Children’s Integrated Services Flow Chart (09-14-09)

Urgent Health an(h
Mental Health Care
(assessment and/or
intervention)
provided if needed.
CIS referral can also

occur. /

Pregnant Women, Children Birth to Age 6 Seen by Provider (such as Child
Care, Preschools, Primary Health Care, Hospitals, Health Department,
Mental Health, Schools, Disabilities, Early Head Start/Head Start, Parent
Child Centers, Child and Family Services)

All CIS referrals must be authorized, written or
verbal, by the individual or parent/guardian

Provider
Referral

Notify Referral Source of
Referral Outcome, with
written authorization.

Pregnant Women or Parents/Legal
Guardians of Children Birth to Age 6

Initial
Identification and
Referral

Referrals come through many doors, there
is no wrong door. All referrals are reviewed
by at least two team members (‘2 sets of
eyes’, page 20 TAG) & referral
outcomes/periodic reviews are tracked &

/Qviewed by the CIS Intake Team.

Self
Referral

CIS Intake Team

Review and Triage of Referrals
CIS Intake Coordinator, VDH Maternal Child Health Coordinator, Early Child

At a minimum includes these EC

professionals ~ may also include

others such as EEE specialist or
Home Health MCH Nurse.

Developmental Educator of Part C

Developmental Concerns Referrals go
immediately to Part C for 0-3 years OR Part B
for 3-5 years (there is a 45 day referral to

hood & Family Mental Health Specialist and

/ CIS Intake Form can be

CIS Early Childhood Consultation Team (ECCT) completed once written
Consultation to CIS Intake Team, CIS Individual/Family authorization obtained.
Team and Early Care and Education programs as
requested.
(In addition to the CIS Intake Team membership may

referred to obtain written authorization (if

If further

Member of the Intake Team or their designee
connects with the individual or parent/guardian

already with referral form) & completes initial
intake form. [1 of 3 possible referral outcomes]

IFSP/IEP time line.) Then back to CIS Intake
Team for update & multi-disciplinary review.
/e
» Unable to contact when arranging

initial contact individual or
parent/legal guardian declined
services

not

Information

include Supervisory Unions/EEE, VDH-CSHN Medical
Social Worker, Disability Services, Speech and Language,
Autism, Substance Abuse, Other)

assessment and/or
evaluation are

necessary, written
authorization is
obtained

@

CIS Intake Team, based on initial

interventionist who will take the

plan.

CIS Individual/Family Team
One Plan Completed and Services Organized
Individual/Family, Primary Interventionist and Other Service
Providers Listed in One Plan

Plan with written authorization
for services specified in plan. The
written authorization forms to be

completed will be dependent on

the services in the plan.

Services Delivered and Transition Takes Place
Individual/Family, Primary Interventionist and Other Service
Providers Listed in One Plan

One Plan is to support integration of the planning and
delivery of services. It has 4 sections: 1. identification and
referral, 2. information gathering, 3. family plan, and 4.
ongoing service delivery. The 1st section is finalized and the
remaining sections are in draft and in progress.

intake, confirms or assigns primary

lead along with the family to gather
additional information & develop a

Gathering: starts
with initial intake
and can include
multi-disciplinary
assessment and
evaluation

@

CIS Intake Team, based on initial intake information,
offers education, referral(s) to community based
resources, and/or periodic follow-up which include
surveillance by medical home.

rimary interventionist
(primary service provider)
serves as the main support to
the family and receives
consultation from the ECCT
members so that
interventions are unified and
the family can work with one
main contact (page 27-28
TAG.)

Individualized Child and Family
Outcomes Planning

Services Delivery




