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I. Overview 

The Children’s Mental Health Initiative (CMHI) is a program to provide services to children who do not have formal involvement with the child welfare system, but due to their behavioral health needs, require services to maintain safely in their home and community.  When community services are not able to maintain the child at home, the CMHI may fund higher level out of home services.  The CMHI provides services to children who are not eligible for Medicaid, but would otherwise meet the level of need to qualify for the Medicaid funded Children’s Mental Health Wraparound Services.  CMHI providers must be appropriately certified by the Division of Mental Health and Addictions to provide Children’s Mental Health Wraparound (CMHW) Services.  Services provided may include:

· Assessment for eligibility 

· Wraparound Facilitation

· Habilitation

· Respite

· Family Support and Training for the Unpaid Caregiver

· Behavioral health services as defined under Medicaid Rehabilitation Option

· Behavioral health services as defined under Medicaid Clinic Option

· Other necessary client specific services 

II. Objectives
The CMHI has the following objectives:

·  To allow families access to needed services so that children do not enter the child welfare or probation system for the sole purpose of accessing services.
· To make sure families do not get bounced from agency to agency trying to access services.
· To ensure that children are receiving services in the appropriate system. 
· To build community collaborations through examining current practices and cross-educating community stakeholders on available resources. 
· To construct a multiagency approach for all children within communities in order for best outcomes and service conditions. 
III. Eligibility
· DSM-IV-TR Diagnosis- Youth meets criteria for two (2) or more diagnoses. 

· CANS 4, 5, or 6 and DMHA/DCS Project Algorithm must be a 1
· Child or adolescent age 6 through the age of 17
· Youth who are experiencing significant emotional and/or functional impairments that impact their level of functioning at home or in the community (e.g., Seriously Emotionally Disturbed classification)
· Not Medicaid Eligible/Lack funding for service array 
· Other children who have been approved by DCS to receive services under the Children’s Mental Health Initiative because they are a danger to themselves or others  
Note:  The Children’s Mental Health Initiative is a voluntary service.  The caregiver must be engaged in order to access services. 
IV.  Access
Children are sent to the local Access Site for an Intake/Assessment. Those who meet the eligibility criteria for the CMHI are served through DCS contracted service providers.  Those who do not, are provided other services and/or connected to resources within their local community.  This may include Community Partner’s for Child Safety services, Post Adoption Services, and/or other services within the CMHC to meet the needs of the family. (See Figure 1)
Figure 1:

Access to Children’s Mental Health Services



















V. Access Site Requirements
Family and Social Services Administration, Division of Mental Health and Addictions, in conjunctions with the Department of  Child Services,  has established DMHA approved Access Sites which will serve as the starting point for families wanting to access services through the Children’s Mental Health Wraparound Services and the Children’s Mental Health Initiative.  These sites have the following requirements:

· Access Site must be able to bill Medicaid

· The access site must have a central phone number.  There should not be multiple numbers for a single county.  Needs to be a direct line for the access site only.
· Must have staffing available to offer service access according to the prescribed timeline.
· Must have at least one individual who has received training in Wraparound Facilitation by DMHA.   Wraparound Facilitators must complete the full certification process within 18 months.  Those who are unable to start the certification process prior to rollout will still be required to complete cohort training on wraparound facilitation. (Questions about training should be sent to Heidi Gross at DMHA. Heidi.Gross@fssa.in.gov).  If staff have already been trained a Wraparound Facilitator through CAPRTF, they will not need to complete additional training.  
· Those access sites who will be offering the array of services must also undergo the certification process for DMHA in order to provide Habilitation, Training and Support for Unpaid Caregivers, as well as Respite. (Questions about the certification process should be sent to Heidi Gross at DMHA. Heidi.Gross@fssa.in.gov). 

· The community must have a plan to outline how services will be provided if the provider is not offering the full array.  

· Access Sites should designate an individual to participate in the local Systems of Care (SOC) to ensure community awareness. 

