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SOP 1A.1

R. 8/1/03

ETHICAL PRACTICE

COA STANDARDS: 

· G1. Ethical Practice, Rights and Responsibilities 

LEGAL AUTHORITY:

· KRS 209.140 Confidentiality of information.

· KRS 620.050 Immunity for good faith actions or reports -- Investigations – Confidentiality of reports -- Exceptions -- Parent's access to records -- Sharing of information by children's advocacy centers -- Confidentiality of interview with child --Exceptions.

INTRODUCTION:

The Division of Protection and Permanency (DPP) requires workforce staff to conduct themselves in a professional manner at all times. To assist workforce staff in determining appropriate behavior, the division has adopted Employee Standards and a Code of Ethics as guidelines for workforce staff to follow in the performance of their duties. 

PROCEDURE:

DPP, workforce staff adheres to the following standards of ethics, confidentiality and security agreements:

1. Employee Standards and Code of Ethics; and

2. CHFS-219, Employee Confidentiality/Security Agreement 

SOP 1A.2
  R. 2/2/10
Opening a Case and on-going DOCUMENTATION

COA STANDARDS:

· G9.5.05.
LEGAL AUTHORITY:

· 922 KAR 1:320

Once the decision is made to open an in-home or out-of-home care case, registration paperwork is completed with the family.  The timeframes for face-to-face contact with the family as well as development of the case plan are different for different types of cases however the following policy applies to all cases.

PROCEDURE:

1. In order to open a case,  SSW completes hard copies of the following documents with the family or client:

a) Informed Consent and Release of Information forms (DCBS-1 and DCBS-1A) as described in SOP 1B.1; and

b) Application for Services (DCBS 1-B); which is designed to inform clients of their rights and to list categories of services to be provided.

2. The SSW provides the family or client a copy of the Service Appeal Request form (DPP-154) to inform them of their right to appeal as described in SOP 1A.8.  

3. The SSW ensures the continuous quality assessment (CQA) is current and completes a case plan with the family by established timeframes; 5 days for out of home care cases,15 days for in-home cases and 30 days for adult protective services. 

4. The SSW maintains supportive documentation of all visits, on-going   

       casework and contacts with clients, community partners and service 

       providers in the hard copy case file and in the appropriate TWIST 
       screens. 
5. The SSW enters contacts into TWIST during the calendar month the 
       contact was made unless the contact is made in the last week of the 
       month.  If the contact was made in the last week of the month, the SSW 
       enters the contact no later than the 5th day of the following calendar 
       month.  
SOP 1A.3 
R. 1/15/07

SUPERVISION

COA STANDARDS: 

· G7.5 Supervision

· G9.6. Case Supervision

· S10.7.02. CPS Supervision
· S11.3.03. APS Supervision
· S14.10.01. Adoption Supervision
· S21.11.02. Foster Care Supervision
LEGAL AUTHORITY:

· N/A

INTRODUCTION:

Supervision is an integral part of ensuring that appropriate and timely services are being assessed, offered, and provided to the vulnerable families and children served by DCBS and is provided on both Request and Provide cases.  The purpose of individual case level supervision is to use the knowledge and expertise of the supervisor to guide the casework being completed by their staff, and ensure that staff are completing tasks/objectives as delineated in the assessment, case plan, and as instructed by the supervisor.  Previously, this process was known as "staffing" of cases.  

DCBS has made the commitment to increasing supervisory knowledge and expertise through the related continuing education Master’s Degree programs.  Until such time when all supervisors have an applicable Master’s Degree, each Service Region is to develop a Supervision Plan that incorporates all of the requirements found in this SOP.

Please note: Supervision documentation in this SOP may be used as supporting documentation in grievances, disciplinary actions, and legal actions.

PROCEDURE:

1. The Region requires that Supervision on all cases occur no less than once per quarter.  

2. An FSOS who has a qualified Master Level degree may provide his/her own Supervision.

3. Regions, which have an FSOS who does not have a qualified Master level degree, develop as part of their Plan, a Master Level Supervision consultation system using a:

(a) Qualified Master Level contract consultant(s); and/or

(b) Qualified Master Level staff at the Social Service Clinician II or higher position (SSC-II, Specialists, FSOS, Associates, or SRAs). Please note that these restrictions are due to personnel classifications.

4. Regions using a consultation system require the participation of the FSOS and worker.

5. Regions using a consultation system include in the plan, the name and credential information of each Master Level Professional providing consultations in the Region. Please note that for accreditation purposes, a copy of the professional’s Master Level diploma and resume should be included in the plan.

6. Regions using a consultation system include a dispute resolution process should there be differing opinions between the Master Level staff and/or consultant and the FSOS.

7. The Supervision includes a review and discussion of the:

(a) Application of current policy and procedures; 

(b) Case to ensure that the SSW matched all needs and services to all family members;

(c) Identification of additional assessments, services, tasks, or linkages needed to be provided to any family member;

(d) Individual tasks for the SSW or FSOS; and

(e) Timeframes required for additional assessments, services, tasks, or linkages to be completed.

8. After completion of the Supervision, the individual providing the Supervision and/or FSOS documents on the Request individual supervisory consultation form or the Provide  individual supervisory consultation form, the complete details of the consultation, including but not limited to:

(a) Strengths of the case;

(b) Areas for improvement; and

(c) Required tasks or actions and timeframes for each party.

9. The supervising FSOS ensures that their staff complete all identified tasks or actions as discussed and documented on the:

(a) Request individual supervisory consultation form; or

(b) Provide individual supervisory consultation form.
10. When a task or action is unable to be completed by the next quarterly Supervision, the FSOS or consultant documents on the individual supervisory consultation form:

(a) Why the task or action was not completed;

(b) Barriers to completing the task or action; and

(c) Anticipated date of completion of the task or action.

11. The individual providing the Supervision assesses completion of the identified tasks or actions at the next quarterly Supervision meeting. Tasks or action plans that were not completed and no reasonable barriers existed, are reported and processed through the appropriate chain of command.

SOP 1A.4

R. 8/1/03
CASE CONSULTATION

COA STANDARDS:

· S10.7

· G7.5-7.6

LEGAL AUTHORITY:

· NA

PROCEDURE:

1. In addition to regular supervision, the SSW meets for scheduled face-to-face reviews with the FSOS at least once monthly.

2. If the FSOS does not possess a Master’s Degree in Social Work (MSW or MSSW), the SSW meets with the FSOS and a Cabinet staff or contractor who has attained an MSW or MSSW at least once per quarter.

3. For case consultation, the Service Region Clinical Associate (SRCA) or regional specialists are generally the next level of supervision after the FSOS, although each Service Region may have different protocols. 

SOP 1A.5

R. 3/1/05

CASE FILE FORMAT

COA STANDARDS: 

· G9.5 Case Records 

LEGAL AUTHORITY:

· NA

INTRODUCTION:

The Division of Protection and Permanency (DPP) requires staff to maintain a consistent case file format for organizing and maintaining case records. Information necessary to provide/monitor appropriate services, protect the organization and comply with legal requirements are contained within the case record. This information is maintained in a consistent case file format to allow for specific information to be located expeditiously for:

· Authorized personnel on a need to know basis;

· Case transfer;

· Internal case review;

· Council on Accreditation (COA) review; 

· Children and Family Services Review (CFSR); and 

· Central Office reviews.    

PROCEDURE:

1. DPP, staff adhere to the following case file format for:

(a) Request Case File Format; and

(b) Provide Case File Format.

The case file will be organized in a heavy-duty pressboard end tab folder with fasteners (stock # H1502F13 letter with 2” extension or comparable). The sections outlined below will be separated per section by folder dividers (stock # SMD-35600 or comparable) and tab as designated above in the Request/Provide case file format. Each section should be filed in chronological order with the most recent dates on top

2. Client-Privileged information is maintained in a separate section within the legal area of the Request/Provide case so it may be removed when authorized individuals outside DPP are reviewing the case.

SOP 1A.6

R. 7/15/04

CASE TRANSFER

INTRODUCTION:

Quality services and successful case management to families and children is dependent upon uninterrupted delivery of services. The role of the Family Services Office Supervisor (FSOS) and Regional Management are vital to ensure that cases being transferred contain all materials and information necessary for another county and/or Region to provide a trouble free transition of services to the case in a timely manner.

(For Guardianship cases, please refer to SOP 5C.6.3.)

SOP 1A.6 (A)

R. 7/15/04

CASE TRANSFER CRITERIA FOR SENDING COUNTY

COA STANDARDS:

· G9.4

LEGAL AUTHORITY:

· NA

PROCEDURES:

1. Once the sending county has verified the current address for the client (this may include living with a friend, relative or at an emergency shelter) through Family Support, the post office, driver’s license or by a home visit, the FSOS from the county currently supervising the case sends the case that is to be transferred to the other county’s FSOS via TWIST. The sending FSOS and SSW completes the request for transfer in TWIST while completing the Case Transfer summary screen. Information included on the summary screen includes, but is not limited to:

(a) Type of case (In-Home, OOHC, Status, Kinship, APS);

(b) The grade and school of each child;

(c) Level of care of each child, if appropriate;

(d) Currently scheduled mental health appointments;

(e) Currently scheduled medical appointments;

(f) Current court dates;

(g) Name and phone number of Onsite worker assigned, if assigned;

(h) Permanency status (has the child been referred to SNAP, etc.)

(i) The agency, contact and phone number of each provider to the family and/or children.

(j) Collateral contacts name and phone number to include the Family Support worker.

(k) A summary of the following:

(1) Why the case was opened;

(2) Progress on the Case Plan;

(3) Family and child(ren) level of cooperation;

(4) Services offered to all parties.

NOTE:  The Case Transfer Form may be used if so desired. The completed Case Transfer from may be completed and cut/paste into the TWIST Case Transfer Summary screen to eliminate duplication.

2. The Sending FSOS contacts the SRA or designee for the receiving county for direction if there is a question as to who the appropriate receiving FSOS would be for the case. 

3. Upon completion of the case transfer screen, the sending FSOS immediately notifies, via email, that the case is being sent via TWIST to the:

(a) Receiving FSOS;

(b) Receiving SRA or designee; and

(c) Sending SRA or designee.

4. If the receiving FSOS accepts the case in TWIST, the sending FSOS provides the hard copy of the case. The case will be sent to the receiving county within ten (10) working days by:

(a) Hand delivery; or 

(b) Registered mail.

5. The sending SSW and FSOS ensure that all hard copy information is in the file before it is transferred, such as court orders, medical or counseling records, etc. The CQA, Case Plan, and recordings should be up to date with all ticklers completed in TWIST.

6. If the receiving FSOS does not accept the case in TWIST, the sending FSOS and SSW will share the case with the receiving FSOS so services may begin to family members residing in the receiving county.

7. The sending FSOS follows procedures for cases not accepted in SOP 1A.6(C).
8. If a parent moves to an inpatient treatment center in a different county, and the children reside there with the parent(s) while in treatment, the case is transferred to the county where the treatment program is located if the parent is actively participating and the length of stay in the program will be longer than six (6) months. If the children do not reside with the parent(s) while in treatment, the case responsibility remains in the county where the parent resided before entering the facility, until it is determined where the parent will be residing after their release from the program.

9. When a child is removed from their parents and no legal custody has been given to either parent prior to removal, and then the parents separate and one or both move to different counties, case responsibility remains in the county where the case initiated, until one parent is granted custody. At that time the SSW follows procedures outlined in SOP 1A.6(A) Case Transfer Criteria for Sending County, when appropriate. Onsite Services are then requested for both parents.

10. Case responsibility regarding Kinship Care cases remains in the county where the custodial parent resides. The case may be shared, when the approved relative caregiver resides in another county. The receiving SSW follows procedures outlined in SOP 1A.7(B) Ongoing Onsite Provision of Services for ongoing service provision to the approved relative caregiver. (LINK to Kinship Care SOP 7E.1.7). 

11. The Ongoing SSW may transfer the case to R&C or the Permanency Team, based on Regional protocols:

(a) Upon changing the goal to adoption; or

(b) When TPR occurs and creation of the agency permanency case has occurred; or

(c) Within ten (10) days of signing the placement agreement;

12. The Ongoing SSW:

(a) Assists the R&C SSW during the transition of the case; and

(b) Maintains ongoing services to the child and resource parents until the case has been transferred.

(Link to Twist Quick Reference Creation of a Permanency Case Tip Sheet)

(Link to Twist Quick Reference Sealing a Permanency Case Tip Sheet) 

13. When a case does not warrant transfer to another county/region, but assistance is required in providing timely service provision the SSW assigned the case follows Standards of Practice (SOP) procedures outlined in SOP 1A.7 Onsite Provision of Services.

14. The decision for an FSOS to keep a case in a county when the family has moved to another county or region is reviewed with the SRA or designee for approval. It may be necessary to keep the case if a family is transient or if their current location is only temporary. If Onsite Services are needed, the SSW assigned the case follows procedures outline in SOP 1A.7(B) Ongoing Onsite Provision of Services.

15. Due to the needs of continuity of services to the children and families, communication between the Regions is vital when transferring a case. 

(Link to Tip Sheet on Case Transfer and Onsite Supervision)

SOP 1A.6 (B)

R. 7/15/04
CASE TRANSFER CRITERIA FOR RECEIVING COUNTY 
COA STANDARDS:

· G9.4

LEGAL AUTHORITY:

· NA

PROCEDURES:

1. The receiving FSOS or designee will accept or deny the case transfer within three (3) working days of the date the transfer is received. 

2. Cases are accepted for transfer if the following is current and completed in TWIST: 

(a) CQA;

(b) Case Plan;

(c) Contacts;

(d) Transfer Summary Screens;

(e) Court Screens;

(f) Individual Information in TWIST of all household members;

(g) Any information needed to complete an agency case; and 

(h) All ticklers.

Note: Legitimate reasons for cases that are not current should be negotiated between the SRAs or designees. Any hard copy items not found in the case file upon transfer or other information needed, but not entered in TWIST will be negotiated by the Regions for resolution.

3. If a case plan is due within thirty (30) working days, the sending SSW attends the Case Planning Conference to promote a smooth transition, particularly in out -of -home care (OOHC) cases. If distance prohibits, the SSW will be available by conference call.  If the case is court active, the person who filed the petition should attend court with the Ongoing SSW, and complete the court report if it is based on the petition filed.

4. A new CQA is done within thirty (30) days of the case being transferred, as a move constitutes a significant change in the case. The receiving worker should also consider updating the case plan at this time.

5. If the receiving FSOS denies the transfer, the FSOS will accept the case as a shared case, and immediately begin providing services to family members residing in that county. The sending county maintains case responsibility until the case is accepted as a transfer.

6. A log is kept in each county for cases received from another region.

7. The FSOS follows procedures for cases not accepted in SOP 1A.6(C).
(Link to Tip Sheet on Case Transfer and Onsite Supervision)

SOP 1A.6 (C)

R. 7/15/04

CASE TRANSFERS NOT ACCEPTED

COA STANDARDS:

· G9.4

LEGAL AUTHORITY:

· NA

PROCEDURES:

1. If the receiving FSOS does not accept the case for transfer, the sending FSOS, as well as the receiving FSOS, will discuss what tasks need to be accomplished and the timeframes in order for the transfer to occur. A written follow-up is sent to all involved parties once the tasks have been completed. If there are disagreements, the sending FSOS will contact the receiving SRAA, or Regional Office Designee, responsible for case transfers to discuss concerns.

2. The SRA or Regional Office designee responsible for case transfer issues for the receiving Region will mediate a resolution to the disagreement within seven (7) working days after the case is brought to their attention.

3. The sending SSW and FSOS begin completing any missing, required case documentation during this period of time. This information is completed no later than thirty (30) working days from when the case was shared. SRAs resolve issues past this time limit.

4. Planning for and initiating the Termination of Parental Rights (TPR) action or pursuing a permanency goal for children, who have been in care for nine (9) months or longer, and for whom no approved reason exists to justify why initiation of TPR has not occurred, remains the responsibility of the sending county. Responsibility for items, such as the preparation of the DSS-161- Request for Involuntary Termination of Parental Rights and Presentation Summary packet as outlined in SOP 2.1.8 Preparing the Presentation Summary Packet, would remain with the sending county. Other specific duties will be negotiated on a case by case basis between SRAs or designees. The case will be shared in TWIST during this period of time to allow services to the parents and children are continued.

(Link to Tip Sheet on Case Transfer and Onsite Supervision)

SOP 1A.7

R. 07/15/04

ONSITE PROVISION OF SERVICES

INTRODUCTION:

Onsite Provision of Services occurs when assistance is requested from one county or region to another county or region to provide needed investigative or ongoing services.

SOP 1A.7 (B)

R. 7/15/04

ONGOING ONSITE

COA STANDARDS:

· NA

LEGAL AUTHORITY:
· NA
PROCEDURES:

1. Onsite supervision is generally requested when a:

(a) Child is placed in a DCBS Resource Home, a Kinship Care or relative placement that is fifty (50) miles or more (one way) from their county of origin; or

(b) Non-custodial parent resides in another county, who is currently a part of a case plan and working with the Cabinet in regards to his or her children. This could also include offering services to a parent who is not currently involved in case planning regarding his or her child(ren).

2. Onsite supervision should not be requested if the child resides in a:

(a) PCP foster home; or

(b) PCP residential facility.

(Note:  Due to quarterly visit requirements for these children, it is not in the best interest to provide Onsite services to the child because it will not provide continuity for the child. Exceptions, though rare, might include a child who has a TPR and is in a PPLA PCP foster home).

3. The onsite SSW provides the following onsite services for the child(ren):

(a) Visits the child within seventy-two (72) hours of assignment;

(b) Visits the child in the foster home at least monthly, or as per policy, and enters the information in the shared case in TWIST;

(c) Serves as the contact for the Foster Parents if an emergency with the child arises;

(d) Assist with transportation if necessary. (Note: Foster parents will have primary responsibility for transporting child).

