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          When a child and family apply, or are referred, to a Community Service Agency (CSA) for home-based services, the CSA will conduct a preliminary assessment and determine if the child meets the eligibility (medical necessity) criteria for intensive care coordination (ICC).  If the child satisfies these criteria, the child is enrolled in ICC; if not, the child is referred for other services, including other home-based services.  A risk management or crisis safety plan is developed for every child within two days of enrollment. 
  

A care manager then is assigned, who conducts a comprehensive home-based assessment within three weeks of enrollment.  The assessment is strength-based and culturally competent, and considers family dynamics as they impact the child.  Any immediate service needs are addressed promptly.  The comprehensive home-based assessment includes a meeting with the child and family in their home, interviews with other providers, school officials, or key persons with the child's life, a review of relevant records, and, when needed, additional formal clinical assessments. Through this comprehensive assessment process, the care manager collects all relevant information that will be used by the integrated child and family team to develop a single, unified service plan.  
  

The care manager also identifies the initial members of the team, which meets and develops a care plan within twenty-eight days of enrollment.  A decision is made with the family whether a Family Partner would be helpful and should be included on the team.  The team collaborative establishes goals, determines needed services and supports, and identifies specific providers.  Some services may have to be approved by the relevant managed care organization.[1]
  

The care manager assists the family in accessing home-based and other services, coordinates with multiple providers or state agencies, and maximizes natural supports.  Once the service plan and the amount and duration of services contained in the plan are approved and initiated, the care manager meets regularly with the child and family to coordinate and monitor these services.  
  

All aspects of this process for accessing and obtaining services, including initial evaluation, home-based assessment, identification of the team, convening of the team, and determination of appropriate services and supports is done in close collaboration with the child and family and only with their consent.  



[1]Subsequent Features will discuss the role and responsibilities of the care manager, the membership and responsibilities of the child and family team, the benefits of a family partner, the principles of the wraparound planning process, and the approval process by the managed care organizations. 

  