VI. ACCESS Site Process 

Incoming Referral

1. REFERRAL: Access site receives information from Referral Source. Referral Source will be asked if the caregivers have been made aware of the referral. It is important that families know their child has been referred for these services. Family engagement can be a challenge if parents are not prepared for a call from a Community Mental Health Provider.
2. PRESCREEN: (Completed in 2 business days from referral): A pre-screen of the child’s information will occur to determine if the child may meet the eligibility criteria.   
a. Child does not appear to meet eligibility criteria (does not pass the prescreen): If the child does not appear to meet criteria, the referral will be screened- out of program participation.
i. Referral to other Mental Health Services, Community Partners for Child Safety, DCS Local Office, Multidisciplinary Team (MDT), and/or to the appropriate agency for the child to obtain services that meet the family’s needs.
b. Child appears to meet eligibility criteria (passes the prescreen): If the child appears to meet criteria the referral will be screened-in to program participation.
i. The Access Site will verify Medicaid coverage and/or what Medicaid will cover. 

ii. If the child has Medicaid coverage, connect to appropriate Medicaid service provider. If Medicaid denies funding, continue with the assessment phase for CMHI funding.  
3. ASSESSMENT (completed in 5 business days from prescreen): Enter the child as a case in KidTraks to receive a referral for the assessment. (See Appendix A)
DCS will authorize the Assessment Referral: Upon approval from DCS, the assessment will occur.    
a. Child meets eligibility criteria: If the child meets eligibility based on  the results of the assessment, the CMHC creates recommendations for Child Mental Health services via KidTraks.  The recommended services must be limited to those listed under Child Mental Health in your DCS contract or approved by the CMHI Manager.  DCS reviews and approves services in order for child to begin services within 2 business days. The youth will remain eligible for the program for 1 year.  
b. Child does not appear to meet eligibility criteria: If the child does not appear to meet eligibility based on the results of the assessment, a referral to other Mental Health Services, to Community Partners for Child Safety, Local DCS office, Multidisciplinary Team (MDT), and/or to the appropriate agency for the child to obtain services that meet the family’s needs.
The determination of level of need and eligibility for services in the evaluation/reevaluation process is determined by DMHA staff or contracted entity who possess the following qualifications:

1) Bachelor’s degree, with two (2) or more years of  clinical experience; or 

2) Master’s degree in social work, psychology, counseling, nursing or other related field, with two (2) or more years of  clinical experience; and

3) Completed DMHA- and OMPP-approved training and certification for eligibility and determination for services.
VII. Services
All services provided through the Children’s Mental Health Initiative are voluntary services.  The family must be engaged in services in order to remain eligible for the CMHI.  

Children who qualify for the CMHI, may access the following services based on need (please reference the Children’s Mental Health Initiative Service Standard):

· Wraparound Facilitation

· Habilitation

· Respite

· Family Support and Training for the Unpaid Caregiver

· Behavioral health services as defined under Medicaid Rehabilitation Option

· Behavioral health services as defined under Medicaid Clinic Option

· Other necessary client specific services 

Residential Services:

Services provided may include:

· Voluntary Residential Services Oversight (Please reference the Service Standard)
· Acute transition services: CMHI may cover an extension of an acute stay when the youth will be transitioning to residential and is waiting for acceptance into the residential program.   
· Residential Services
Requests for payment of acute transition services and residential placements are reviewed on a case by case basis.  The following information is considered:

· All available assessments (including the CANS)

· Medical and/or psychological recommendations

· Recommendations from the Wraparound Facilitator or Post Adoption Service Provider, family, and collateral contacts 

It is important to note that the parent/legal guardian is making the placement (not DCS) and a Voluntary Placement Agreement is required (See Appendix B).  The family should understand the placement is short term and they must be engaged and willing to work toward the child returning home. 
Medication Assistance:

When a family needs assistance with the cost of prescribed medications, the family will be directed to consult resources offering free or low cost medication. If those services are not available, DCS will determine if the medication should be paid through the CMHI.
Insurance Copay and Deductibles:
DCS will pay copayments and cost of services when a deductible applies.  An insurance explanation of benefits statement is required.