4. In an emergency, the Onsite worker will assist with the emergency and notify the SSW with case management responsibility within twenty-four (24) hours.

5. The Onsite SSW provides the following Onsite services for non-custodial parents:

(a) Visits the parent within seven (7) working days of assignment;

(b) Visits the parent monthly, or as per policy, and enters the information in the shared case in TWIST;

(c) Refers the parent to services per their case plan, such as counseling, drug testing, educational services etc., while following up with any providers to determine the level of progress of the parent;

(d) Attends case conferences or participates by phone if distance prohibits;  

(e) Attends court hearings as needed to provide information on the parent’s progress; and

(f) Facilitates visitation between the parent and child(ren) in cooperation with the SSW assigned case management responsibilities.

6. The SSW with case management responsibility maintains responsibility for:

(a) Developing the CQA and case plan;

(b) Making case decisions regarding the child;

(c) Contacting the child by phone no less than monthly; and

(d) Visiting the child no less than quarterly.

7. The SSW with case management responsibility and the Onsite worker will communicate with one another at least twice monthly by telephone or e-mail.

8. All problematic issues will be negotiated and resolved between each region’s SRAs or designees.

(Link to Tip Sheet on Case Transfer and Onsite Supervision)

SOP 1A.8

R. 7/1/04

SERVICE APPEALS

COA STANDARDS:
· G1.8


LEGAL AUTHORITY:

· 45 C.F.R. 205.10
· KRS 13B
· 921 KAR 2:055
· 922 KAR 2:100
· 922 KAR 2:180
· 922 KAR 1:320
· 922 KAR 1:330

· 922 KAR 1:350

· 922 KAR 1:430

· 922 KAR 1:480

PROCESS OVERVIEW:

Only in the following circumstances are service appeals eligible for an administrative hearing:

1. A parent may request a review through an administrative hearing:

(a) Upon denial, reduction, modification, suspension, or termination of child welfare services provided by the Cabinet;

(b) Closure of a child protective services case in accordance with 922 KAR 1:330 and 922 KAR 1:430;

(c) Failure by the Cabinet to:

(1) Respond with reasonable promptness to a request for child welfare service provided by the Cabinet;

(2) Complete a case plan;

(3) Provide or refer for services as specified in the case plan; or

(4) Meet the mandated timeframes for child protective services specified in 922 KAR 1:330.

2. A Resource home parent may request a review through an administrative hearing if the Cabinet:

(a) Fails to:

(1) Process reimbursement to a resource home with reasonable promptness;

(2) Provide information required by KRS 605.090;

(3) Advise an adoptive parent of availability of adoption assistance in accordance with 42 U.S.C. 673 and 922 KAR 1:050.

(4) Provide an adoptive parent, except as otherwise noted by law, with known facts regarding the:

a. Child;

b. Child’s background prior to finalization to adoption; and

c. Child’s biological family.

(b) Determines the ineligibility for adoption assistance upon execution of an adoptive placement agreement under 922 KAR 1:050;

(c) Denies a request for a change in payment level due to a change in an adoptive parent or child’s circumstances at the time of renewal of an adoption assistance agreement under 922 KAR 1:050;

(d) Closes a resource home under 922 KAR 1:350, Family Preparation except as noted.

(e) Denies or delays placing a child for adoption with a family outside the jurisdiction of Kentucky.

3. A Kinship caregiver may request an administrative hearing if the:

(a) Cabinet denies supportive services to facilitate the child’s placement with the kinship caregiver; 

(b) Cabinet denies a request for start-up costs to facilitate the child’s adjustment to the new environment with the kinship caregiver;

(c) Kinship caregiver is dissatisfied with an action or inaction on part of the Cabinet relating to financial assistance under the Kinship Care Program. NOTE:  Once the KIM-78KC is completed, any matter regarding appeal of ongoing financial assistance would be appealed through Division of Family Support.

4. An applicant may request an administrative hearing if the Cabinet determines the applicant:

(a) As ineligible for a tuition waiver; or

(b) As ineligible for an educational and training voucher.

5. An adult may request an administrative hearing if the Cabinet:

(a) Denies a general adult service or protective service to an adult identified as a victim of abuse, neglect, or exploitation; or

(b) Fails to respond within reasonable promptness to a request for General Adult or Protective Adult services.

6. An applicant for child care certification or a certified family child care home provider may request an administrative hearing if:

(a) Denial of certification;

(b) An intermediate sanction;

(c) Suspension of certification for a non-emergency situation; or

(d) Revocation of certification.

7. An applicant for child care assistance or the parent of a child receiving assistance may request an appeal for the denial, reduction, suspension, or termination of benefits under 922 KAR 2:160.

8. An applicant for childcare certification or a certified family child care provider may request an appeal for denial or termination of a child care provider’s registration.

9. An individual aggrieved by an action of the Cabinet may request review of the following through an administrative hearing if:

(a) Any other matter by which state law or 922 KAR Chapters 1 though 6 expressly permit the appeal of a Cabinet action or alleged act;

(b) The Cabinet denies, reduces, suspends, or terminates services or federal-funded benefits, payments, or financial assistance to which an individual may be entitled under 922 KAR Chapters 1 through 6; or

(c) The Cabinet fails to act with reasonable promptness to a request for a federally funded benefit, payment, or financial assistance to which an individual may be entitled under 922 KAR Chapters 1 through 6.

10.  An individual found by the Cabinet to have abused or neglected a child may appeal the cabinet’s finding through an administrative hearing in accordance with 922 KAR 1:480, as further specified in SOP 1.5.1, CAPTA Appeals.

PROCEDURES:

1. The SSW provides a copy of the Service Appeal Request form (DPP-154) to an individual:

(a) At each case planning conference;

(b) Upon application for approval as a certified family child care home provider;

(c) Upon denial, reduction, modification, suspension, or termination by Cabinet of:

(1) Child welfare services provided by the Cabinet;

(2) A general adult or protective service, if notification does not present a risk of harm to the victim;

(3) Adoption assistance;

(4) Other federally-funded program benefit described in Title 922 KAR; or

(5) Upon determination that a student is not eligible for tuition waiver or education and training voucher.

2. The SSW hand-delivers or mails a Notice of Intended Action, form DPP-154A, at least (10) days prior to the denial, reduction, modification, suspension, or termination of a service.

3. A request for appeal is in writing by the individual appealing the decision, with the assistance of the Cabinet or contract agency if the individual is unable to comply without assistance.

4. The request is submitted to the Cabinet no later than thirty (30) calendar day from the date:

(a) That the DPP-154A was issued; or

(b) Of the occurrence of the disputed action.

5. The Hearings Branch will notify the appellant in writing if the matter is subject to review through an administrative hearing.

6. The SSW, FSOS or other named staff in the complaint attends the hearing if requested by a representative of Office of Legal Services (OLS).

SOP 1A.9

R. 7/1/04

CAPTA APPEALS

COA STANDARDS:
· G1.8


LEGAL AUTHORITY:

· 45 C.F.R. 205.10
· KRS 13B
· 922 KAR 1:480
· 922 KAR 1:320
· 922 KAR 1:330
· 922 KAR 1:430
PROCESS OVERVIEW:

An individual found by the Cabinet to have abused or neglected a child may appeal the cabinet’s finding through an administrative hearing in accordance with 922 KAR 1:480. Such hearings are commonly referred to as “CAPTA appeals”, as the Child Abuse Prevention and Treatment Act (CAPTA) require such processes for States to maintain eligibility for funding under the act.

The following matters are not appealable through a CAPTA administrative hearing:

1. A matter which a civil court having competent jurisdiction:

(a) Has heard evidence and made a final judicial determination that abuse or neglect of a child did or did not occur; or

(b) Is currently engaged in legal proceedings regarding the same issue being appealed.

2. A matter in which an appellant has been criminally charges and convicted of an action that is the basis of the cabinet’s finding of abuse or neglect of a child.

3. A final administrative decision made by the Cabinet or Cabinet’s designee as a result of a previous appeal on the same issue.

4. An appeal that has been abandoned by an appellant who failed to demonstrate good cause for failure to go forward.

5. Failure to submit a written request for appeal within the required thirty (30) calendar days from the date the notice of the substantiated finding of abuse or neglect is mailed, or of the delivery notice if not mailed.

6. An investigation that results in an unsubstantiated finding of abuse or neglect of a child.

PROCEDURE:

1. The SSW provides to any individual found to have abused or neglected a child a Request for Appeal of Child Abuse or Neglect Investigative Finding, form DPP-155, at the time the notice of substantiated findings is provided to the perpetrator as described in SOP 7B.1 Process Overview: Investigation/ FINSA.

2. A request for appeal is provided in writing by the individual appealing the decision and includes:

(a) A description of the nature of the investigation;

(b) The reason the appellant disputes the Cabinet’s substantiated findings;

(c) The name of each known Cabinet staff person involved with the Investigation;

(d) A copy of the notice of substantiated finding of child abuse or neglect if available.

3. The client may request assistance of the Cabinet if the individual is unable to comply without assistance.
4. The written appeal is submitted no later than thirty (30) calendar days from the date of:

(a) The notice of substantiated finding of child abuse or neglect is mailed; or

(b) Delivery of the notice if not mailed.

5. The Cabinet or designee will notify the appellant in writing if the matter is subject to review through an administrative hearing.

6. The SSW follows procedures in SOP 7B.9 Determination of Findings of Investigation or FINSA if an investigation is amended, modified, or reversed to be substantiated.

7. If substantiation is overturned by agreement or by judgment, the SSW or other Cabinet staff notifies the alleged victims' parents that the substantiation has been overturned.
8. Final administrative action by the Commissioner or designee is taken, unless waived by the appellant, within ninety (90) days from the date of the request for an administrative hearing as required by 45 C.F.R. 205.10.
9. If an appellant is denied an administrative hearing due to involvement in a civil court having competent jurisdiction, the Cabinet changes an investigative finding in accordance with the civil court’s findings regarding abuse or neglect.

SOP 1A.10

R. 11/1/08
SERVICE COMPLAINTS

COA STANDARDS:
· G1.8


LEGAL AUTHORITY:

· 45 C.F.R. 205.10
· KRS 13B
· 921 KAR 2:055
· 922 KAR 2:100
· 922 KAR 2:180
· 922 KAR 1:320
· 922 KAR 1:330
· 922 KAR 1:350
· 922 KAR 1:430
· 922 KAR 1:480

INTRODUCTION:

Certain matters that occur during a case are not appealable through an administrative hearing as described in SOP 1.5—Service Appeals or SOP 1.5.1—CAPTA Appeal. In these instances, a client may make a written complaint about such a matter. This is known as a Service Complaint. 

PROCEDURE:
1. Circumstances that are not appealable as described in SOP 1.5—Service Appeals or SOP 1.5.1—CAPTA Appeals, but may be addressed through the service complaint process are:

(a) A matter in which a court:

(1) Has previously made a judicial determination; or

(2) Is currently engaged in legal proceedings regarding the same issue being appealed.

(b) A final administrative decision made as a result of a previous appeal.

(c) An appeal that has been abandoned by an appellant who failed to demonstrate good cause for failure to go forward;

(d) Failure to submit a written request for appeal within the timeframe established by 922 KAR 1:320 (see SOP 1.5 Procedure #4)

(e) Decision to deny:

(1) Approval of an individual seeking to provide foster or adoptive services in accordance with 922 KAR 1:350 or 922 KAR 1:310; or

(2) A caretaker relative approval as a kinship caregiver if the caretaker relative fails to meet the provisions of 922 KAR 1:130, Section 5.

(f) Removal of a foster child from a resource home if the resource home parent or another individual residing in the home has been found by the Cabinet to have abused, neglected, or exploited a child and the:

(1) Resource home parent or other individual waived the right to appeal the substantiated incident;

(2) Substantiated incident was upheld after:

a. An administrative hearing; or

b. Judicial review.

(g) Removal of a child from a resource home for the purpose of:

(1) Achieving a permanency goal described by 922 KAR 1:140;

(2) Uniting or reuniting the child with a sibling at the next placement.

(3) Closure of a resource home if the Cabinet has not placed a child in the home within the previous two (2) years.

(h) Closure of a resource home according to terms of the contract between the Cabinet and the resource home.

(i) Any situation by which state or federal law requires adjustment of a payment or grant, except when a payment or grant computation is incorrect.

(j) The per diem rate of reimbursement paid to a resource home parent who provides foster care services.

(k) Decision to not recommend a resource home parent in accordance with 922 KAR 1:350, Section 9(12) for enrollment in specialized training as an emergency shelter, medically fragile, specialized medically fragile, or care plus resource home.

(l) A complaint of discrimination. These are to be filed with the Cabinet’s Equal Opportunity Office.

2. An individual may submit a written request to the Service Region Administrator (SRA) or designee within (30) calendar days after the date of the Cabinet action or alleged act.

3. The SRA or designee provides a written response to the complainant within thirty (30) calendar days of receipt of a request for resolution.
4. Each month, the SRA or designee submits a Complaint Tracking System report to the DCBS Commissioner or designee, which documents the:

(a) Number of service complaints;

(b) The nature of each complaint; and

(c) The region’s response to each complaint.

5. The complainant may also contact the Cabinet’s Office of Ombudsman if the matter was not previously reviewed by that office.

SOP 1A.11

R. 12/15/07

INVESTIGATIONS INVOLVING DCBS EMPLOYEES

COA STANDARDS:

•
S10—Child Protective Services

•
S11.1 Adult Protective Services - Access to Service

LEGAL AUTHORITY:

· KRS 209.030 Rules and regulations - Reports - Cabinet actions
· KRS 620.030, Duty to report dependency, neglect or abuse
· KRS 620.040, Duties of prosecutor, police and cabinet; prohibition as to school personnel; multidisciplinary teams
· KRS 620.050, Immunity for good faith actions or reports; investigations; confidentiality of reports; parent’s access to records; sharing of information by children’s advocacy centers; confidentiality of interview with child; exceptions
· 922 KAR 1:330, Child protective services
· 922 KAR 5:070 Adult Protective Services
INTRODUCTION: 

Employee investigations should be conducted objectively, with privacy, and confidentiality that meets the public expectation for accountability.  The investigating region is responsible for all notifications set forth in this SOP.  Procedures for Employee Investigations are utilized when a referral is received where an employee or an employee’s household member is in a caretaker role and:

· Is an alleged perpetrator in an Adult Protective Services (APS) or Child Protective Services (CPS) referral; or 

· Resides in the home where an APS or CPS incident allegedly occurred.  

For the purposes of employee investigations, an employee includes:  P&P staff, Family Support staff, and any contract person supervised by DCBS and housed in a DCBS office. 

PROCEDURE:

1. The SSW submits the DPP-115, Confidential Suspected Abuse/Neglect, Dependency or Exploitation Reporting Form to the SRA or designee, through supervisory channels, within one (1) hour of receipt.  (Link to Specialized Investigation Fax Coversheet)  
2. The SRA or designee immediately contacts the Director of Service Regions.  After initial notification, the SRA or designee provides a copy of the DPP-115 to the Director of Service Regions and the Director of Protection & Permanency and regularly consults with the Director of Service Regions regarding the investigation. 

3. If the employee’s workstation is located in a different region from where the alleged incident occurred, the SRA or designee immediately notifies the SRA where the employee’s workstation is located.  The investigating region is responsible for all notifications set forth in this SOP.
4. If the alleged incident occurred in the same region where the employee’s workstation is located, the SRA or designee: 
(a) Consults with the Director of Service Regions or designee regarding:

(1) The assignment of the investigation;

(2) Investigations involving supervisors or other Regional Office staff so that the investigation may be assigned  to an adjoining region; 

(3) If it is necessary for the employee to be assigned to alternate duties until the completion of the investigation, the Director of Service Regions consults with the Commissioner, Office of Human Resource Management (or EKU if a contract employee), and Office of Legal Services regarding this decision.  If the employee is given alternate duties:

(A) The decision is reviewed by the SRA or designee and Director of Service Regions or designee every ten (10) working days until the completion of the investigation; and

(B) The decision to return the employee to regular duty is reviewed by the Director of Service Regions in consult with Office of Legal Services, the Commissioner and Office of Human Resource Management (or EKU if a contract employee).  

(b) Ensures the investigation is assigned:

(1) In another county within the region, but not in the same county in which the employee is currently working or lives; 

(2) To a staff person without knowledge of the employee being investigated;  

(3) To an experienced staff person; and 

(4) To ensure that support and technical assistance are readily available.  

(c) Ensures the SRCA or SRAA, not in the chain of command for the 
employee being investigated, consults with the investigator on the 
investigation; and

(d) Provides written updates to the Director of Service Regions or designee 
and the Director of Protection & Permanency on the progress of the 
investigation every ten (10) working days via e-mail.
5. The Director of Service Regions maintains a process to “track” investigations 
involving DCBS employees.  

6. The investigating SSW:

(a) Secures the hard copy case record and makes the case controlled access 
in TWIST.  Only those employees with a legitimate interest in the 
investigation or assessment are allowed access to the information;  

(b) Follows guidelines in SOP 4.5 APS INVESTIGATION AND ASSESSMENT, or 
SOP 7B.1 Process Overview: Investigation/FINSA and for Determination 
of Findings; 
(c) Consults with the employee subject to an investigation concerning the 
location of any interviews or meetings in order to maintain the employee’s 
confidentiality.  The location selected for such interviews/meetings should 
not breach the confidentiality of the employee; and

(d) Complies with SOP regarding timeframes for completion of the 
investigation.  The SRA or designee, in consult with the Director of 
Service Regions or designee must approve any time frame extensions.  If 
an extension is granted, the Director of Service Regions or designee must 
be notified by the SRA or designee.

