are to be prepared when needed/identified following policy, reporting critical incidents and follow-up activities  

4.5.1
Revisions for a Change in Services/Service Provider (not applicable to EPSDT)

4.5.1.1
prepare and submit prior notice of action (EarlySteps only)
4.5.1.2
meet with family/provider to prepare revision
4.5.1.3
obtain signatures
4.5.1.4
submit to the appropriate Regional/Program Office for approval and prior authorization (waiver)/SPOE for prior authorization
4.5.1.5
provide copies of approved revision to provider(s) 
4.5.1.6
provide copies of approved revision to SPOE (EarlySteps only)
4.5.2
Critical Incident Reporting (CIR)

4.5.2.1
prepare critical incident report upon knowledge
4.5.2.2
notify appropriate authority following CIR policy (police, EPS, APS, CPS, etc)
4.5.2.3
submit to the appropriate  Regional/Program Office

4.5.2.4
cooperate with the appropriate Regional/Program Office or other authority during investigation
4.5.2.5
perform any necessary follow-up activities identified during/as a result of  investigation
4.5.2.6
initial crisis response

4.5.3
Crisis Responses (issues other than critical incidents) 
4.5.3.1
initial response/review
4.5.3.2
follow-up of issues as needed
4.5.3.3
monitoring/research of provider documentation if identified
4.5.3.4
responding to pagers and calls after office hours
4.5.4
Documentation and communication with the applicable Regional/Program Office regarding resolution of a participant’s Intensive Need status

4.6

Documentation

4.5.1 preparation of service logs/progress notes
4.5.2 maintenance of participant files/ESPDT electronic documentation/reporting system

4.5.3 submission of records to SPOE (EarlySteps)

4.5.4 distributing documentation to other team members/authorized agencies 
4.5.5 ISP/CPOC/IFSP  revision or critical incident corrections after review

5. Transfer/Closure – The transfer of an individual to another agency or population or closure of support coordination services for participants must occur in response to participants offered new program or aging out of current program, the request of the participant, or if the participant is no longer eligible for services.  The closure process must ease the transition to other services or care systems.
5.1
Transfer

5.1.1 prepare transfer/discharge summary
5.1.2 assist the participant with obtaining linkage to another agency if requested


5.1.3
provide copies of most current approved ISP/CPOC/IFSP and all appropriate documentation to receiving agency
5.1.4
prepare 148 (waiver)/change form (EarlySteps) and submit to the appropriate  Regional/Program/SPOE Office reflecting date of transfer of records (not applicable to EPSDT)
5.1.5
submit transfer of record to data contractor to obtain the electronic transfer of approved CPOD (EPSDT)

5.1.6
communicate with all service providers and receiving agency to assure smooth transition (not applicable to EarlySteps)
5.1.7
notify the current provider agency when a participant has chosen the Self-Direction option

5.1.8
schedule exit assessment (EarlySteps only)
5.1.9
obtain exit assessment (EarlySteps only)

5.1.10
schedules and conducts team meeting to facilitate smooth transition (EarlySteps only)

5.2 Closure (for reasons other than death)

5.2.1 prepare closure/discharge summary/LSCIC closure for EPSDT
5.2.2 complete a final written reassessment identifying any unresolved problems or needs and discuss with the participant methods of negotiating their own service needs, if no longer eligible for services or participant refuses services

5.2.3 schedule exit assessment (EarlySteps only)

5.2.4 obtain exit assessment (EarlySteps only)

5.2.5 schedule and conduct team meeting (EarlySteps only)

5.2.6 prepare 148 (waiver)/change form (EarlySteps) and submit to the appropriate Regional/Program/SPOE office (not applicable to EPSDT)
5.3 
Documentation

5.3.1 preparation of service logs/progress notes
5.3.2 maintenance of participant files/ESPDT electronic documentation/reporting system

5.3.3 submission of records to SPOE (EarlySteps)

5.3.4 distributing documentation to other team members/authorized agencies 
6.
Allowable/Non-Billable Activities – allowable/non-billable activities are those activities that are directly related to the provision of support coordination services, but are not payable activities.  These activities have an impact on the amount of time involved with the provision of all support coordination services and documentation is relevant for management reviews.


6.1
Travel time/Mileage – may or may not be associated with a participant.  Travel time/mileage is the time/distance involved when traveling to complete activities with or on behalf of a participant or traveling to/from trainings.


6.2
Training – not associated with participant.  The amount of time spent in relevant and/or required training activities.