Critical Incidents:

When critical incidents occur, the provider must contact the CMHI Manager by telephone or email on the next business day.  In addition, the Critical Incident Form must be completed within 48 hours and uploaded in the KidTraks system. (See Appendix C)

Transition out of Services: 
At 6 months after the initiatial eligibility determination, the child/youth is reassessed.  If the youth no longer meets the eligibility criteria for the program, a transition plan should be developed and services may continue until participation reaches 1 year.  At 1 year, services should discontinue with community supports in place.

When the child/youth has been in the program longer than 1 year, the youth should continue to be reassessed every 6 months to determine level of need.  If, at any point, the child/youth does not meet the eligibility criteria, a transition plan should be developed that discontinues services within 90 days.

VIII.  Services for Children with an Open DCS/Probation Case
Children who are currently involved in an open Informal Adjustment, CHINS or Probation case may not receive services through the Children’s Mental Health Initiative. Children that have a closed case and meet the eligibility requirement may participate.
· If a CHINS/IA or JD/JS case is not yet opened, an assessment for the Children’s Mental Health Initiative may be completed before a decision is made whether or not to pursue a case.
· If a CHINS/IA or JD/JS case is opened, the child should be served through available services under the CHINS/IA or JD/JS case (not the Children’s Mental Health Initiative).  When the CHINS/IA case has been dismissed or the condition of delinquency has been alleviated and the CHINS/IA or JD/JS case closes, the child may participate in the CMHI if deemed eligible. 
· An assessment for the Children’s Mental Health Initiative may be completed while there is an open CHINS/IA or JD/JS case to determine eligibility prior to closing the case. 
*The Children’s Mental Health Initiative is a voluntary service.  The caregiver must be engaged in order to access services.   

Appendix A:

Creating Referrals

in KidTraks 

How to request a referral for an assessment
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How to Recommend Services:
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Enter the Vendor Portal 
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Select:  Add Recommended Services
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Enter the child’s name to search for the  Case ID if not known.
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Once the appropriate child is selected the Case ID will populate the field. 

 Select/Click: Continue
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Select/Click: Continue in the right column of the Service being referred (Child Mental Health)
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Enter the identified dates and start date.  Stop date can be no more than 180 days from the start date. 

All available services will appear on screen.  For these families, you are only entering services listed under Child Mental Health Initiative. Enter the recommended units for each unit type. (Please review the units as to how they are billed). 

Enter the goals.

Select/Click: Continue to add additional services. 
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Select/Click: Create Referrals –the recommendation will be sent to the DCS for review and approval.

*Questions about the KidTraks process and how to gain access/privileges within the system please contact Katie Connel at Kathryn.connel@dcs.in.gov 
Appendix B:

Voluntary Service Agreement
Voluntary Placement Agreement

(CMHI) 

This voluntary placement agreement (the “Agreement”) is entered into by and between ______________________ _______________________ (Parent/Legal Guardian/Custodian) (hereinafter referred to as “Parent(s)”) and the Indiana Department of Child Services (“DCS” or “State”) and is executed pursuant to the terms and conditions set forth herein.

Purpose:

To allow for the voluntary placement of appropriate children with licensed foster parents (through DCS or a licensed child placing agency) or DCS licensed residential treatment service providers and for payment for the special treatment or care received.  Placement may also be made through any other public agency that DCS deems appropriate.
Pursuant to IC 31-34-1-16, Parent(s) desire to voluntarily place the child named below (“Child’) out of the home in order to obtain special treatment or care for the child’s emotional, behavioral, or mental disorder and/or his/her developmental or physical disability.  