7. The SSW, FSOS or regional management consults with Central Office Child Safety Branch Staff as needed during the investigation.
8. Upon completion of the investigation or assessment, the SRA or designee 
submits the CQA to the Director of P&P for review and copies the Director of 
Service Regions.
9. The Director of P&P recommends when final approval of the CQA is to occur 
and notifies the SRA and the Director of Service Regions. (Link to Employee 
Investigation Tip Sheet)
10. After notification of the Director of P&P’s final approval of the CQA, the SSW:

(a) Notifies the alleged perpetrator or the victim’s parent(s) or guardian of 
any findings only after final approval of the CQA; and  

(b) Sends notification of a substantiated finding involving a DCBS employee, 
only after final approval of the CQA by the Director of P&P; and 

(c) Follows procedures outlined in SOP 7B.8 Specialized Investigations 
Process Overview when sending notification of a substantiated or 
unsubstantiated findings to the:

(1) Alleged perpetrator (sent to each perpetrator via Certified, Restricted 
Mail, along with the DPP-155, Request for Appeal of Child Abuse or 
Neglect Investigative Finding when the finding is substantiated); and  

(2) Parent or guardian. 

11. If the allegation is substantiated against the employee (perpetrator), the SRA 
or designee submits a memorandum (through supervisory channels) to the 
Appointing Authority (or EKU if a contract employee) setting forth a summary 
of the allegations and findings, and attaches the CQA for review. The 
Appointing Authority (or EKU if a contract employee), in consultation with the 
Director of Service Regions or designee, Commissioner and SRA or designee, 
reviews the investigation or assessment to determine if disciplinary or other 
personnel action is appropriate.

12. The SRA or designee of the employee’s service region of residence, in 
consultation with the Director of Service Regions, determines whether 
ongoing services for the employee, the employee’s spouse, partner or 
household member will be provided by another county within the region, or 
whether the case is to be referred to another region for such services.

SOP 1A.12

R. 3/15/09
CQI CASE REVIEW SYSTEM

COA STANDARDS:

· G2.6.02


LEGAL AUTHORITY:

· NA

INTRODUCTION:

The CQI Process and CQI Review System, when used properly are ideal for case improvements and the development of best practices that improve Cabinet outcomes.  While initially developed for Accreditation purposes, the new CQI Case Review system goal is to improve outcomes by focusing on the coaching/mentoring/monitoring process through review and supervision.  By strengthening these processes and empowering staff to improve casework, the Cabinet will be in a far better position to meet our federal outcome requirements. 

PROCEDURE:
1. The TWS-M112, randomized TWIST-generated monthly report, which assigns four (4) cases per team, is uploaded into the case review system by the system administrator.

2. Using the CQI Case Review Instructions, and regional protocols as appropriate, the cases are reviewed on three (3) levels:

(a) All four (4) cases selected are reviewed at the supervisory level.  The FSOS:  

(1) Provides a copy of the case review instrument(s) to each of their staff and communicates the standards to their team members prior to conducting case reviews on any individual worker;
(2) Meets with the worker after the cases are reviewed to discuss strengths, weaknesses, and improvements for the case using the coaching, mentoring and monitoring model;

(3) Provides the worker with no more than thirty (30) calendar days to make any necessary corrections or required improvements;

(4) Reviews the corrected case and returns it to the worker if additional changes are needed.
(b) Eighteen cases, randomly selected by the TWS-M112, are assigned by the CQI specialist to designated regional reviewers.  The regional reviewers:

(1) Complete their reviews and enter the data into the case review system. 

(2) May address safety issues identified during the review as directed by the service region administrator.
(c) The TWS-M112 randomly selects thirty-two cases for review by central office reviewers in Division of Protection and Permanency.  The central office reviewers:

(1) Access and utilize case materials submitted by the region via the CQI case review sharepoint site.
(2) Complete their review and enter the review into the case review system.

(3) May inform the service region administrator of safety issues identified during the review after receiving approval from division leadership.  
SOP 1A.13

R. 4/1/05

ARCHIVING CLOSED CASE FILE RECORDS
COA STANDARDS:

· G1.5  Confidentiality and Privacy Protection

· G1.6  Access to Case Records

LEGAL AUTHORITY:

· 45 CFR Parts 160 and 164
· KRS 61.870 through KRS 61.884 OPEN RECORDS
· KRS 194.250 Protection of Records, files and information.
· KRS 194B.060 Confidentiality of records and reports.

· KRS 209.140 Confidentiality of information.

· KRS 620.050 Immunity for good faith actions or reports -- Investigations – Confidentiality of reports -- Exceptions -- Parent's access to records -- Sharing of information by children's advocacy centers -- Confidentiality of interview with child -- Exceptions
· KRS 625.045 Confidentiality and sealing of files and records.

· KRS 625.108 Confidentiality and sealing of files and records.
Introduction:

The Kentucky Department of Library and Archives regulates the archiving of state records. All Division of Protection and Permanency (DPP) case file information is archived through Central Office. Closed case files are maintained in the local or regional offices for a three- (3) year period prior to archiving. DPP case files are archived on a regular basis to ensure compliance with KRS 625.045 and KRS 625.108, as well as provide appropriate and adequate storage space. Finalized, sealed, agency cases and adoptive parent provide cases are sent to Central Office according to SOP 2.9.5. The following procedure applies to all other DPP case files.

PROCEDURES:

1. When a DPP case file has been stored in the local office for a three (3) year period after being closed, the case material is archived.

2. Staff prepares all case material for transfer to Central Office.  

3. Staff follows the appropriate guidelines on the Archiving Instructions in order to utilize the correct folders, boxes and labels. (link to Instructions for Preparing Archived Records for Transfer)
4. Staff contacts the Records Officer to request the appropriate retention schedule, series numbers and session numbers when labeling the boxes of archived records.

5. Archiving of DPP records is coordinated through:

Records Officer

DCBS

275 E. Main St. Mail Stop 3E-G


Frankfort, KY 40621

(502) 564-3834 ext. 4431

SOP 1B.1

R.11/1/05

informed consent and release of information

COA STANDARDS: 

· G1.5 

LEGAL AUTHORITY:

· N/A

INTRODUCTION:

When providing services, it is not unusual to need and/or share information among community partners.  The informed consent forms (DCBS-1 and DCBS-1A) described in this SOP specifies the designated agencies to share information and gives DCBS consent to gather and share information on behalf of the client and family members.  The information will be utilized to verify eligibility, make referrals and provide benefits, service or treatment to the client and family members.

PROCEDURE:

1. The SSW completes the DCBS-1 and/or DCBS-1A when registering the client for services, gathering and/or sharing information an agency not initially designated for release, or when needing to add additional family members.

2. The SSW completes the DCBS-1, Informed Consent and Release of Information and Records, when requesting any information except for those regarding HIV/AIDS and substance abuse treatment.  

3. The SSW completes DCBS-1A, Informed Consent and Release of Information and Records Supplement, when requesting information regarding HIV/AIDS and substance abuse treatment.  

4. The SSW:

(a) Legibly enters the name and social security number of the person signing the DCBS-1 and/or DCBS-1A.

(b) Lists the names of the specific agencies or individuals with whom DCBS may exchange information as authorized by the adult.  If additional agencies or individuals are identified, complete another DCBS-1 and/or DCBS-1A.

(c) Checks ([image: image1.png]


) the specific items on the applicable form requested for release as they relate to services discussed in the Assessment and Case Plan.  If "other" is checked, specify the item to be released;

(d) Requires the individual providing consent to initial beside each checked item. Under no circumstances completes or requests a client sign a blanket release for all services (all items checked) unless the Assessment and Case Plan provide documentation of such need.

(e) List the name, social security number (SSN) and relationship provided by the adult for each member of the family for whom the individual has legal authority to consent. The SSW allows for an adult to consent on behalf of children in the family but if consent or information is needed on another adult in the home, that adult must also sign the DCBS-1 and/or DCBS-1A.  If more than two (2) adult signatures are needed, complete an additional DCBS-1 and/or DCBS-1A. 

5. The SSW completes the duration of release to be:

(a) No more than ninety (90) days from the date of consent for a one time release; or

(b) No more than twelve (12) months from the date of consent for ongoing cases.

6. The DCBS-1 and/or DCBS-1A remain in effect for the period of time designated from the date of signature unless:

(a) The client revoke the consent in writing; or

(b) DCBS services have ceased.  If services to the client for a specific program close prior to the expiration date but other DCBS services are being provided, the form remains in effect for the other program areas that are continuing to provide services until the expiration of the consent.  Upon expiration, the other DCBS program will be required to have the client complete a new form.

7. The SSW requires signatures as follows:

(a) The adult giving consent to the release signs the first signature line;

(b) An additional adult in the family consenting to release signs the second line.

(c) A witness signature is used as designated on the form when an adult uses an "X" as a signature.

8. The SSW:

(a) Signs the completed form;

(b) Provides a copy of the signed completed form to the each adult signing the form; and

(c) Files the original form in the case record.

9. The SSW during the month of expiration of the DCBS-1 and/or DCBS-1A, if services continue, completes another DCBS-1 and/or DCBS-1A and updates all relevant information and obtains client consent.
SOP 1B.2

R. 1/29/09

PREVENTATIVE ASSISTANCE

COA STANDARDS:

· NA
LEGAL AUTHORITY:

· 922 KAR 1:400, Supportive Services

PROCEDURE:

1. The SRA or designee is responsible for overseeing the regional Preventative Assistance funds, which are requested by SSWs pursuant to SOP 7F.5.3, and allocated by region within an Imprest Cash Account coordinated by the DCBS Division of Administration and Financial Management.

2.  Any check issued is signed by the designated signatories with the Service Region, who have been approved by the bank. Checks are made payable to a vendor (not a client or staff), with the reason for payment and the name of the family noted on the check. Funds may only be used to pay heating costs.
3. Each family requesting assistance may only receive $250 per fiscal year to assist with heating costs. 

4. When deposits are made for rent or utilities, the designated regional staff instructs the SSW to make every effort to get a signed agreement from the vendor that the deposit be returned to the local or regional office if the premises are vacated or there is a balance to be refunded. The Regional staff instructs the SSW that, if utility companies only return refunds to the client, the SSW may ask the client to return any unused portion of the deposit, but that no efforts are made to collect the refund.
5. Any funds received from clients are returned to the Director of Administration and Financial Management.
6. The designated regional staff instructs the SSW to return the itemized receipt for the region’s file. All receipts should include the exact cost of the heating bill.  All receipts should also contain the check number, check amount, name of client, and payee on the check.
7. The designated regional staff maintains a monthly log for Preventative Assistance, documenting:

(a) The name of each family served;

(b) The purpose and amount of each expenditure;

(c) An explanation of how the assistance kept the family together or expedited reunification;

(d) An estimate of potential savings as a result of utilizing funds (e.g. OOHC costs) (the Potential Savings Worksheet may be used); and

(e) The names of those denied, and the resources utilized in lieu of Preventative Assistance.

8. Each month, the designated regional staff :

(a) Reconciles the checking account with their monthly log; and

(b) Submits to the Director, Division of Administration and Financial Management, by the 10th of the month:

(1) A copy of the reconciliation form;

(2) A copy of the bank statement;

(3) The monthly log; and

(4) Original receipts.

9. A check that is not cashed by the vendor within ninety-five (95) days is to be voided. The designated regional staff requests the bank to process the void and reports the void to the Division of Financial Management.

10. All records are maintained for a minimum of five (5) years.

SOP 1B.3

R. 6/1/04
GRANT SERVICES AND ELIGIBILITY - SOCIAL SERVICES BLOCK GRANT (SSBG) 

INTRODUCTION:

The Social Services Block Grant (SSBG) is used by the Cabinet to fund the following services:

1. Adult Protective Services;

2. Alternate Care Services;

3. Child Protective Services;
4. General Adult Services;

5. Home Safety Services (previously referred to as Homemaker services)  provided to an eligible applicant as specified in SOP 1B.3(A) to:

(a) Prevent the removal or repeat maltreatment of a child; or 

(b) Maintain an adult safely in their home or community;

6. Juvenile Services that include community treatment for a juvenile and the juvenile’s family, to rehabilitate the youth and help prevent the youth’s future involvement with the juvenile/criminal justice system; or

7. Residential Treatment Services that provide a comprehensive treatment-oriented living experience , in a twenty-four (24) hour residential facility, for a juvenile offender committed to the Cabinet; and

8. Staff training.

Even though the SSBG may be used to provide services for both child(ren) and adults, many of the services provided for child protection have alternate funding sources, whereas there are limited funding sources available, such as the SSBG for vulnerable adults. The service regions are encouraged to access alternative funding sources for child protection services when available prior to using SSBG funds.

SOP 1B.3 (A)

R. 6/1/04

ELIGIBILITY FOR AND PROVISION OF HOME SAFETY SERVICES (SSBG)

COA STANDARDS: 

· NA

LEGAL AUTHORITY:

· 922 KAR 3:020. Grant services and eligibility
PROCEDURES: 

1. The SSW may provide Home Safety Services to an individual or family to prevent removal or repeat maltreatment of a child or maintain an adult in their home/community that:

(a) Currently receives:

(1) Child Protective Services;

(2) General Adult Services; or

(3) Adult Protective Services;

(b) Is unable to acquire similar services through other community partner resources; and

(c) Has a household income equal to or less than 200 percent of the federal poverty level as determined annually by the United States Department of Health and Human Services.

(Link to 200% Federal Poverty Level Guidelines for 2009)
2. The SSW may provide Home Safety Services via Support Services Aides and/or Social Service Aides to include:

(a) General household management (e.g., light housecleaning/chores) on a limited basis;
(b) Essential shopping (e.g., grocery shopping, picking up medication) on a limited basis;

(c) Assisting with personal hygiene instruction;

(d) Planning meals;

(e) Budgeting;

(f) Home safety instruction;

(g) Transportation on a limited basis;

(h) Coordinating community partner resources; and

(i) Preparing for Family Team Meetings (FTM).

3. The SSW makes an initial determination of the need for Home Safety Services within thirty (30) calendar days of the date of referral, report, or request for services using the Prevention Plan to document the:

(a) Home Safety Services required; 

(b) Individual/family eligibility, to include annual household income equal to or less than 200% of the federal poverty level; and

(c) Clients signature requesting/requiring services and verifying annual income. 

4. The SSW files a copy of the Prevention Plan in the clients case record until the Case Plan is updated as outlined in procedures 7C.4.4(B) Utilizing the Prevention Plan During Ongoing Cases.

5. The SSW verifies with the FSOS, prior to informing the Support/Social Services Aides of the Home Safety Services required. The FSOS verifies with the Support/Social Services Aides the appropriate PBU time coding of timesheets to capture these activities for SSBG reporting and reimbursement. SSBG funds are generated based on the number of clients documented in specific program areas to fund salaries. It is essential that staff capture these activities in the TWIST Case Plan and PBU coding of timesheets appropriately.

(Link to Approved PBU (Time Code) for SSBG Home Safety Services)
6. The SSW documents the provision of Home Safety Services in the service recordings. 

SOP 1B.3 (B)

R. 6/1/04

ASSESSMENT AND REDETERMINATION OF HOME SAFETY SERVICES (SSBG)

COA STANDARDS: 

· NA

LEGAL AUTHORITY:

· 922 KAR 1:320 Service appeals
· 922 KAR 3:020. Grant services and eligibility 

PROCEDURES:

1. The SSW  makes a redetermination for Home Safety Services at a minimum every six (6) months at the Family Team Meeting (FTM)/Periodic Review to: 

(a) Determine if  services are still required; and
(b) Verify income eligibility as outlined in SOP 1B.3(A)- Eligibility and Provision of Home Safety Services.
2. The SSW use the Prevention Plan to document the approval or denial of Home Safety Services and follows the procedures outlined in 7C.4.4(B) Utilizing the Prevention Plan During Ongoing Cases. 

3. Upon redetermination of eligibility and subsequent affirmation the SSW documents in the service recordings that services are still required and income eligibility has been verified.

4. Upon redetermination of eligibility and subsequent denial the SSW:

(a) Documents in the service recordings the reason for denial;

(b) Provides the family (hand delivery or mail) the DPP-154A Notice of Intended Acton, at minimum, ten (10) calendar days prior to the denial, reduction,  modification, suspension or termination of services and the DPP-154 Service Appeal Request, informing the family of their right to an administrative hearing to appeal; and

(c) Documents in case record when the DPP-154 and DPP-154A is given directly to the family or sent by mail.

SOP 1B.4

R. 8/1/03
FAMILY PRESERVATION PROGRAM (FPP)

COA STANDARDS:

· S20

LEGAL AUTHORITY:

· KRS 200.575-.605
· 922 KAR 1:410 

PROCEDURE:

1. FPP is a short-term crisis-intervention resource (based on the Institute for Family Development model) that is intended to prevent the unnecessary placement of children. Expectations of FPP staff include:

(a) Providing intensive services according to the needs of each family, for an average of four (4) to six (6) weeks;

(b) Providing at least half of the services in the family’s home, or other natural community setting;

(c) Carrying no more than four (4) cases at one time;

(d) Being available to families twenty-four (24) hours a day, seven (7) days a week;

(e) Aiding in the solution of practical problems that contribute to the family stress;

(f) Making referrals (as needed) to other available community resources; and

(g) Providing “flex-dollars” (as appropriate and to the extent that funds are available) to enhance the success of intervention.

2. The SRA designates a Cabinet staff person to be the regional referral and selection staff. This individual assumes responsibility for reviewing all referrals to FPP.

3. The SRA establishes a FPP Management Team, consisting of:

(a) SRA, or designee;

(b) Referral and selection staff;

(c) The FPP Specialist in Central Office;

(d) The FPP Supervisor (contract agency); and

(e) The Executive Director (contract agency).

4. The charge of the FPP Management Team is to implement FPP, specifically:

(a) Identifying the Referral and Selection Committee and reviewing referral procedures and criteria;

(b) Interviewing prospective FPP staff members;

(c) Discussing regional needs;

(d) Developing additional linkage agreements, as appropriate; and

(e) Meeting regularly to discuss ongoing issues related to program quality and integration of services.