6.3
Attempted, Not Completed – associated with participant.  Identifies those instances where any activity with, for or on behalf of a participant cannot be completed.  For example, where travel to/from a meeting with or on behalf of a participant is not successful, i.e., participant/family is not at home or does not show for a scheduled appointment; phone contact attempted but message recorder answered, etc.  Attempted, not completed activities are a result of an action/inaction by the participant and not the support coordinator.


6.4
Supervisory Sessions – not associated with participant.  The amount of time spent completing the required weekly supervisory sessions with the supervisor, but if discussions held on specific participants, billable by the support coordinator.


6.5
Internal Office Activities – not associated with participant.  The amount of time spent in regular staff meetings held at/by the agency, conducting personnel/payroll activities, etc.


6.6
Leaves – not associated with participant.  The amount of non-working time on any given day for leave (sick, vacation, paid holiday, etc).


6.7
General Nurse Consultation – not associated with participant.  The amount of time spent consulting with the SC agency Nurse Consultant on general questions/medical concerns.


6.8
On-Site Project Manager providing support coordination services.  Any support coordination services provided by On-Site Project Managers is not a billable activity as On-Site Project Managers may not carry a caseload.  

7.
Non-Allowable/Non-Billable Activities - non-allowable/non-billable activities are those activities that are determined to be in conflict with activities that are the responsibility of support coordination for OAAS/OCDD but are required of other programs.  These activities are non-allowable/non-billable because they are not included in the definition of support coordination activities pursuant to federal regulations, or are not associated with DHH support coordination activities.  The time for these activities is being recorded to assist in determining how the total daily time of support coordinators is allocated.


7.1
Provision of any direct service such as:  transporting participants, escort services, child care, diagnostic tests, medication management, etc.


7.2
Services not delivered for Medicaid but are specific to other programs such as:  Foster Care, Child Welfare/CPS, Probation/Parole or Special Education programs other than IDEA

7.3
Medicaid eligibility determination/redetermination (This activity is performed by Medicaid).  This does not include eligibility verification, which is required.


7.4
Outreach to connect individuals to Medicaid


7.5
Medicaid intake (This activity is performed by Medicaid upon notification that the individual has received an offer)



7.6
Preadmission screening for inpatient care (This activity is performed by the facility to which the individual may be entering)



7.7
Development of an interim care plan


7.8
Determining medical necessity


7.9
Approval or denial of services


7.10
Utilization review/management


7.11
Assuring health and welfare for individuals who refuse support coordination

7.12
Non-DHH “contract” time - other contractual agreements or activities performed not associated with support coordination services for the populations managed through OAAS, OCDD or the designated Medicaid State Plan services (such as an SC agency hosting/participating in a benefit even if it is for a participant).   

Who Do You Call?

Following the Chain of Command:

Issues with Service Coordinator:  Contact the FSC, then the Agency FSC Supervisor, then the FSC Agency Director.

Issues with a provider:  Contact the provider, then contact the Regional Coordinator.  Regional Coordinator will complete the complaint process if necessary.

Issues with Regional Coordinator:  Contact the Regional Coordinator and then contact Brenda Sharp.

	Issue
	Contact
	How to find
	In Practice Manual

	EarlySteps Website
	
	http://www.earlysteps.dhh.louisiana.gov
	Chapter 1

	CFO Website
	1-888-305-4985
Fax:  913-888-6683
	https://www.laeikids.com.

	Chapter 1

	Service Authorization
	Family Support Coordinator
	http://www.eikids.com/la/matrix/
	Chapter 9 & 10

	Complaint

	OCDD Regional Office
Complaint Contact
	Website:
http://www.dhh.louisiana.gov/offices/page.asp?ID=77&Detail=3259
	Chapter 1 & 2
Family Rights Handbook

	
	Regional Coordinator
	http://www.earlysteps.dhh.louisiana.gov, click on Regional Coordinators on the left side in Red
	

	Parent-to-Parent Contact
	Regional Community Outreach Specialist (COS)
	http://www.earlysteps.dhh.louisiana.gov, click on Community Outreach Specialists  on the left side in Red
	Chapter 1 & 12

	
	Regional Coordinator
	http://www.earlysteps.dhh.louisiana.gov, click on Regional Coordinators on the left side in Red
	

	
	Families Helping Families
	http://fhfgbr.org/
	

	Parent Support Group
	Regional Community Outreach Specialist (COS)
	http://www.earlysteps.dhh.louisiana.gov, click on Community Outreach Specialists  on the left side in Red
	