Child’s Information:

___________________  
______________________
___________________________

         First Name

           Middle Name


    Last Name
____________________


         Date of Birth

Parties agree that:

1) Parent has legal custody of the Child and has voluntarily requested the State’s assistance with the Child.  DCS shall pay for services that are provided to the Child under this Agreement, except as specified in paragraph 67(a) below.
2) By entering into this Agreement, Parent is not transferring legal custody of the Child to DCS.

3) This is a binding, legal agreement delegating certain rights, duties, and responsibilities.  
4) Both parties anticipate the Child being in such voluntary placement for approximately 30 days but not to exceed 30 days unless an exception is made in writing by the Director or designee.  An exception request must be requested in writing N/A days prior to the estimated end of the placement.   
5) Parent retains authority as the parent of the Child and shall continue to exercise rights and to fulfill obligations as a parent as necessary to facilitate and support Child’s success in placement, including but not limited to-- participation in the informed consent process for health care decisions and bearing financial responsibility to the extent the Parent is able. 
6) Parent shall participate in services for the Child as requested by DCS or the placement provider.  Failure of Parent to participate in services for Child may result in termination of this agreement by DCS.   
7)(a)Parent shall cooperate with DCS in determining his/her portion of the placement costs for the Child by keeping DCS apprised of health insurance, parental earnings  and other financial resources available to the Child including, but not limited to, child support, SSI, adoption subsidies, and other governmental benefits.  Parent shall assign to DCS all benefits on behalf of the Child during the Childs placement.  Such assignment will be in an amount not to exceed the amount DCS expends for the Child’s placement.
  (b) Additional terms: ___________________________________________________________________________________

___________________________________________________________________________________


___________________________________________________________________________________
8) In conjunction with this Agreement, an individual child placement referral (“ICPR”) will be completed specifying the program and/or service(s) selected for the Child and the per diem rate for said program and/or service(s).  

9) Should parties determine that the best placement is with a provider who has a contract with another public agency (“Other Agency”) and that Other Agency is able to arrange for the Child’s placement, DCS agrees to transfer funds to the Other Agency as agreed to by DCS and the Other Agency. 
10)  Either party may revoke (terminate) this Agreement.  If Parent requests that the Child be returned to the home of the Parent or another relative, the Agreement shall be deemed revoked.
Parent/Legal Guardian/Custodian


Parent/Legal Guardian/Custodian



Signature: _____________________________
Signature: ___________________________

Printed: _______________________________
Printed: _____________________________

Date: _________________________________
Date: _______________________________
Indiana Department of Child Services

By: __________________________________

      Deputy Director of Services and Outcomes (or designee)

Printed: _______________________________ 

Date: _________________________________
If Applicable:  “Other Agency”
______________________________________ (Public Agency name)

Signature: _____________________________

Printed: _______________________________

Date: _________________________________
Appendix C:

Incident Report


Children’s Mental Health Initiative CMHI
Incident Report Form — Confidential

Please upload completed report form via secure KidTraks under the youth/child’s CMHI Case. 
	SECTION I – PARTICIPANT INFORMATION (Subject #1)

	ID#: __________________        DOB: _______________        Gender: M   F      County: ____________________________

Last Name: ____________________________________       First Name:_________________________________________

Address: ____________________________________________________________________________________________

City, State Zip: _______________________________________________________________________________________

Primary Funding Source:         CMHI           Wrap Facilitator Name and Agency:________________________________
 

	INDICATE WHICH OF THE FOLLOWING AGENCIES AND INDIVIDUALS HAVE BEEN INFORMED   

	Check all that apply and provide:

        Residential Provider                              Name:__________________________________   Date:___________________                                                                                                                                          

     Parent/Guardian                                      Name:__________________________________   Date:___________________

     Habilitation/Vocational Provider          Name:__________________________________    Date:___________________

     Wraparound Facilitator                          Name:__________________________________   Date:___________________ 

     DCS Hotline                                          Name:__________________________________   Date:___________________ 

     Coroner                                                  Name:__________________________________   Date:___________________ 