SOP 1B.5

R. 8/15/06

DRUG TESTING

INTRODUCTION:

Drug testing is an integral part of case management for families with a reasonable suspicion of substance abuse.  The Cabinet has contracted with National Toxicology Specialists, Inc. (NTS) to provide this drug testing service statewide for both court ordered and voluntary self-pay testing.  The use of all other vendors for court ordered drug testing is to cease upon issuance of the effective date of this SOP.  Counties with the federal drug testing grant that pays the cost of testing as part of their judicial drug court program may continue to use this service.  If the contracted vendor is not utilized for voluntary drug testing, variation in the testing process with other vendors can potentially impact the ability of the SSW to use the testing results for assessment and case planning. The following procedures provide details on how to access drug testing services.  

SOP 1B.5 (A)

R. 8/15/06

PROCESS OVERVIEW

COA STANDARDS: 

· NA

LEGAL AUTHORITY:

· NA

PROCEDURE:

1. The SSW seeks FSOS approval prior to requesting drug testing.

2. The FSOS reviews the request to ensure that there is a reasonable suspicion of substance abuse that requires testing (DUI, charges related to possession or trafficking, direct observation of paraphernalia, strong collateral information from professionals, etc.).  Due to the costs associated with testing, there must be a reasonable suspicion for the need to drug test.
3. If the FSOS approves testing, the FSOS determines what type of testing is needed:

(a) Five (5) Panel Test (without Oxycodone);

(b) Ten (10) Panel Test (without Oxycodone); or

(c) Ten (10) Panel Test (with Oxycodone). 

4. The SSW, upon FSOS approval for testing, obtains prior to testing a:
(a) Court Order; or

(b) DPP-125 Consent for Random Drug Testing for voluntary self-pay testing and a DCBS-1A Release of Information. 

5. All court ordered testing is to be completed under the voluntary self-pay process unless the court order explicitly states the Cabinet is to pay for the test.  Cabinet staff do not request to any agency, including the court, for the Cabinet to pay for testing.

6. The SSW contacts the SRA and Regional Attorney within twenty-four hours if a court order is issued requiring the Cabinet to pay for any of the following:

(a)  Hair Follicle testing;

(b)  Blood testing;

(c)  Frequency testing (testing more than once per week); or

(d)  Testing through a vendor other than NTS, where DCBS is ordered to pay for the test.

7. The SSW, upon obtaining a Court Order or a voluntary self-pay Consent for Random Drug Testing completes the DPP-126 NTS Drug Test Collection form ensuring that the following information on the form is legible:

(a) Donor's Name;

(b) Donor's SSN;

(c) Today's date;

(d) Date client to be tested;

(e) Approximate time client is to be tested (2-4pm, etc);

(f) The SSW Name;

(g) The SSW Email address;

(h) The SSW local office fax number;

(i) Collection Facility name, address, and fax number.

8.  The SSW faxes the DPP-126 NTS Drug Test Collection form to:
(a) The local testing site; and

(b) National Toxicology Specialists, Inc. (NTS) at 615-356-1890.

9. The SSW provides the following information to the adult to be tested, the:

(a) Location of testing site;

(b) Date and approximate testing time; and
(c) Requirement that they produce a legally valid picture identification at the time of testing.

10. The SSW notifies the adult to be tested that failure:

(a) To provide legally valid picture identification to the testing site will result in a Failure to Test result; and

(b) All Failure to Test results will be reported to DCBS as described in SOP 1B.5(C) Drug Testing Results.
SOP 1B.5 (B)

R. 8/15/06

VOLUNTARY DRUG TESTING

COA STANDARDS: 

· NA

LEGAL AUTHORITY:

· NA

PROCEDURE:

1. The SSW follows the procedures outlined in SOP 1B.5 Process Overview, as well as, the procedures listed below.

2. The SSW collects a money order made to the "Kentucky State Treasurer" in the amount of:

(a) Forty-nine dollars ($49) for the five (5) panel (without Oxycodone);

(b) Fifty-four dollars ($54) for the ten (10) panel (without Oxycodone); or

(c) Fifty-nine dollars ($59) for the ten (10) panel (with Oxycodone screening);

3.  The SSW provides the adult being tested a written receipt, with a copy to be placed in the case file, and forwards the funds to:

Division of Administration and Financial Management

Drug Testing

275 E. Main, 3WC

Frankfort, Kentucky 40601

4. Voluntary self-pay drug testing and the DPP-125 Consent for Random Drug Testing form is incorporated into the Case Plan with specific discussion with the client, and documentation in the Case Plan, regarding the possible consequences of positive results.  The DCBS-1A, Release of Information, is used for release of voluntary self-pay drug testing results to the court, substance abuse treatment centers, and other related stakeholders as necessary to meet the Case Plan requirements.  Voluntary self-pay testing results may not be released to any community partner without a DCBS-1A or a court order.
SOP 1B.5 (C)

R. 8/15/06

DRUG TESTING RESULTS

COA STANDARDS: 

· NA

LEGAL AUTHORITY:

· NA

PROCEDURE:

1. The SSW receives testing results from NTS via email or fax, depending on the SSW selection on the DPP-126 NTS Drug Test Collection form, in the following timeframes:

(a) Failure to Test (no shows, refusals, etc.), within (2) business days;
(b) Negative, within two (2) business days; and 

(c) Positive, within seven (7) business days.

2. If the SSW fails to receive results within seven (7) business days, the SSW contacts the National Toxicology Specialists (NTS), Inc. at 615-353-1888 (Office hours are 8-5pm, Central Time).

3. The SSW provides a copy of the results to the court when the drug testing is court ordered.

4. The SSW provides a copy of voluntary self-pay testing results to all parties designated on the DCBS-1A.

5. The SSW places a copy of the testing results in the case file.

6. If the court or parties to the court proceedings question the validity of the drug testing, the FSOS may request an affidavit from NTS, Inc. attesting to the accuracy of the testing process.  To request an affidavit, contact the National Toxicology Specialists (NTS), Inc. at 615-353-1888 (Office hours are 8-5pm, Central Time).

                                                                                                   SOP 1B.6

R. 12/01/07
ACCESSING VIOLATIONS OF THE KENTUCKY CONTROLLED SUBSTANCE ACT AS THEY PERTAIN TO AN INDIVIDUAL IDENTIFIED IN A DCBS INVESTIGATION

COA STANDARDS:

· N/A 

LEGAL AUTHORITY: 

· KRS 218A.202 Electronic system for monitoring controlled substances -- Penalty for illegal use of system -- Pilot project -- Continuing education programs.



INTRODUCTION:

The Kentucky All Schedule Prescription Electronic Reporting (KASPER) system is the Commonwealth's prescription monitoring program. The program monitors Schedule II, III, IV, and V controlled substance prescriptions dispensed within the Commonwealth.  A KASPER report shows all Schedule II-V controlled substance prescriptions an individual has had for a specified period of time, as well as the practitioner who prescribed them and the dispenser who dispensed them.  The program is administered by the Drug Enforcement and Professional Practices Branch (DEPPB) of the Cabinet for Health and Family Services (CHFS), Office of the Inspector General (OIG), Division of Fraud, Waste, Abuse/Identification and Prevention (DFWAIP). 

Per KRS 218A.202 (6), DCBS staff are not authorized to obtain KASPER reports and the courts may not issue a court order for a KASPER report in a civil case.  Under no circumstance, should a DCBS worker possess a KASPER report.  Sharing KASPER data outside the provisions of KRS 218A.202(8) is a Class D Felony. KASPER reports are not to be placed in any DCBS case files. For details on KASPER, please refer to http://chfs.ky.gov/oig/KASPER.htm.

The KASPER database has limitations that reduce the reliability of positive identification. Therefore, no action shall be taken against an individual identified in a DCBS investigation until a DEPPB investigative report is received from a DEPPB investigator.

Interpretation of KASPER report data can only be done by a law enforcement officer trained in prescription controlled substance investigation.  DCBS staff does not have the authority or necessary training to appropriately verify or interpret the data on a KASPER report.  In cooperation with the Cabinet for Health and Family Services; Office of Inspector General; Division of Fraud, Waste and Abuse/Identification And Prevention; Drug Enforcement and Professional Practices Branch, a DEPPB investigative report may be provided to authorized DCBS staff.  

The DEPPB investigative report is only one tool in the assessment process and should not be used as the sole basis to substantiate a referral or remove children.

PROCEDURE:

1. When the SSW believes a client may be misusing Schedule II-V controlled substance prescription(s) that is directly related to suspected child abuse/neglect and/or adult abuse/neglect/exploitation, the DPP Medical Support Section of Central Office may be consulted to assist in this determination at (502) 564-2136. Examples of misuse may include: a Schedule II-V controlled substance prescription(s) that is being used for a non-medical reason; is acquired and taken by client for whom the medication was not prescribed; was obtained through deception; or being taken in an amount that exceeds the prescribed dosage.

2. The SSW seeks consultation from their FSOS to determine if there is a need to obtain a DEPPB Investigative Report. 
3. If their FSOS agrees that a DEPPB Investigative Report is needed, the SSW seeks consultation with their Regional Attorney or Service Region Clinical Associate to determine if a DEPPB investigation is warranted.
4. The investigative SSW documents in the investigative CQA the results of the consult with the Regional Attorney or Service Region Clinical Associate.  The ongoing SSW documents the results of the consult in the service recordings. 

5. If the Regional attorney or Service Region Clinical Associate agrees that there is a need for a DEPPB investigation, the SSW requests a DEPPB investigation by:

(a) Completing a DPP-109 DEPPB Investigative Report Request; 

(b) Assuring the necessary written permissions are obtained; and 

(c) Faxing the form to (502) 564-7468, to the attention of:

Dave Sallengs, Branch Manager

Drug Enforcement and Professional Practices (DEPPB)

Office of the Inspector General

Cabinet for Health and Family Services

6. A DEPPB Investigator will complete their investigation and submit a written DEPPB investigative report to the SSW, who would then provide a written copy to their FSOS, Service Region Clinical Associate and/or Regional Attorney.

7. DEPPB staff will then be available to consult with the FSOS or SSW regarding the findings of the DEPPB Investigative Report.  The SSW or regional staff may also consult with the DPP Medical Support Section in Central Office at (502) 564-2136.

                                                                                           SOP 1B.7

                                                                                               R. 11/15/09

UTILIZATION REVIEW CONSULT (URC)

COA STANDARDS:

         S10.4.04 Service Elements: Intervention

LEGAL AUTHORITY:

         N/A

INTRODUCTION:

The Utilization & Review Consult (URC) is a collaborative group approach designed to engage and ensure informed decision-making when considering child removal, placement disruptions resulting in higher level of care placement, and other critical need situations.  A URC could also be utilized for a youth age seventeen (17) to discuss placement services and alternatives prior to them reaching adulthood.  The URC process helps ensure a teamwork approach to evaluate alternative options to OOHC placements, discuss disruption alternatives prior to a move from one placement to another placement or a more restrictive setting, and determining appropriate services to meet the critical needs of families and children. URC provides for group decision making, which provides an additional support to staff in making the best decisions regarding families and children.

PROCEDURE:

1.     A Service Region Administrator (SRA) designates one or two “Gatekeepers” to function as a coordinator and facilitator of regional URC conferences, and as an active consultative participant.  If two “Gatekeepers” are utilized by the service region, the SRA ensures and maintains consistent practice across the entire region.  Each service region should identify a backup “Gatekeeper” in the event that the designated “Gatekeeper(s)” is not available. 
2.     The “Gatekeeper” involves participants of a URC committee which:

(a) Must include:

(1)The SSW and/or the FSOS of the child/family case being reviewed;

(2)A Gatekeeper; and 

(3)At a minimum one person from regional management (for example SRA, SRAA, or SRCA).  

(b) May include additional staff such as:

(1)SRA;

(2)SRAA;

(3)SRCA;



(4)Regional Placement Coordinator;

(5)Social Service Specialist;

(6)Recruitment & Certification staff; 

(7)Family members and appropriate community partners (if the meeting is being held as a Family Team Meeting/Facilitated Family Team Meeting); or


(8)Others as deemed appropriate.  

3.     The SSW and/or FSOS contacts the designated regional “Gatekeeper” and requests a URC conference:  

(a)Prior to filing a petition to request DCBS custody and removal of a child from the home with placement in OOHC or with a relative;

(b)When a child’s placement is disrupting resulting in a more restrictive placement; or 

(c)To consult on critical need cases, which may include other placement

    disruptions.  

4.     Prior to an after-hours emergency removal of a child, the SSW consults with the FSOS or designee and a designated Regional Office staff person.  If after consultation the decision results in child removal, the SSW and/or FSOS initiates contact with the Gatekeeper and requests a formal URC at the earliest possible opportunity or next weekly conference. 

5.    The SSW may utilize a FFTM (or a Family to Family Team Decision-Making Meeting) in lieu of the URC process when a decision needs to be made to remove or place a child in a higher level of care. In these situations, the Facilitated Family Team Meeting (FFTM):

(a) Is facilitated by a neutral party, and attended by family members, case worker/supervisor and community partners (service providers, extended family, informal family support systems, etc.); and 

(b) The documentation from the Facilitated Family Team Meeting is reviewed and approved by the URC participants.  In cases in which the URC committee finds that the FFTM process was not adequate, a full URC conference process is initiated.

6.    The URC conference may take place via phone, in person, or as a structured FTM/FFTM.  The URC conference reviews and considers the following information:

(a) Necessity of child placement;

(b) Person or entity requesting the move;

(c) Reason for requested move; 

(d) Services that have been provided/offered; 

(e)Risk/safety factors that may be serious enough to justify the placement under consideration;

(f)  Services and supports that need to be in place to prevent the possible removal, change of placement, and/or possible future disruption such as prevention planning with an available relative(s), followed by the use of Kinship Care services, Family Preservation Program or other intensive in-home services; 

(g) The child’s current placement situation including:

(1)Appropriateness of the placement for the child;

(2)Present and potential safety/risk concerns; 

(3)Problems in the placement;

(4)Services or supports that need to be implemented to prevent the change of placement and/or future disruption; and

(5)Any special needs or medical issues of the child.

(h) The proposed placement situation including:

(1)Services or supports that need to be implemented to prevent the change of placement and/or future disruption; 

(2)Clear and identified benefits for the child; 

(3)Consideration of the best interest of the child; and

(4)Ability to provide the service needed to meet the needs of the child.

7.    Decisions made through the URC conference will be acted upon in a timely manner by all necessary parties. 

8.    The URC participants will designate who completes the DPP-20 Utilization Review Consult Form during the URC consult.  If the URC conference did not include a MSW member, the URC Form will need to be reviewed and approved by a MSW staff person.  

9.    The FSOS retains a copy of the DPP-20 and the original is maintained by a   regional “Gatekeeper””.  The DPP-20 is not to be filed in the child or family’s case record.

10. The SSW completes documentation in TWIST that the URC was conducted. 
SOP 1B.8

R.1/15/08

MEDICAL SUPPORT SECTION

COA STANDARDS:

· S21.5.02

LEGAL AUTHORITY:

· N/A

Introduction:

The Medical Support Section consists of Physical and Mental Health professionals that provide consultation to assist regional staff in safe-guarding children and vulnerable adults as well as assisting families.  

PROCEDURE:

1. The Medical Support Section may:

(a) Consult with staff who are conducting investigations and medical indicators are present (i.e. bruising, broken bones, head injuries, Munchausen’s by Proxy, burns, institutional abuse or neglect, emotional abuse and child fatalities);

(b) Provide expertise in the consultation and coordination with other public and private medical and mental health providers regarding needed information for open investigations. This includes meeting with tertiary care hospital Child Abuse Teams (UK and UL) and the Child Advocacy Centers to insure exchange of information and expertise between medical providers and DCBS;

(c) Provide medical consultation for guardianship and general adult services cases, as well as appropriate placement of adults;

(d) Assist and coordinate referrals for sexual abuse examinations conducted by the Kentucky network of Child Advocacy Centers;

(e) Provide protocols and consultation regarding specific high risk health situations, such as the increasing exposure of children and adults during the process of illegal methamphetamine production;

(f) Provide consultation, training and advocacy regarding access to screening and comprehensive medical exams for children who are taken into custody; 

(g) Provide consultation to staff when granting medical permission for children in Out of Home Care who require medical procedures.  This includes consulting regarding consent for psychotropic medication administration and policy regarding HIV testing;

(h) Assist and consult regarding the care of identified medical problems that require specialized care (i.e. assistance in obtaining sub specialty care and durable medical equipment).  This can include advice on utilizing the most appropriate and cost-effective services;  

(i) Consult regarding children in Psychiatric or Residential treatment settings that may involve facility reviews in collaboration with the Children’s Review Program;

(j) Work with staff and nurses from the Commission for Children With Special Health Care Needs(CCSHN) to ensure access to local CCSHN consultation and services; 

(k) Provide referral information for the University of Kentucky Comprehensive Assessment and Training Services Project (CATS Project);

(l) Participate in the development and training regarding the Medical Passport;
(m) Consult regarding the medical and mental health needs of children who are in state contracted Private Child Care settings;

(n) Consult regarding the approval of foster and adoptive families when medical or mental health issues regarding caregivers is discovered; and

(o) Provide contract monitoring support for contracts involving the purchase of medical and mental health services. 

2. For children in out of home care with special health care needs, the Medical Support Section may:

(a) Determine eligibility for the designation of medically fragile;

(b) Visit medically fragile children to assist local staff in ensuring that medical needs are being met;

(c) Participate in the initial development, and subsequent quarterly reviews, of each medically fragile child’s Individual Health Plan;

(d) Provide support and training for Medically Fragile Liaisons;  

(e) Participate in training for caregivers of Medically Fragile children; and

(f) Participate in the approval process when local providers request “Do Not Resuscitate Orders” for gravely ill children, when parental rights are terminated.