	
	Regional Coordinator
	http://www.earlysteps.dhh.louisiana.gov, click on Regional Coordinators on the left side in Red
	

	
	Families Helping Families
	http://fhfgbr.org/
	

	Billing/Payment-Medicaid
	
	Billing/Payment-Medicaid
	Chapter 9 & 10

	Billing/Payment –Non-Medicaid/Part C
	
	Billing/Payment –Non-Medicaid/Part C
	Chapter 9 & 10

	Provider Enrollment
	Regional Coordinator
	http://www.earlysteps.dhh.louisiana.gov, click on Regional Coordinators on the left side in Red and click on Information for EarlyStep Providers
	Chapter 10/13

	Training/E-learning
	Regional Coordinator
	http://www.earlysteps.dhh.louisiana.gov, click on Regional Coordinators on the left
	Chapter 10

	
	
	http://earlysteps.training.essentiallearning.com
	

	Service Delivery
	
	http://www.earlysteps.dhh.louisiana.gov
	Chapter 1


	Find FSC
	
	http://www.eikids.com/la/matrix/
Parish name, then Family Support Coordinator or FSC’s name

	Chapter 9

	Issue
	Contact
	How to find
	In Practice Manual

	Find Service Provider
	
	http://www.eikids.com/la/matrix/
Parish name, then type of provider or provider’s name
	Chapter 10

	Forms
	
	http://www.earlysteps.dhh.louisiana.gov, click on Information for EarlyStep Providers, scroll to the end of page
	Chapter 14

	General Information for Service Providers
	Regional Coordinator
	Contact your regional Coordinator
http://www.earlysteps.dhh.louisiana.gov, click on Regional Coordinators on left hand side in red area.
	Chapter 10/13

	Make a Referral to ES
	1-866-327-5978
	http://www.earlysteps.dhh.louisiana.gov,
	Chapter 3

	Regional Coordinator
	OCDD Regional Office
	http://www.earlysteps.dhh.louisiana.gov, Central office information on this page.
Click on Regional Coordinators on left hand side in red area for Regional Coordinators contact information.
	

	When is someone coming out?
	System Point of Entry
	http://www.earlysteps.dhh.louisiana.gov, click on EarlySteps SPOE
	Chapter 3

	
	Or Contact Regional Coordinator
	http://www.earlysteps.dhh.louisiana.gov, Central office information on this page.
Click on Regional Coordinators on left hand side in red area
	

	How do I change providers?

	Contact your Family Support Coordinator
	http://www.eikids.com/la/matrix/
Parish name, then Family Support Coordinator or FSC’s name
	Chapter 9 & 10

	I am moving or have a new phone number.  Who do I tell?
	Contact your Family Support Coordinator
	http://www.eikids.com/la/matrix/
Parish name, then Family Support Coordinator or FSC’s name
	Chapter 2 & 10

	My FSC won’t call me back?

	 Contact the FSC, then the Agency FSC Supervisor, then the FSC Agency Director.  If not resolved contact the Regional Coordinator.
	http://www.earlysteps.dhh.louisiana.gov, Central office information on this page.
Click on Regional Coordinators on left hand side in red area
	

	There is an Autism concern who do I see now?
	Contact your FSC in order for a screening to be scheduled.
	http://www.eikids.com/la/matrix/
Parish name, then Family Support Coordinator or FSC’s name

	

	What do I need to do with the papers I received from OCDD?
	Contact your OCDD Regional office or your FSC.
	http://www.earlysteps.dhh.louisiana.gov, Central office information on this page.
Click on Regional Coordinators on left hand side in red area
	

	
	
	http://www.eikids.com/la/matrix/
Parish name, then Family Support Coordinator or FSC’s name

	

	Can you help me fill out my SSI papers, find housing, etc?

	Yes, your FSC can assist you with this or offer other resources for you to contact.
	http://www.eikids.com/la/matrix/
Parish name, then Family Support Coordinator or FSC’s name

	

	Issue
	Contact
	How to find
	In Practice Manual

	I have questions about my explanation of benefits

	Contact your FSC
	http://www.eikids.com/la/matrix/
Parish name, then Family Support Coordinator or FSC’s name

	


FORMS


FSC Quarterly Progress Report (included in this chapter)


FSC Contact Note Format (Optional) (included in this chapter)


Change Form


Early Intervention Services Transition Notification


FSC Support Coordination Billing Summary








FSC Signature:                                                                      Date:
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