     Police                                                     Name:__________________________________   Date:___________________

     Other                                                      Name:__________________________________   Date:___________________

____________________________________________________________________________________________

Supervisory Provider Information:

Responsible Supervisory Provider: ___________________________________________________________

Individual Supervising at Time of Incident: __________________________________________________________

	SECTION II – REPORTING PERSON AND REPORTING AGENCY

	Last Name: __________________________    First Name: ______________________     Position: ____________________________


Phone: _____________________________      Email: ________________________________________________________________

Date Report Submitted: _______________       Reporting Agency: ______________________________________________________

	SECTION III – INCIDENT INFORMATION

	Incident Type (Brief Description): _________________________________________________________________________________

Date Incident Occurred: ______________________ Time Incident Started: __________________ AM / PM



	Where                    Home/Residence            Hospital                       Service Location 
Incident                  Residential Facility      School                          Community 
Occurred:               PRTF                         Other (Explain):_________________________________________________

	INCIDENT INITIAL REPORT (STANDARD) — CONFIDENTIAL

	As Report in Section I – Participant Information (Subject #1) – Confidential

Consumer Name: ______________________________________________________________ Slot #: ________________

Incident Date: _________________________ Incident Time: __________________________ AM/PM

	NARRATIVE: DETAILS — STANDARD

	Describe the injury, condition or circumstance of the incident and the activities taking place immediately prior to the incident. Identify all participants and their involvement in the incident. Please be comprehensive but concise in explaining who, when, where, why, how and what was heard and/or observed:

	

	Plan to Resolve (Immediate and Long-Term):



	


Acronyms and Resources:

Access Site: The single point of service access and information for youth, families and providers who are in need of resources related to intensive, community-based family preservation services.

BDDS: Bureau of Developmental Disabilities Services
CANS : Child and Adolescent Needs and Strengths
CHINS: Child in Need of Services

CHINS 6: The child substantially endangers his/her own health or the health of another individual. http://www.in.gov/dcs/files/6.B_Tool_-_Statutory_Definition_of_CHINS.pdf 

CMHC: Community Mental Health Center

DCS: Department of Child Services http://www.in.gov/dcs/ 

DMHA: Division of Mental Health and Addictions http://www.in.gov/fssa/dmha/6643.htm 
FSSA: Family Social Services Administration

JD: Juvenile Delinquency

MRO: Medicaid Rehabilitation Option

PRTF: Psychiatric Residential Treatment Facility http://www.in.gov/fssa/dmha/6643.htm 
SED: Seriously Emotionally Disturbed
IDD: Intellectual Disability/Development Delay

SOC: System of Care
MDT: Multidisciplinary Team  

FE: Family Evaluation 

CMHI: Children’s Mental Health Initiative (DCS)

CMHW: Children’s Mental Health Wraparound Services (DMHA)

MFP: Money Follows Person (Department of Aging) 
Schools





Private Insurance, No Insurance,  not eligible for Medicaid paid services– CMHI





Referral to DCS Community Partners for Child Safety





Referral to DCS for Family Evaluation





Referral to the MDT





Referral to other Services through the CMHC





Does Not Meet Level of Need





Referral to other Appropriate Resources
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Assessment for Level of Need





Meets Level of Need





Department of Child Services Assessment (Determine Need for CHINS)





If Lack of Parent or Child Involvement or Safety Concern Provider Reports to DCS





Medicaid Eligible DMHA Match Funded – CMHW





Community Based Services





Wraparound Services





Residential Services





Psychiatric Residential Treatment Facility (PRTF) or State Operated Facility





Clinic Based Services











Enter the Vendor Portal . 


Select/Click: Cases


Select/Click: Add New Case Tab (If you do not have this Tab, please contact Katie Connel at Kathryn.connel@dcs.in.gov)


Enter all of the child’s information.


Select/Click: Add Button


 This will generate the Assessment Referral sent for approval to the DCS. 
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