SOP 1B.9

R. 10/1/03

HIV/AIDS

Introduction:

HIV is a progressively debilitating disease, but proper treatment can significantly delay the onset of AIDS.  DCBS has a responsibility to clients and strives to provide services to HIV infected individuals while maintaining awareness of agency risk and liability to other clients and personnel.  DCBS has the responsibility to respect HIV/AIDS client’s confidentiality.  DCBS also advocates for the rights of an infected individual to attend day care, preschool, school, adult day care, nursing care, or any other needed services under medically and psychosocially appropriate circumstances.

SOP 1B.9 (A)

R. 10/1/03

PROCESS OVERVIEW: HIV/AIDS

COA STANDARDS:

· G1.5 Confidentiality and Privacy Protections

LEGAL AUTHORITY:

· KRS 214.181 General Consent to Testing for HIV
· KRS 214.185 Diagnosis and treatment of disease, addictions, or other conditions of minor
· KRS 214.420 Confidentiality of Sexually Transmitted Disease Control Records—Records declared confidential—Application
· KRS 214.625 Legislative findings -- Consent for medical procedures and tests including HIV infection -- Physician's responsibility -- Confidentiality of results -- Exceptions -- Disclosure -- Network of voluntary HIV testing programs
· 42 U.S.C. 12101 et. Seq., American with Disabilities Act of 1990



PROCEDURE:

1. Each Region is responsible for ensuring that the service delivery process addresses the medical needs of the HIV/AIDS infected client.

2. The SSW should actively encourage clients who are at-risk for infection to be tested.

3. HIV testing may not be required of any client.  Testing may be considered only for individuals for whom the Cabinet is legally responsible if any of the following risk factors are known:

(a) Multiple blood or blood product transfusions between 1978-1985;

(b) Children born to a mother known to be HIV infected;

(c) Children born to a mother who meet the criteria for HIV exposure;

(d) Use of intravenous (IV) drugs;
(e) Symptoms of possible HIV infection include: Swollen lymph nodes; Weight loss; Fever; Cough and shortness of breath; Soaking night sweats; Shaking chills or fever higher than 100 F for several weeks; Dry cough and shortness of breath; Chronic diarrhea; Persistent white spots or unusual lesions on your tongue or in your mouth; Headaches; Blurred and distorted vision; rare cancer or fungal infections associated with HIV; Please refer to the Medically Fragile Handbook for additional symptoms for young children.

(f) A person has been sexually abused/assaulted by anyone who:

(1) Has had multiple sexual partners;

(2) Has known use of intravenous (IV) drug use;

(3) Has hemophilia and has received clotting factor products prior to April 1985;

(4) Has had sexual partners known or suspected to be infected with HIV or have the above high risk factors.

(g) Client’s request.  

4. Testing of children who are voluntarily committed to the Cabinet requires parental consent.

5. Testing of a child in temporary or emergency custody requires a court order.

6. The SSW consults the Regional Attorney and the Medical Support Section to test a client without their permission for reasons concerning the client’s health or another individual’s safety.

7. When a minor is tested on their own accord, and refuses to disclose test results, KRS 214.185(6) allows the medical professional to inform the parent or legal guardian of the minor regarding any treatment given or needed where, in the judgment of the professional, informing the parent or guardian would benefit the health of the minor.

8. The SSW consults with the Regional Attorney, the Medical Support Section, and the child when age appropriate, when a prospective adoptive parent requests to have the child tested for HIV/AIDS but does not meet any of the high-risk indicators.

9. Testing for infants and young children may be performed by a pediatric specialist; all other HIV testing may only be performed at testing facilities that offer pre and posttest counseling by specially trained staff. Pre/Post test counseling services are offered at all local health departments.

10. The SSW makes arrangements for re-testing when appropriate.  Re-testing is conducted six (6) months after the cessation of risk behavior except for infants who shall be tested at nine (9), twelve (12), and fifteen (15) months of age.

11. The SSW completes the CQA that includes questions regarding any high-risk behaviors in which the client or family may have been involved for any HIV positive client.

12. The SSW completes a Case Plan for an HIV infected client that considers the following:

(a) Presence of behaviors likely to transmit the HIV infection;

(b) Potential needs of the client;

(c) Medical status, history, and symptomatology; and 

(d) Availability of needed services.

13. No DCBS personnel who has obtained or has knowledge of a positive HIV/AIDS test result may disclose or be compelled to disclose the identity of any person upon whom a test is performed, or the results of the test in a manner which permits identification of the subject of the test without the written consent of the client.

14. The decision to disclose the HIV/AIDS status without the consent of the client may be made on a case by case basis in consultation with the Regional Attorney and the Medical Support Section when it is deemed absolutely necessary for the safety and care of the client. KRS 214.181 allows the information to be released to the following persons:

(a) The subject of the test or the subject's legally authorized representative;

(b) Any person designated by the client or their legally authorized representative through a DCBS-1A, Informed Consent and Release of Information and Records Supplement;
(c) A physician, nurse, or other health-care personnel who has a legitimate need to know the test result in order to provide for his protection and to provide for the patient's health and welfare; 

(d) A health facility or health-care provider which procures, processes, distributes, or uses:  

(1) Human body part from a deceased person, with respect to medical information regarding that person; or 

(2) Semen provided for the purpose of artificial insemination; 

(e) A parent, foster parent, or legal guardian of a minor;

(f) Persons allowed access by court order.

15. The SSW clearly documents the Regional Attorney and the Medical Support Section’s decision and reason for any disclosure made without the client’s approval.

16. Disclosure of the confidential HIV status to DCBS personnel may be made on a need-to-know basis, which is based on the optimal care of the client.

17. DCBS staff responsible for disclosing a client’s HIV status or allowing the HIV status of a client to go beyond those with a legitimate need to know are subject to disciplinary action up to and including dismissal.

SOP 1B.9 (B)

R. 10/1/03

HIV/AIDS—CHILDREN IN OUT OF HOME CARE

COA STANDARDS:

· G1.5 Confidentiality and Privacy Protections

LEGAL AUTHORITY:

· KRS 214.181 General Consent to Testing for HIV
· KRS 214.185 Diagnosis and treatment of disease, addictions, or other conditions of minor
· KRS 214.420 Confidentiality of Sexually Transmitted Disease Control Records—Records declared confidential—Application
· KRS 214.625 Legislative findings -- Consent for medical procedures and tests including HIV infection -- Physician's responsibility -- Confidentiality of results -- Exceptions -- Disclosure -- Network of voluntary HIV testing programs
· 42 U.S.C. 12101 et. Seq., American with Disabilities Act of 1990



PROCEDURE:

1. All HIV infected children are referred for placement consideration, regardless of placement type.

2. The SSW, if not already completed, follows procedures in SOP 7E.4.10 to determine Medically Fragile classification.

3. All referrals are to be labeled with: “Child has serious health care needs.”  Only the program for which the child has been approved for admission is entitled to receive HIV information.

4. Once a placement has agreed to accept a child based on referral information, the SSW may disclose on an as needed basis the HIV status and specific health care needs of the child.

5. No child may be denied acceptance to foster care, group home, or residential treatment facility solely on the basis of HIV infection.

6. All HIV infected children to be placed in OOHC are placed in a special needs or medically fragile foster home, group home, or residential setting with the following considered:

(a) Other children placed in a foster home are safe from harm and infection by:

(1) Placing the child in a home with no other children; or,

(2) Children with uncontrolled behaviors due to emotional illness or to age is placed in a setting that assures that other children in the home are not put at risk.

(b) The ability of the HIV infected child in a facility setting is able to manage his aggressive or sexual behaviors;

(c) The maturity and ability of other clients in a facility to protect themselves from infection and manage their own aggressive or sexual behaviors;

(d) The ability of the placement to provide for a child whose immune system has been severely impaired to minimize exposure to childhood diseases and infections from other children.

Note: These factors may not preclude placement acceptance, but are to be taken into consideration with the operating agency’s program, structure, and supervision capabilities.

7. The SSW regularly monitors the placement to confirm its ability to protect the HIV infected child from opportunistic infections, and its capacity to provide or arrange for intensive medical services as needed by the child and to ensure protection of any additional committed children in the same OOHC placement.

SOP 1B.9 (C)

R. 10/1/03

HIV/AIDS—ADOPTION

COA STANDARDS:

· G1.5 Confidentiality and Privacy Protections

LEGAL AUTHORITY:

· KRS 214.181 General Consent to Testing for HIV
· KRS 214.185 Diagnosis and treatment of disease, addictions, or other conditions of minor
· KRS 214.420 Confidentiality of Sexually Transmitted Disease Control Records—Records declared confidential—Application
· KRS 214.625 Legislative findings -- Consent for medical procedures and tests including HIV infection -- Physician's responsibility -- Confidentiality of results -- Exceptions -- Disclosure -- Network of voluntary HIV testing programs
· 42 U.S.C. 12101 et. Seq., American with Disabilities Act of 1990



PROCEDURE:

1. All HIV infected children are accepted for adoptive placement consideration.

2. A child with known HIV infection may not be placed into an adoptive placement until the adoptive parents have been informed of the child’s condition or family history.

3. The SSW has the adoptive parent’s sign a statement indicating their awareness and understanding of the child’s condition.

4. The adoption preparation process is to include HIV/AIDS education and may be referred to medical sources for additional information.

SOP 1B.10

R. 1/1/08

COMMISSION FOR CHILDREN WITH SPECIAL HEALTH CARE NEEDS

COA STANDARDS:

· S21.5.02
LEGAL AUTHORITY:

· N/A
Introduction:

Based upon a Memorandum of Understanding between DCBS and the Commission for Children with Special Health Care Needs (CCSHCN), CCSHCN may provide nursing consultation to DCBS staff and foster parents or biological parents for children in or at risk of entering out of home care (OOHC).  CCSHCN is additionally available to provide nursing consultation to DCBS staff and foster parents for children and youth designated as medically fragile.  

PROCEDURE:

1. For Medically Fragile foster care, 

(a) CCSHCN nurses may :

(1) Provide medical education and resources to DCBS staff and the foster care family;

(2) Visit the foster home monthly with the SSW in the capacity as consultant to the SSW, the foster family, and as an advocate for the child;

(3) Participate in the development and review of the medically fragile child’s Individual Health Plan (IHP);

(4) Offer fluoride varnish applications to the medically fragile child ages 0-6 years, and any other children residing in the foster home that are within the eligible age range; 

(5) Continue visiting the medically fragile child with the SSW if the child is returned to the birth family, if requested; 

(6) Attend meetings for the Individualized Education Plan (IEP) and provide input for the Individualized Graduation Plan (IGP); 

(7) Partner with DCBS to identify and recruit potential foster families; and

(8) Provide on-going training and support to caregivers.

(b) The SSW begins the referral process to the local CCSHCN office by completing the M-002 Referral Form and forwards the M-002 and the following information to the regional medically fragile liaison;
(1) A copy of the Individual Health Plan (IHP) or relevant medical information about the child’s medical condition;
(2) A signed CCSHCN Notice of Privacy Practices form;
(3) A copy of the custody order granting DCBS custody;
(4) A copy of the child’s insurance or Medicaid card or other verification;
(5) The M-001Commission for Children with Special Health Care Needs Verbal Release of Information;
(6) A copy of the DPP-106A Authorization for Medical Treatment; and 
(7) Other pertinent medical information or medical records.
(c) The Medically Fragile liaison makes a referral to CCSHCN with the information requested in Procedure #2 of this SOP.  If all information is not available, the regional Medically Fragile liaison may make the referral to CCSHCN and request that the SSW provide the information to CCSHCN within 30 calendar days of the initial referral; and

(d) The SSW makes home visits jointly with the CCSHCN nurse and utilizes nursing consultation as described in Procedure #1(a) of this SOP.
(Link to CCSHCN Medically Fragile Foster Care Nursing Staff List)
2. For any child in OOHC or at risk of being placed in OOHC:
(a) The SSW may refer the child to the regional CCSHCN Nurse Consultant Inspector (NCI) by:

(1) Written referral using the F-001, Foster Care Support Nurse Consultant Referral Form;

(2) Phone call;

(3) Email; or 

(4) In person.

(b) The CCSHCN nursing consultant may:

(1) Provide medical education and resources, as well as nursing expertise related to the interpretation of medical records to DCBS staff, foster parents, and biological parents when the permanency goal is reunification;

(2) Work in a consultative role to assist the SSW in determining accidental versus non-accidental trauma;

(3) Serve as consultant to the SSW, the foster parents and biological parents and as an advocate for the foster child who may be placed in OOHC;

(4) Act as a resource, when reunification is the permanency goal, to the birth family and SSW as they identify and plan for the child’s health care needs;

(5) Assist with transportation arrangements as needed, but may not transport the child;

(6) Make joint home visits with the SSW or individual home visits if the SSW determines the medical issues are beyond the scope of the SSW’s expertise (note:  the initial home visit must be made jointly with the SSW);

(7) Assist in the coordination of care with the child’s primary care provider and may consult with the DPP Medical Support Section, University of Louisville Living Forensics Unit, and other community resources as warranted by the situation;

(8) Review and assess the foster child’s medical passport upon entry into the foster care system to assure that it is up to date and notifies the SSW if problems exist with the foster child’s preventative health care;

(9) Assist the SSW with the assessment and monitoring of the foster child’s medical needs after a referral is received;

(10) Offer fluoride varnish applications to foster children ages 0-6 years when on a foster home visit and any other child residing in the foster home with the eligible age range;

(11) Attend IEP meetings and provide input for the IGP for foster children; and

(12) Assist with transition issues which may include preparation for the transition from pediatric to adult health care, transition from one foster care home to another or transition to another school district.

(c) The SSW makes an initial joint home visit with the CCSHCN nurse and utilizes nursing consultation as described in Procedure 2(b) of this SOP.
(Link to Regional CCSHCN Nurse Consultant Contact List)
SOP 1B.11

R. 9/1/04

Open Records Request and Disclosure of Information
INTRODUCTION:

Any client shall have access to their case record, except for adoption and termination case records, which may only be shared upon receipt of a court order from the court of jurisdiction that granted the adoption and/or termination. Before a client can have access to their case record, staff will be aware and comply with confidentiality laws so that proper disclosure is made. A request for case records from anyone not expressly permitted by Kentucky Revised Statue (KRS) without legal access will be subject to disclosure only upon order of a court of competent jurisdiction. If a client requests for someone other than himself or herself to review their case record, they are required to provide DPP, Records Management Section with a signed authorization to allow access/disclosure of the case record.

A copy of Notice outlining regulations governing the access and disclosure of Public Records of the Cabinet for Health and Family Services, Department for Community Based Services will be displayed in a prominent location in every office to which the public has access.

If anyone comes to a local or regional office and makes a request for records or an open records request, do not give them any case information, follow the procedures discussed in this SOP. The Division for Protection and Permanency Records Management Section will generate all correspondence regarding open records requests. The field does not generate any correspondence regarding open records requests.

SOP 1B.11 (A)

R. 9/1/04

Open Records Request
COA STANDARDS:

· G1. Ethical Practice, Rights and Responsibilities

LEGAL AUTHORITY:

· 45 CFR Parts 160 and 164
· KRS 61.870 through KRS 61.884 OPEN RECORDS
· KRS 194B.060 Confidentiality of records and reports.

· KRS 209.140 Confidentiality of information.

· KRS 620.050 Immunity for good faith actions or reports -- Investigations – Confidentiality of reports -- Exceptions -- Parent's access to records -- Sharing of information by children's advocacy centers -- Confidentiality of interview with child -- Exceptions.

· KRS 625.045 Confidentiality and sealing of files and records.

· KRS 625.108 Confidentiality and sealing of files and records.

· 922 KAR 1:320. Service appeals.

· 922 KAR 1:510. Authorization for Disclosure of Protection and Permanency Records.



PROCEDURE:

When an applicant (client, a former client’s attorney or individuals other than the client) requests access/ disclosure of the client’s case record, DPP, and staff at the local or Regional office will:

1. Provide the applicant  with the DPP-010 Open Records Request, to facilitate the request;

2. Notify the applicant that request for a client’s health information must be directed to:

The Cabinet for Health and Family Services

Department for Community Based Services

Records Management Section

275 East Main Street, Section 3E-G

Frankfort, Kentucky 40621
Using the: 

CHFS-305 Authorization for Disclosure of Protected Health Information; or
CHFS-305A Authorization for Disclosure of Psychotherapy Information;

3. Provide the applicant assistance in completing the form;

4. Advise the applicant that the Records Management Section will respond to their request; and

5. If a local or Regional office receives a written request for records, the staff immediately faxes (502 564-9554) the request to the Records Management Section. After faxing the request, staff contacts the Records Management Section to confirm receipt of the fax.

1B.11 (B)

R. 9/1/04

OPEN RECORDS RECEIPT OF REQUEST AND DISCLOSURE

COA STANDARDS:

· G1. Ethical Practice, Rights and Responsibilities

LEGAL AUTHORITY:

· 45 CFR Parts 160 and 164
· KRS 61.870 through KRS 61.884 OPEN RECORDS
· KRS 194B.060 Confidentiality of records and reports.

· KRS 209.140 Confidentiality of information.

· KRS 620.050 Immunity for good faith actions or reports -- Investigations – Confidentiality of reports -- Exceptions -- Parent's access to records -- Sharing of information by children's advocacy centers -- Confidentiality of interview with child -- Exceptions.

· 

 HYPERLINK "http://www.lrc.state.ky.us/KRS/625-00/045.PDF" 

KRS 625.045 Confidentiality and sealing of files and records
.

· KRS 625.108 Confidentiality and sealing of files and records.

· 922 KAR 1:320. Service appeals.

· 922 KAR 1:510. Authorization for Disclosure of Protection and Permanency Records.



PROCEDURE:

1. The local or Regional office upon receiving a court order or subpoena proceeds as follows:

(a) If the court order or subpoena is only requesting the worker to appear and is not asking the worker to produce records, then Records Management Section does not need to receive a copy of the court order or subpoena. The worker must appear in Court as stipulated by the court order or subpoena. 
(b) If the court order or subpoena is requesting the worker to appear and is also requesting that records be produced, the worker IMMEDIATELY faxes a copy of the court order or subpoena to the Records Management Section at 502-564-9554. 
(c) If the court order or subpoena is requesting records only, then the worker needs to IMMEDIATELY fax a copy of the court order or subpoena to the Records Management Section at 502-564-9554. 

2. Any individual sending a fax to the Records Management Section should call the office at 502-564-3834 to verify that the fax was received and receive instructions, from the custodian of records, regarding the court order or subpoena to receive copies of documentation from case files.

3. The only people that are permitted to view current case files in field offices are as follows: 

(a) Commonwealth Attorney and County Attorney;

(b) Law Enforcement Officers assigned to the case;

(c) Guardian Ad Litems;

(d) Attorneys that are assigned to TPR cases; 

(e) CASA; and

(f) Those with Memorandums of Understanding (MOU) or Business Associate Agreements. See Procedure 4(e) for details.

4. Local and Regional offices please note:

(a) A staff member must be present at all times while the individual is viewing the file;

(b) The Commonwealth Attorneys, County Attorneys, and law enforcement officials assigned to the respective cases, may obtain unredacted copies of documents for ongoing investigations and active court cases. For all other situations, the initial referral source must be redacted unless a court order states otherwise.

(c) If someone other than the above-referenced people come into a field office and request to review the files, they cannot. They must submit a written request to the to the Records Management Section.  
(d) Do not take original case files out of the field offices for any reason. 
(e) If staff has questions regarding which agencies the Cabinet for Health and Family Services have Memorandums of Understanding (MOU) or Business Associate Agreements, contact the custodian of records at 502-564-3834.
SOP 1B.11 (C)

R. 4/1/06

PUBLIC REQUESTS FOR

CHILD ABUSE/NEGLECT (CA/N) CENTRAL REGISTRY CHECK

COA STANDARDS: 

· NA

LEGAL AUTHORITY:

· 922 KAR 1:470 Central Registry
· 922 KAR 1:510
· KRS 600.020(1)
· 922 KAR 2:090
· 922 KAR 1:310
· 922 KAR 1:300
· 907 KAR 3:030
INTRODUCTION:

The Cabinet conducts a check of the Central Registry for an individual, organization, or other entity if the information being requested is permitted by law. The Division of Protection and Permanency, Records Management Section processes all Central Registry checks.  Individuals not permitted by law as described in this SOP to obtain information contained in the Central Registry may submit an open records request as discussed in SOP 1.7 Open Records Request. 

The Division for Protection and Permanency Records Management Section will generate all correspondence regarding Central Registry Checks. The field does not generate any correspondence regarding Central Registry Checks.

PROCEDURE:

1. The SSW upon receiving a request from the public for a Central Registry Check determines if the individual, organization, or other entity is requesting the information as a condition of employment for the following types of work allowed by 922 KAR 1:470 for a Child Abuse/Neglect (CA/N) check:

(a) Day Care Employee or Volunteer; (922 KAR 2:090)
(b) Applicant for Day Care Center Licensure; (922 KAR 2:090)
(c) Child-Placing Agency Employee; (922 KAR 1:310)
(d) Child-Caring Facility Employee; and (922 KAR 1:300)
(e) IMPACT-PLUS Subcontractor. (907 KAR 3:030)

2. If the individual, organization, or other entity meets the above requirements, the SSW provides the DPP-156, Central Registry Check form. 

3. The DPP-156, Central Registry Check is required to be submitted within five (5) working days after:

(a) The date of employment of an individual required by law; or

(b) A volunteer’s first day, if the volunteer is required by law to submit to a Central Registry Check.

4. A nonrefundable check or money order in the amount of ten dollars ($10.00) made payable to the “Kentucky State Treasurer” must be submitted with the DPP-156 to: 

      
The Cabinet for Health and Family Services

      
Department for Community Based Services

     
Records Management Section

      
275 East Main St., Section 3E-G

      
Frankfort, Kentucky, 40621

The Records Management Section will not process a CA/N check for the purposes outlined in this SOP without payment.

5. An individual, organization, or other entity that is not specified in Procedure 1 to obtain information contained in the Central Registry is advised to submit an open records request as described in SOP 1B.11 Open Records Request. 

6. Procedures regarding foster and adoptive parent background checks are outlined in SOP 3A.2 Background Checks.
SOP 1B.12

R. 4/1/05

LIMITED ENGLISH PROFICIENCY (LEP)

COA STANDARDS: 

· NA

LEGAL AUTHORITY:

· 42 USC 2000d Section 601 of Title VI of the Civil Rights Act of 1964

· KRS 344.015 Implementation plans for Federal Civil Rights Act, Title VI by state agencies 

· 920 KAR 1:070. Deaf and hard of hearing services
· 45 KAR 1:080. Standards for Title VI reporting
PROCEDURES:

All Division of Protection and Permanency (DPP) staff follows the Cabinet for Health and Family Services (CHFS) policy and procedures as instructed in the memorandum dated 11/8/2004 regarding clients with limited English proficiency.

(Link to the LEP website for the Cabinet’s Policy and Procedures for LEP and language access)

(Link to LEP Memorandum)

SOP 1B.13

R. 8/1/03

REGIONAL INTERAGENCY COUNCIL FOR SERVICES TO CHILDREN WITH AN EMOTIONAL DISABILITY (RIAC)

COA STANDARDS:

· NA

LEGAL AUTHORITY:

· KRS 200.503-509
PROCEDURE:

1. The SRA designates a representative to chair the RIAC(s) for the region.

2. Responsibilities of the RIAC chair include chairing meetings and ensuring that the functions of the RIAC are executed.

3. Local Interagency Councils (LIACs) may be set up within the regions, and the SRA or designee appoints a DCBS staff member as LIAC chair.

SOP 1B.14

R. 8/1/03

CITIZENS REVIEW PANELS

COA STANDARDS:

· NA


LEGAL AUTHORITY:

· 42 USC Section 5106a(c)
PROCEDURE:

1. In each Service Region in which a Citizen’s Review Panel is established, the SRA designates a representative to attend meetings.

2. Responsibilities of a Cabinet representative include, but are not limited to:

(a) Providing access to information necessary to complete the mandate of the Citizen’s Review Panel; 

(b) Giving the Citizen Review Panel notice of all Standards of Practice issuances related to child protective services; and

(c) Making the Citizen Review Panel aware of any potential issues that they may wish to address.

3. The SRA attends no less than two (2) meetings each year.

SOP 1B.15

R. 8/1/05

SAFETY NET

COA STANDARDS:

· NA


LEGAL AUTHORITY:

· 921 KAR 2:006
· 922 KAR 1:400
PROCEDURE:

1. A SSW may be invited by a Family Support Worker to be a part of a Parental Responsibility Opportunity (PRO) Team or a Comprehensive Family Services (CFS) Team prior to a family being discontinued from the Kentucky Works Program (KWP) for:

(a) Failure to complete a K-TAP Transitional Assessment Agreement (KW-202);

(b)Failure to comply with K-TAP after receiving six (6) cumulative months of K-TAP and has been sanctioned for three (3) cumulative months in Kentucky (the months need not be consecutive); and

(c) Having received K-TAP for sixty (60) months.

2. When invited, the SSW participates in any meetings or home visits and shares knowledge or insight as appropriate. 

3. Through the Service Region, Central Office forwards to each FSOS the following listings from the Kentucky Automated Management Eligibility System (KAMES), with the names and addresses of welfare recipients who are being discontinued:

(a)HRKIMR81, K-TAP Cases Discontinued Due to 3 Month Sanction Policy; 

(b)HRKIMR83, KTAP Children Discontinued Due to 3 Month Sanction Policy; 

(c)HRKIMR84, Cases/Children Disc. Due to 3 Month Sanction Policy; and

(d)HR-KIMR-8C, Cases Discontinued Due to Sixty (60) Months K-TAP Lifetime Limit.

4. The FSOS receives the PAFS-628, Exchange of Information directly from Family Support, indicating a discontinuation of benefits.

5. If the documents from Central Office are received without the corresponding PAFS-628, Exchange of Information, the FSOS:

(a) Checks KAMES for the following information:

(1) Effective date of discontinuance;

(2) Family Support Worker code; and

(3) Current address of the family;

(b) Notifies the Field Services Supervisor (Family Support) that the Safety Net referral was not received.

6. Upon receipt of one of the above reports of discontinuation, the FSOS assigns a SSW to complete an assessment of the family’s needs.

7. The SSW determines if a CPS or APS case is already opened, and, if so, notifies the assigned SSW that the family’s K-TAP benefits have been discontinued.

8. The SSW contacts the family by telephone or (if the client cannot be reached by telephone or does not have a telephone) by mail to arrange a home visit within fifteen (15) working days of the effective date of discontinuance. If there is no response, the SSW makes a home visit and follows up with a telephone contact within three (3) working days. 

9. The SSW conducts an assessment, using the DPP-1020, Safety Net Assessment. Factors which are addressed may include:

(a) Reason(s) for discontinuance;

(b) Resources that the family is using;

(c) Resources needed;

(d) Referrals needed to community resources;

(e) Amount of income and whether the family is eligible for benefits;

(f) Rights to re-apply for K-TAP benefits;

(g) Living environment;

(h) Observed indicators or risk factors of abuse, neglect, dependency or exploitation; and

(i) Any identified problems.

10. If the SSW and family determine that the resources available are not adequate to keep the family safe and together, the SSW assists the family in developing a plan of action and provides referrals to any community resources as appropriate. 

11. If the family’s income is at or below 200% of the poverty level, the SSW may seek authorization for the expenditure of monetary assistance, up to a total of $635 over a period of four (4) months within the twelve (12) month period following discontinuance. Expenditures may include interventions in the following situations: fuel shortage; utility shutoff; insufficient food, clothing, or housing; or items needed to accept or continue employment. (Funds may not be used for medical services, including prescriptions, dentures, eyeglasses, etc.) The SSW and Family Support Worker coordinate payment of any requested expenses to make certain that duplicate payments are not made. The following steps are used:

(a) The SSW obtains documentation of need (e.g. disconnect notices, eviction notice, etc.) and submits it with the completed DPP-1021, Safety Net Verification Form to the FSOS;

(b) The SSW or FSOS submits the bills to the designated regional staff for payments to be issued; and

(c) The Family Support Worker notifies the SSW if the K-TAP case is re-approved, and the client is no longer eligible for Safety Net funds.

12. The SSW develops an Aftercare Plan with the family, or opens a case for Ongoing Services, as appropriate.

13. The SSW provides the family with a DPP-154, Service Appeal Request and informs the family of their right to file a service complaint. 

14. All correspondence or attempted correspondence is documented on the DPP-1020, Safety Net Assessment.

15. The SSW notifies the Family Support Worker of the outcome of the referral using the PAFS-628, Exchange of Information.

16. The SSW completes the DPP-1022, Safety Net Report Form, and submits the report to the FSOS, who approves the report and submits it to the designated Central Office staff by the third (3rd) working day of the month.

17. When deposits are made for rent or utilities, the designated regional staff instructs the SSW to make every effort to get a signed agreement from the vendor that the deposit be returned to the local or regional office if the premises are vacated or there is a balance to be refunded. The Regional staff instructs the SSW that, if utility companies only return refunds to the client, the SSW may ask the client to return any unused portion of the deposit, but that no efforts are made to collect the refund.

18. Any funds received from clients are returned to the Director of Financial Management.

19. The designated regional staff instructs the SSW that food, clothing and furniture purchases may be made from vendors with the most cost-effective merchandise. 

20. The designated regional staff instructs the SSW to return the itemized receipt for the region’s file. All receipts should include the item and purchase price listed. Clothing purchases should be documented regarding quantity, price, and client name. All receipts should also contain the check number, check amount, name of client, and payee on the check.

21. Each month, the designated regional staff :

(a) Reconciles the checking account with their monthly log; and

(b) Submits to the Director, Division of Financial Management, by the 10th of the month:

(1) A copy of the reconciliation form;

(2) A copy of the bank statement;

(3) The monthly log; and

(4) Original receipts.

22. A check that is not cashed by the vendor within ninety-five (95) days is to be voided. The designated regional staff requests the bank to process the void and reports the void to the Division of Financial Management.

23. All records are maintained for a minimum of five (5) years.

SOP 1B.16

03/01/05

TARGETED CASE MANAGEMENT (TCM)

COA STANDARDS:

· NA

LEGAL AUTHORITY:
· 907 KAR 3:020
· Title V Services Provided by DSS (Medicaid Manual)

INTRODUCTION:

Targeted Case Management (TCM) services are provided to Medicaid eligible clients who are:

(a) Children age zero (0) through twenty (20) who meet the conditions and circumstances to be defined as a child in the custody of or at risk of being in the custody of the state; or

(b) Adults age twenty-one (21) or older who meet the conditions and circumstances to be defined as an adult in need of protective services.

TCM services are provided by qualified DCBS staff who appropriately document the delivery of a Medicaid covered TCM service.

PROCESS OVERVIEW:

1. Targeted Case Management services are those which will assist the targeted population in gaining needed medical, educational, social, and other support services. These services include:

(a) A written comprehensive ongoing assessment (CQA), which has face-to-face contact with the child, adult, his family, or other collateral’s needed to determine the individual’s needs;

(b) Participation in the development of the individual’s Case Plan;

(c) Coordination of, and arranging for, needed services as identified in the individual’s Case Plan;

(d) Assisting the individual and his family or person in custodial control in accessing needed services (both Medicaid or non-medical) as provided by a multiplicity of agencies and programs;

(e) Monitoring the individual’s progress through the full array of services by:

(1) Making referrals; 

(2) Tracking the individual’s appointments; 

(3) Removing barriers which prohibit access to the recommended programs or services; 

(4) Performing follow-up on services rendered to assure the services are received and meet the individual’s needs; 

(5) Performing periodic re-assessments of the individuals changing needs; and/or

(6) Educating the family or individual of the value of early intervention services and treatment programs.

(f) Performing advocacy activities on behalf of the individual. The Case Manager may intercede to assure appropriate, timely, and productive treatment modalities;

(g) Establishing and maintaining current client records, documenting contacts, services needed, client’s progress, and any other information as may be required;

(h) Providing case consultation as required (i.e., consulting with a  service provider to assist in determining the individual’s  progress, etc.); and 

(i) Providing crisis assistance (i.e., intervention on behalf of the individual, making arrangements for emergency referrals and treatment, and coordinating any other needed emergency services).

2. A qualified Case Manager meets the following minimum qualifications:

(a) A Bachelor of Arts or Bachelor of Science degree in any of the social/behavioral sciences or related fields from an accredited institution; and

(b) One (1) year of post bachelor experience working directly with the targeted population or performing case management services; 


Note:  A Master’s degree in a human service field can substitute for the one (1) year experience.

(c) Only the qualified Case Manager of record may enter documentation for TCM services.

3. Agency Services not coded to TCM include:

(a) Investigations, FINSAs;

(b) Domestic Violence Cases;

(c) The actual provision of treatment;

(d) Outreach activities to potential clients;

(e) Administrative activities associated with Medicaid eligibility determinations, application processing, etc.;

(f) Institution discharge planning, such as hospital or nursing facilities, as these facilities are required to provide this service as condition of payment. The Case Manager may bill, however, for services performed either in the month prior to or month of discharge from the facility to prepare the individual’s return to the community;

(g) Transportation services regardless of the reason for the transport; and

(h) Duplication of payments to public agencies or private entities under other program authorities for the same purpose.

PROCEDURES:

1. The qualified Case Manager enters TCM contacts only for those cases where the Case Manager:

(a) Meets Medicaid eligibility requirements; and

(b) Provided valid TCM services.

2. TWIST documentation requires that the individual client:

(a) Has a valid Social Security Number (SSN), which is matched in KAMES (the matching is done automatically by TWIST);

(b) Has a correct Date of Birth (DOB);

(c) Has an address entered in “Present Location;” and

(d) Is listed in the “On Behalf Of” box in TWIST.

3. The qualified Case Manager enters the following in TWIST:

(a) The eligible Individual(s);

(b) The exact Contact Date;

(c) The Contact Location;

(d) The Contact Type;

(e) The Purpose of Contact; and

(f) One of the following Service Activities:

(1) TCM Advocacy;

(2) TCM Arranging Delivery of Services;

(3) TCM Assessing Needs;

(4) TCM Assist Access of Needed Services;

(5) TCM Case Consultation;

(6) TCM Crisis Assistance; or

(7) TCM Tracking Referral, Follow-up…

4. The qualified Case Manager ensures that the Contact Comments are concise, professional, and pertain to the goals established for the child/family and document the delivery of a covered TCM services as referenced in Procedure #3(f). 

5. Contacts that are unsuccessfully completed are not documented as a completed TCM. In instances where a face-to-face or telephone contact was initiated and no one was home or answered the telephone, the qualified Case Manager selects “Face to Face Worker Initiated Negative” or “Telephone Initiated by Worker Negative.” 

(Link to Tip Sheet for TCM)

SOP 1B.16 (A)

09/01/04

AUDITS

COA STANDARDS:
· NA

LEGAL AUTHORITY:
· 907 KAR 3:020
· Title V Services Provided by the DSS (Medicaid Manual)

PROCESS OVERVIEW:

All TCM documentation is the property of Medicaid and as such, both the Government of the United States and the Commonwealth of Kentucky may audit all claims and substantiating records. All records are subject to post payment review and are maintained for a minimum of five-years.
SOP 1B.17

R. 1/15/07

STUDENT INTERN AND VOLUNTEER APPLICATIONS
COA STANDARDS:

· NA

LEGAL AUTHORITY:

· NA

Introduction:

For those students assessing if child welfare or adult services is a field that they may wish to study and eventually work, a successful understanding of the system is necessary.  DCBS wishes to foster the development of possible future child welfare and adult services staff, while at the same time protecting the safety and confidentiality of the children, families, and adults with which we work.  Through a centralized process, DCBS will ensure that appropriate candidates are selected to provide volunteer or intern services.

Procedure:

1. Prior to accepting any intern, the Region ensures that a Memorandum of Understanding (MOU) exists between the Cabinet and the University or College.  MOU Agreements Listing.  If an MOU does not exist with the University or College, the Region instructs the University to contact the Division of Service Regions (502-564-7463) if it wishes to develop an MOU.

2. When a Region or County receives a request from a prospective student to provide volunteer or internship services with DCBS Protection and Permanency, the individual is provided an application packet that includes:

(a) DPP-098 Student Intern Volunteer Application; 

(b) Confidentiality Agreement; and

(c) A copy of the Child Abuse and Neglect Reporting Handbook.
3. The SRA or designee interviews the candidate and determines the student's appropriateness as a student intern or student volunteer.  If the applicant is deemed acceptable, the Regional Office submits the completed application packet from the prospective intern/volunteer to the:

Division of Service Regions
275 E. Main, 3C-A

Frankfort, KY 40621

4. The Region's Personnel Liaison submits to OHRM a request for an AOC check.  Division of Service Regions completely processes the application completes a CA/N check in 30 days or less.
5. Upon completion of processing the application materials, the Division of Service Regions notifies the SRA or designee of the approval/denial of the application.
The SRA or designee may then formally accept or deny a candidate for a student internship or as a student volunteer.  
6. The appropriate Division of Service Regions keeps on file the intern/volunteer's application, confidentiality agreement, and background checks until the completion of the internship or volunteer period.  Under no circumstances is an intern or volunteer accepted by the Region without the approval of their respective Division of Service Regions.

SOP 1B.17 (A) 

R. 1/15/07
STUDENT INTERN PROGRAM

COA STANDARDS:

· NA

LEGAL AUTHORITY:

· NA

Introduction:

Successful transition into providing direct services in the field of child welfare requires a variety of knowledge and skills that can be fostered prior to ever being employed by the Cabinet’s Department for Community Based Services (DCBS). Student Interns are not only provided an opportunity to acquire hands-on knowledge and skills, but an opportunity for the Cabinet to mentor individuals who recognize and share the importance of our mission and who may later choose to join the Cabinet.

A practicum may be granted to graduate and upper class undergraduate students who are:

1. Attending an accredited college or university; and

2. Obtaining a primary degree in Social Work or a related degree as defined by the Council on Accreditation (COA).  Students in a social work program must be from a University or College whose program is accredited by the Council on Social Work Education (CSWE)
The Cabinet recognizes five (5) different types of students seeking a practicum:  

1. CO-OP students;

2. Public Child Welfare Certification Program (PCWCP);

3. Cabinet employees in the Stipend Masters Degree program;

4. Cabinet employees who are students seeking a graduate or undergraduate degree in Social Work; and

5. Graduate or undergraduate students in Social Work or related field as defined by COA.

Please note that a student may conceivably be in a dual role of both a CO-OP student and as a PCWCP student.  The CO-OP student is paid for the hours they are working as a Cabinet employee, however, the PCWCP student that is completing a practicum and simultaneously attending Cabinet training sessions does not receive a salary during the PCWCP participation.  Responsibilities of a CO-OP student and PCWCP student are two completely separate functions and close supervision should occur so that a student complies with the respective obligations during the practicum.

Supervision is a vital learning process for all student interns.  After the supervisor has determined that the student intern has the ability to handle routine situations, the intern may be assigned duties similar to regular staff while under direct supervision of the practicum supervisor, provided it is not in conflict with the role of the student intern. Initial contacts with clients by student interns are only made while the student is in the presence of Cabinet staff assigned to work with the student. 

Procedure:

1. Prior to accepting any intern, the Region ensures that a Memorandum of Understanding (MOU) exists between the Cabinet and the University or College as outlined in the MOU Agreements Listing.   If an MOU does not exist with the University or College, the Region instructs the University or College to contact the Division of Service Regions if it wishes to develop an MOU.  

2. The Cabinet, DCBS and the Service Region follow the requirements set forth in the MOU.  To understand the requirements set forth in the MOU, the Region reviews the MOU Boilerplate.
3. Once the intern begins the practicum, the immediate supervisor assists the intern with obtaining appropriate access to the network and email.  Individual account access to The Worker Information System (TWIST) is not permitted.  The student may access TWIST only under direct supervision of the DCBS staff supervising the intern.
4. The Cabinet, DCBS or the Service Region develops with the student a written outline (Learning Agreement) of the objectives for the practicum.

5. The student obtains the required signatures for the Learning Agreement by all involved parties (student intern, DCBS, faculty advisor, etc.).

6. The Learning Agreement includes:

(a) The length of placement;

(b) The geographic area to be served;

(c) A written job description developed in conjunction with the intern's faculty supervisor and their onsite supervisor; and

(d) The development of an evaluation checklist that is agreed upon by the Cabinet, DCBS, or the Service Region and college or university, that includes expected goals, outcomes, and learned behaviors to be acquired by the student intern. 

7. A copy of the Learning Agreement is to be maintained on file at the practicum site and is to be available for review by all involved parties.

8. The Cabinet, DCBS or the Service Region provides the student intern with an orientation to Standards of Practice (SOP).

9. The Practicum Supervisor is to:

(a) Avoid placing a student intern in situations that may be harmful to the student or the client;

(b) Ensure that the Social Service Worker (SSW) who assists in the intern's learning process supervises all home visits made by the student intern and that a report detailing the intern's strengths and weaknesses is provided to the Practicum Supervisor;

(c) Report the progress of the student intern to their college or university faculty advisor;

(d) Discuss any concerns with the student intern;

(e) Provide the evaluation checklist and any other required paperwork to the student intern and their college or university faculty advisor; 

(f) Consult with the student intern’s faculty advisor as needed or negotiated in the Learning Agreement.

10. CO-OP students may be assigned, based on knowledge, skills and abilities, the following functions similar to that of a Support Service Aide including but not limited to:
(a) Transportation of children to health related facilities or community resources, or children in the custody of the Cabinet, guardianship clients, wards of the state or other clients as approved by the SRA or designee;

(b) Supportive services to Resource Families (foster and adoption homes);

(c) Supportive services to committed children and families receiving services; or

(d) Supportive efforts to the SSW who manages the case.

11. An MSW Stipend participant may perform the same job tasks as an      employee in a compatible role, and assignments are based on the student intern’s knowledge skills, experience and abilities.  Based on the practicum experience the student intern’s role may be expanded to include program areas other than their assigned duties and responsibilities.
12. DCBS staff seeking a Masters Degree in Social Work through the MSW Stipend or Tuition Assistance program may be assigned responsibilities beyond that of a student intern who is not an employee of the Cabinet.
13. Except as permitted for a CO-OP or existing employee, the student intern is not to:

(a) Use the names of clients served in oral or written communication except as it pertains to Cabinet business;

(b) Assume sole responsibility of casework decisions and responsibilities;

(c) Transport a client or child in the legal custody of the Cabinet;

(d) Assume sole responsibility for supervision of minor children;

(e) Conduct adult or child protective service investigations or Family In Need of Services Assessment (FINSAs); or
(f) Conduct general adult or alternate care assessments until the student intern has completed training in the program area and only under supervision of the practicum supervisor.

14. The student intern may:

(a) As determined by the Practicum Supervisor, accompany a worker and 
assist with interviews and other tasks during the course of an 
investigation, to determine:

(1) The severity of the allegation;

(2) The presence of on-going and serious substance abuse; 

(3) The occurrence of firearm use or the threat thereof; and,

(4) The exhibition of hostility toward DCBS staff (including threats or occurrence of assault to person or property); or
(b) Conduct research projects initiated by DCBS.

15. If difficulties or problems are encountered during the practicum all parties are to attempt to resolve the issue or problem.  The Region should discuss the problem or issue with the University's Intern Coordinator and if the issue is unable to be resolved, it may be forwarded through the RTC for discussion with the University Consortium.
16. The student, the student’s college or university, or the Cabinet, DCBS or the Service Region may terminate the practicum at anytime.  If different arrangements for the student intern’s practicum is needed, the person making the arrangements or terminating the practicum is to give reasonable notice of the change of the practicum status unless the safety of children or families is involved. 
17. The SRA or designee notifies the appropriate Division of Service Regions upon the completion and/or termination of an internship.  Notification may be in the form of an email or mailed letter. 
SOP 1B.17 (B)

R. 1/15/07
STUDENT VOLUNTEERS

COA STANDARDS:

· NA

LEGAL AUTHORITY:

· NA

Introduction:

As part of many Bachelor degree programs, a student is required to have volunteer service prior to admission.  For example, a Bachelor degree in Social Work (B.S.W.) typically requires a minimum of 100 hours of volunteer service prior to admission to the program.  Similarly, other professional human service degree programs require volunteer hours.  DCBS recognizes the importance of assisting these students achieve their goals while learning about the field of child welfare and adult services.  However, the Cabinet must also balance these needs with the confidentiality for the children and families that we serve.  The volunteer program is designed for those who are seeking a degree in social work or other related human service degree.  The volunteer program is not a program for the general public to volunteer their services.
Procedure:

1. A university student considering child welfare or adult services as a career may apply as a volunteer with DCBS Protection and Permanency by following the application procedures in SOP 1B.17.

2. If approved as a student volunteer, due to confidentiality requirements, only the following duties are permissible:

(a) Receptionist;

(b) Answering the phone;

(c) Filing;

(d) Typing; or

(e) Similar clerical duties.

3. Under no circumstances does a student volunteer:


(a)Shadow a worker;


(b)Assist in Assessment or Case Planning;


(c)Make home visits; or


(d)Provide services typically completed by a Social Service Aide.

4. The Region should recognize that the student volunteer, while limited in the opportunities, should still have the opportunity to learn about DCBS and the field of child welfare and adult services.  The Region should facilitate meetings to provide information and answer questions for the student volunteer.  It is strongly recommended that the student volunteer meet with the following:


(a) A select few Social Service Workers;


(b) A select few FSOS';


(c) An SRCA or SRAA; and


(d) An SRA
SOP 1B.18

R. 11/15/06

De-Briefing Protection and Permanency staff on reactions and emotional responses to trauma

COA STANDARDS: 

· N/A

LEGAL AUTHORITY:

· N/A

INTRODUCTION:

Protection and Permanency staff providing services who are involved in any way with a traumatic event (e.g. sexual abuse, physical abuse, fatality/near fatality) may experience reactions and emotional responses to trauma. Not everyone experiences the same set of reactions and emotional responses to trauma. It is important to know that these reactions and emotional responses are normal and recovering from a traumatic event is a gradual process. 

PROCEDURE:

1. Each Service Region will develop and implement a process that allows Protection and Permanency staff the option to de-brief when involved with a traumatic event during the course of fulfilling their job requirements and providing services.

2. The FSOS or designee is responsible for initiating the Service Region’s process of de-briefing Protection and Permanency staff.

3. Service Regions may contact the Crisis Response Board at 888-522-7228 or The Kentucky Employee Assistance Program (KEAP) at 888-445-5327 to assist with the de-briefing process.
SOP 1B.19

R. 5/1/09

CHILD CARE ASSISTANCE
COA STANDARDS:

· NA

LEGAL AUTHORITY:

· 922 KAR 2:160. Child Care Assistance Program
INTRODUCTION:

The Division of Protection and Permanency (DPP) assists families in determining if child care is an appropriate service to meet the needs of the child.  The DCC-113 Child Care Assistance Program (CCAP) Information for Workers form provides general information concerning child care assistance services, including types of child care, eligibility requirements, family co-payments, and the SSW's responsibilities in administration of the child care assistance program.  

The SSW assesses the family to determine if they qualify for income based child care assistance, or if child care could be provided as a part of a Family Support related program. Preventive child care assistance may be approved when the provision of child care assistance prevents further Child Protective Service (CPS) intervention as documented in a family’s CQA, case plan and/or aftercare plan following a Family in Need of Services Assessment (FINSA) or Child Protective Services (CPS) Investigation.  

Protective child care assistance may be approved when abuse, neglect or dependency has been substantiated and the family has a need for child care as indicated in the family’s Continuous Quality Assessment (CQA), case plan and/or aftercare plan.  

Both types of child care require identification of an assessed protection or preventive need, not only a financial need, and are time-limited.  Court ordered child care that does not meet this threshold should be appealed timely with the assistance of the Regional Attorney.

Referrals for child care assistance on Resource Linkages are not appropriate. Families that do not meet eligibility requirements for Protective or Preventive child care may apply for income based child care assistance using the DCC-86 Referral for Low Income Child Care Assistance form.  Eligibility for these families is determined by the child care service agent.  P&P field staff may also approve child care assistance for teen parents attending high school or GED classes by completing and routing the DCC-85 Approval for Child Care Assistance.  Teen parents are a separate category of eligibility on the DCC-85.

SOP1B.19(A)

R. 5/1/09

PREVENTIVE CHILD CARE ASSISTANCE

COA STANDARDS:

· NA

LEGAL AUTHORITY:

· 922 KAR 2:160 Child Care Assistance Program
PROCEDURE:

1. The SSW requests FSOS approval for Preventive Child Care assistance when child care is the appropriate service to meet the needs of the child(ren) and prevents further Child Protective Services (CPS) intervention when:

(a) A Family in Need of Services Assessment (FINSA) or investigation does not warrant opening a case for comprehensive ongoing services, documenting such in The Worker Information System (TWIST); 

(b) A FINSA case is opened to meet the assessed low risk needs of the family in a comprehensive manner to prevent them from escalating into moderate or high risk abuse or neglect incidents.

(c) An investigation or FINSA involving a caretaker which results in a child(ren) being placed with a relative (who has otherwise declined or who are is not eligible for Kinship Care), and an assessed need exists.

2. Preventive child care is limited to six months, unless a P&P child protection ongoing case is currently active as described in SOP 1B.19(C).  

(a) The SSW requests FSOS approval for Preventive Child Care assistance by providing the FSOS information in the justification section of the DCC-85 Approval for Child Care Assistance that child care is needed based on an assessed need.  The justification must describe in detail how child care assistance prevents abuse and neglect (i.e. how child care will assist in addressing any immediate safety issues and, if a child is placed with a relative, the specific reasons the relative needs child care assistance to maintain placement). 

3. Financial need alone is not an appropriate reason to request an authorization for Preventive child care services.  Link Tipsheet for Preventive Child Care Assistance.
4. Upon approval by the FSOS, the SSW completes a DCC-85 Approval for Child Care Assistance (form instructions) and submits it for FSOS signature.  The DCC-85 must be filled out completely, with:

(a) Preventive checked as the reason for authorization; and 
(b) Start and ending dates included (from 1 to 6 months).  

5. The SSW may specify the type of child care (licensed center, certified provider, registered provider); however, parental co-pays may not be waived for preventive child care assistance without approval of the FSOS. The SSW and the FSOS use the Daily Co-Payment Chart to determine the appropriate co-pay, listing the co-pay amount on the DCC-85 below the  “Waive Parental Co-pay: Y/N No”. When the FSOS approves to “Waive Parental Co-pay: Y/N Yes” reasons are discussed in the “Justification” section of the DCC-85.  Co-payments are NOT automatically waived.  The FSOS provides a detailed explanation when no co-payment is required.  

6. The SSW may use the “Justification” section to record any additional extenuating circumstances such as:  required notification of absences (if requested by the P&P worker), required use of child care if specified on a case plan, restrictions on choice of child care provider, schedules that may require the use of multiple child care providers, special needs of the child, etc.  Note:  P&P staff are strongly encouraged to request attendance reports and information regarding any concerns the provider may have about a child(ren).

7. The SSW sends a copy to the local county Child Care Assistance Program (CCAP) agency for processing.  
8. The SSW provides the family with:
(a) Page three of the DCC-85 confirming eligibility for child care services;
(b) The DCC-112 Selecting Quality Child Care for My Child; 
9. The SSW advises the family that the child care assistance is time-limited, subject to redetermination when there is an open CPS case and documents this information in service recordings. 
10. The SSW files a copy of the DCC-85 in the family’s case record. 
11. The SSW documents in the Service Recordings and/or Case Plan the need for child care services to prevent abuse, neglect and/or dependency.
12. The SSW reports child care changes to the Division of Child care by utilizing the DCC-87 Change Report for Child Care Assistance form.  Changes reported on the form should include:

(a)Adding or removing an authorized child to receive assistance;

(b)Change of location for family or child (especially if the child enters out of home care); or

(c)Other actions affecting child care assistance.  

13. When an ongoing FINSA case is closed prior to the termination date of the approved preventive child care assistance, the SSW notifies DCC or local designated CCAP that:
(a) The case is closed/closing, however preventive child care assistance is to remain intact until the end date as specified on the DCC-85; or
(b) If there is no longer a need for preventive child care assistance, the SSW follows procedure 14 of this SOP for termination of child care assistance.
14.  When Preventive child care assistance is terminated, the SSW:
(a)Completes the DCC-87 Change Report for Child Care Assistance and sends it to the DCC local county CCAP Agency;
(b)Notifies the family in writing that preventive child care assistance is terminated using the DPP-154A; 

(c)Provides the family a copy of the DPP-154 Service Appeal Form; and 
Files a copy of the DCC-87 in the family’s case record.
15.  If child care assistance is denied initially or during redetermination, the SSW informs the family of their right to make a service appeal following procedures outlined in SOP 1A.8 Service Appeals.

SOP 1B.19(B)

R. 5/1/09

PROTECTIVE CHILD CARE ASSISTANCE

COA STANDARDS:

· NA

LEGAL AUTHORITY:

· 922 KAR 2:160. Child Care Assistance Program
PROCEDURE:

1. The SSW requests FSOS approval for Protective Child Care assistance when:

(a) Child care is an appropriate service to meet the needs of the child(ren);and

(b) A Child Protective Service Case is opened due to a substantiation of abuse, neglect and/or dependency.

2. The SSW requests FSOS approval for Protective Child Care assistance by providing the FSOS a detailed statement in the “Justification” section of the DCC-85 Approval for Child Care Assistance that child care is needed based on an assessed need specifying in detail how child care services will prevent further child abuse, neglect and/or dependency (i.e. how child care will assist in addressing any immediate safety issues).    

3. The SSW files the request in the family’s case record.  
4. The SSW may request child care assistance for other children in the family, not just the alleged victim of abuse, neglect or dependency.  
5. The SSW documents in TWIST all children in the family receiving child care assistance. 
6. Upon verbal approval by the FSOS, the SSW completes the DCC-85 Approval for Child Care Assistance (form instructions) in its entirety and submits it for FSOS signature.  
(a) Protective must be checked as the reason for authorization; and

(b) Starting and ending dates must be included (from 1 to 6 months).  
7. The SSW may specify the type of care (licensed center, certified  provider, registered provider) and waive the parental co-pay upon approval by the FSOS, when necessary. 

8. The SSW and the FSOS use the Daily Co-Payment Chart to determine the appropriate co-pay, listing the co-pay amount on the DCC-85 below the  “Waive Parental Co-pay: Y/N No”. When the FSOS approves to “Waive Parental Co-pay (and enrollment fees): Y/N Yes” reasons are listed in the “Justification” section of the DCC-85. Co-payments should NOT be automatically waived.

  9. The SSW uses the “Justification” section of the DCC-85 to record any additional extenuating circumstances such as: 

(a)Required notification of absences (if requested by the P&P worker), 

(b)Required use of child care if specified on a case plan; 

(c)Restrictions on choice of the child care provider;
(d)Schedules that may require the use of multiple child care providers; (e)Special needs of the child; etc.  

Note: P&P staff are strongly encouraged to request attendance reports and information regarding any concerns the provider may have about a child(ren).

10. The SSW sends a copy of the DCC-85 to the local county Child Care Assistance Program (CCAP) agency for processing.
11. The SSW provides the family with:
(a) Page three of the DCC-85 confirming eligibility for child care services; and
(b) The DCC-112-Selecting Quality Child Care for My Child; 
12. The SSW advises the family that the child care assistance is time-limited, subject to redetermination based on the case circumstances and is documented in service recordings.
13. The SSW files a copy of the DCC-85 in the family’s case record. 
14. The SSW documents in the Case Plan the need for child care services to      prevent abuse, neglect and/or dependency. 
15. The SSW reports child care changes to the Division of Child care by utilizing the DCC-87 Change Report for Child Care Assistance form.  Changes reported on this form should include:


(a)Adding or removing an authorized child to receive assistance; 


(b)Change of location for family or child (especially if the child enters out of home care); or


(c)Other actions affecting child care assistance. 

16. When a CPS case is closed prior to the termination date of the approved protective child care assistance the SSW notifies:
(a) DCC or local designated CCAP staff that the case is closed/closing,  however protective child care assistance is to remain intact until the end date as specified on the DCC-85; or
(b) If there is no longer a need for protective child care assistance, the SSW follows procedures 17 and 18 in this SOP for termination of child care assistance.
17. When Protective child care assistance is terminated, the SSW:

(a)Completes the DCC-87 Change Report for Child Care Assistance and sends to the DCC local county CCAP Agency;

(b)Notifies the family in writing that protective child care assistance is terminated using the DPP-154A; 

       (c)Provides the family a copy of the DPP-154 Service Appeal Form; and 
(d)Files a copy of the DCC-87 in the family’s case record.  
18.  If child care assistance is denied initially or during redetermination, the SSW informs the family of their right to make a service appeal following procedures outlined in  SOP 1A.8 Service Appeals. 
SOP 1B.19(C)

R. 5/1/09

REDETERMINATION OF PREVENTIVE AND PROTECTIVE CHILD CARE ASSISTANCE
COA STANDARDS:  

· N/A

LEGAL AUTHORITY:  

· 922 KAR 2:160 Child Care Assistance Program

INTRODUCTION:

The eligibility period for Protection and Permanency approvals, regarding both Preventive and Protective Child Care, does not exceed six (6) months.  The FSOS may approve continued child care assistance in six month intervals using the DCC-85 Approval for Child Care Assistance, if necessary to continue to protect the child in the home from abuse or neglect, as long as the Cabinet has an active case with the family.  Once the family’s case is closed, they are no longer eligible for redetermination.   

Failure to submit a new DCC-85 may result in the disruption or discontinuance of the protective child care assistance.  
PROCEDURE:

1. If the case is open for ongoing services, the SSW reviews the need for continued child care assistance at each case review/Family Team Meeting (FTM).  

2. When reassessment occurs on open cases, the SSW assesses the family to determine if original conditions that justified child care being provided still exists, has progress been made and how will another 6 months of child care benefit the child or family (for reasons other than financial).

3. If continued child care assistance is necessary, and the authorization is ready to expire, the SSW provides written detailed documentation in the “Justification” section of the DCC-85 demonstrating a continuing need to the FSOS. 

4. The SSW and documents on the case plan how child care will assist the family in meeting the needs of the child(ren) to prevent escalation into moderate or high risk abuse or neglect situations. 

5. The SSW documents on the DCC-85:  The date the case was opened;

(a) The immediate safety issues that exist and how child care will      address them;

(b) Whether child care is on the family’s case plan and date of case plan;

(c) Whether the need for child care was discussed during an FTM and the date this occurred; and

(d) The justification of need.

6. The SSW files the redetermination in the family’s case record.  

7. The SSW should determine what progress has been made in the previous six month period the family received child care, and explain why a continued need exists to continue child care assistance.
8. Only families with active Request cases are eligible for Preventive or Protective Child Care Assistance.  Once a family’s case is closed, redetermination may not occur.  
SOP 1B.19(D)

R. 5/1/09

CHILD CARE ASSISTANCE FOR A KINSHIP CARE PROVIDER

COA STANDARDS:

· NA

LEGAL AUTHORITY:

· 922 KAR 1:130. Kinship Care Program.
· 922 KAR 2:160. Child Care Assistance Program
PROCEDURE:

1. The SSW informs the Kinship Care provider that child care assistance is not provided as part of the Kinship Care program when a relative requests this service.  (Note:  Relatives should not be asked to choose between Kinship Care benefits and Child Care Assistance as the programs are separate and distinct.)

(a)The SSW documents this in service recordings.

2. The SSW refers all child care requests from Kinship Care Providers to the local county Child Care Assistance Program (CCAP) agency.  The DCC-86 Referral for Low Income Child Care Assistance may be used for the referral.  All child care assistance for Kinship Care Providers is based on the income and work status of the relative caregiver.  Kinship Care benefits are not calculated as part of the relative’s income. 

3. The SSW follows procedures outlined in the Kinship Care Standards of Practice (SOP), specifically SOP 7E.1.7(D) Permanency for the Child.  

SOP 1B.19(E)

R. 5/1/09

CLOSURE OF A CHILD CARE FACILITY OR HOME THAT PROVIDES PREVENTIVE / PROTECTIVE CHILD CARE ASSISTANCE
COA STANDARDS:
· NA

LEGAL AUTHORITY:

· NA

PROCEDURE:

1. In the event of closure of a child day care facility or home providing care for children receiving Preventive or Protective child care assistance, the Division of Child Care will provide the DCBS Commissioner’s office with lists of children currently enrolled with the provider under those eligibilities.  The information will be provided to the SRA in the region by the Commissioner’s office.

2. The SRA or designee will inform the SSW of the closure of a child day care facility or home upon receipt of the Commissioner’s notification.

3. The SSW assists the family in selecting another child care program and may contact the Child Care Assistance Program (CCAP) agency or regional child care referral source to identify centers with available openings. The Case Plan is revised accordingly as outlined in SOP 7C.16 Case Plan and Visitation Revisions or Modifications
SOP 1C

                                         
                                                          R. 8/13/10                                                 
INTERSTATE COMPACT ON THE PLACEMENT OF CHILDREN

COA STANDARDS: 

· NA

LEGAL AUTHORITY:

· P.L.109-239
· P.L. 109-248
· P.L. 109-288
· KRS 199.680
· KRS 205.634
· KRS 610.125
· KRS 610.127
· KRS 615.030

· 
KRS 620.020
· KRS 620.023
· KRS 620.130
· KRS 620.140
· KRS 620.170
· 922 KAR 1:140
· 922 KAR 1:370
INTRODUCTION:

The Cabinet for Health and Family Services (CHFS) cooperates with other states in the interstate planning and placement of children. The federal Interstate Compact on the Placement of Children (ICPC) requirements are enacted in KRS 615.030. The ICPC is an agreement between states when interstate placement is planned for an abused, neglected or dependent child.

The ICPC applies to the following types of situations in which children may be placed in another state:

· Placement with a parent, legal guardian or relative; 

· Placement into foster care, a group home or a residential treatment facility; or

· Placement preliminary to an adoption.  

The Interstate Compact is primarily for home studies for children who are in the legal custody of the Cabinet and for the supervision of children in approved interstate placements.
The main provisions of the Interstate Compact on the Placement of Children are:

· The child shall not be sent, brought, or caused to be sent or brought into the receiving state until the appropriate public authorities in the receiving state shall notify the sending agency, in writing, to the effect that the proposed placement does not appear to be contrary to the interests of the child.
· The sending agency continues to have financial responsibility for support and maintenance of the child during the period of the placement.
· The sending agency retains jurisdiction over the child sufficient to determine all matters in relation to the custody, supervision, care and disposition of the child which it would have had if the child had remained in the sending agency’s state, until the child is adopted, reaches majority, becomes self-supporting or is discharged with the concurrence of the appropriate authority in the receiving state.

· The sending agency shall furnish the appropriate public authorities in the receiving state written notice of the intention to send, bring, or place the child in the receiving state. The notice shall contain:

(1)The name, date and place of birth of the child;

(2)The identity and address or addresses of the parents or legal guardian; and

(3) The name and address of the person, agency or institution to or with which the sending agency proposes to send, bring, or place the child.
CHFS ICPC provides a general email address for staff at CHFS.Interstate@ky.gov.

The email address may be used for inquiries, for submission and receipt of 

documentation (status reports, progress reports, referral packets, etc.), or for any 
other ICPC information.
As with all foster care cases, reasonable efforts for interstate placement cases must be made in accordance with KRS. 620.140. If reasonable efforts are not required, per KRS 610.127, a permanency hearing is held per KRS 610.125.

Federal legislation H.R.5403 – Safe and Timely Interstate Placement of Foster Children Act of 2006, P.L.109-239 establishes new timelines for Interstate Relative, Foster Care and Adoptive Home Evaluation/Study requirements. A state is required to complete and report on the Interstate Relative, Foster Care or Adoptive Home Evaluation/Study by another state within sixty (60) calendar days, with an incentive payment awarded to the state for each Interstate Relative, Foster Care/Adoptive Home Study completed within thirty (30) calendar days. The parts of the Foster Care/Adoptive Home Study involving training and fingerprint checks by the Kentucky State Police and Federal Bureau of Investigations requirements do not have to be completed within the same timelines. The new timeline requirements are outlined in procedures below.
                                                                                                      SOP 1C.1

    


R. 8/13/10

REQUEST TO ANOTHER STATE FOR AN INTERSTATE PARENTAL/RELATIVE HOME 

EVALUATION

COA STANDARDS: 

· NA

LEGAL AUTHORITY:

· P.L.109-239
· KRS 199.680
· KRS 205.634
· KRS 615.030
· 922 KAR 1:370
PROCEDURES:

1. To request a parental/relative Interstate home evaluation, the SSW submits a comprehensive referral packet via email at CHFS.Interstate@ky.gov or to the 
Deputy Compact Administrator:

Kentucky Interstate Compact Office

275 East Main Street 3E-D

Frankfort, Kentucky 40621

Do not combine placement resources in the same referral packets. If you are requesting an Interstate home study on more than one placement resource in the same state then each placement resource must have its own comprehensive referral packet specific to that placement resource.

2. The SSW utilizes the ICPC checklist and ensures the referral packet contains (in the following order) a:

(a) Cover letter, (Click on cover letter link to complete the template provided. This will create a consistent, uniform format to be mailed to the receiving state along with prompting the user to complete the necessary information required on the cover letter.) to include:

(1) The child(ren)’s name, date of birth, race, sex, social security number;

(2) The placement resource’s name, address, telephone number, social security number, and relationship to the child(ren);

(3) The SSW’s office address, telephone number, email address; and
(4) A brief overview regarding the referral request.  

(b) Completed ICPC-100A, ICPC Request (Link to ICPC-100A and Instructions for ICPC-100A);

(c) Current (must be dated within the last twelve (12) months) court commitment/custody orders. The adjudication court order is preferred/recommended;
(d) Continuous Quality Assessment (CQA);
(e) Family Case Plan;
(f) Out-of-Home Child Plan (if applicable);
(g) Social History/Needs Assessment (if available,);
(g) Medical records/history (to include immunization records);

(h) School records (if applicable);
(i) Completed ICPC Financial/Medical Plan form (Click on ICPC Financial/Medical Plan link to complete) regarding how the resource/Cabinet will meet the financial and medical needs of the child; and

(j) Title IV-E eligibility (OOHC-1262-Title IV-E Eligibility/Reimbursement Summary form), copy of the child(ren)’s birth certificate and social security card (Federal law now requires proof of Title IV-E eligibility and citizenship/identity for any child whose ICPC Financial/Medical Plan is to receive Medicaid services due to Title IV-E eligibility)
(k) Verification of paternity for interstate home evaluation request on the biological father if they are not listed as the father on the birth certificate provided, which may include paternity testing, a marriage license or child support documentation/court order. 

3. Within three (3) business days of receipt of the referral packet, the Interstate Compact Administrator mails the 100A – Interstate Compact on the Placement of Children Request form and packets to the requesting State ICPC office for processing. The Interstate home evaluation is completed within thirty (30) calendar days and may not exceed sixty (60) calendar days upon receipt by the receiving state’s local office.

4. If the court has granted temporary custody of the abused, neglected or dependent child to someone other than the Cabinet and the Cabinet is court ordered and/or requesting a home evaluation on a parent/relative from another state, referred to as Court Jurisdiction Only (CJO) case, the SSW follows additional procedures in SOP 1C.2-Request to Another State for an Interstate Home Evaluation – Court Jurisdiction Only (CJO) Cases.
5. KRS 615.030 and the Compact allows the receiving state of a requested Interstate Home Evaluation to request of the sending state additional information as it may deem necessary under the circumstances to carry out the purpose and policy of this Compact. Listed below are states that have additional requirements and/or request additional information in the comprehensive referral packets to honor the requested Interstate Parental/Relative Home Evaluation.

(a) Arkansas;

Florida;
Kansas; 

Maryland;

Missouri; 
New York; and
Tennessee:
Will not honor requested Interstate Parental/Relative Home Studies on CJO cases, unless the Judge signs as the “sending Agency or Person” on the 100A – Interstate Compact on the Placement of Children Request. Review SOP 1C.2 Request to Another State for a Relative Interstate Home Study - Court Jurisdiction Only (CJO) Cases.
(b) Delaware: Will not honor requested Interstate Parental/Relative Home Evaluations on CJO cases. Delaware will only do Parental/Relative Home Evaluations when the Cabinet has custody/commitment of the child(ren).

(c) Indiana: Will not honor:

(1) Requested Interstate Parental/Relative/Foster Care Home Studies without the adjudication court order.
(2) Requested Interstate Parental Home Studies without verification of paternity for interstate home evaluation request on the biological father to include the birth certificate provided that list the father and one of the following: paternity testing, a marriage license or child support documentation/court order. 

(d) Pennsylvania: Will not honor requested Interstate Relative Home Studies on any relative other than the biological mother or biological father. All other relatives must be licensed in the state of Pennsylvania as Foster Care providers and the request for these relatives must be for an Interstate Foster Care Home Study. Review SOP 1C.3-Request to Another State for an Interstate Foster Care/Adoptive Home Study.
(e) Virginia: Will not honor requested Interstate Parental/Relative Home Studies  unless the following information is included in the referral packets:
(1) Current IEP on the child(ren), if applicable. If not applicable, state in the cover letter. 

(2) Any information on the child(ren) (including court orders) involving criminal behaviors, to include sexual offenses, if applicable. If not applicable, state in the cover letter.

(3) Social history (CQA) to include any criminal behaviors/activities.

6. Incomplete referral packets will be returned to the requesting SSW or FSOS.

7. The Kentucky ICPC office copies the SSW or FSOS on all correspondence to/from the requesting state. 

SOP 1C.2

R.11/1/06
REQUEST TO ANOTHER STATE FOR AN INTERSTATE HOME STUDY - COURT JURISDICTION ONLY (CJO) CASES

COA STANDARDS: 

· NA

LEGAL AUTHORITY:

· P.L.109-239
· KRS 199.680
· KRS 205.634
· KRS 615.030
· 922 KAR 1:370
PROCEDURES:

1. The SSW follows procedures in SOP 1C.1- Request to Another State for an Interstate Parental/Relative Home Study, as well as, the following procedures.

2. For open cases where the Cabinet does not have legal custody/commitment of the child(ren) (CJO cases) the SSW includes the:

(a) Court order showing who has legal custody; and
(b) Court order requesting an Interstate Home Study. Since the Cabinet does not have legal custody of the child(ren) the court order must state in some manner that the:
(1) Kentucky court shall retain jurisdiction over the child in all matters in relation to the custody, supervision, care, treatment and disposition of the child; and 
(2) Cabinet will maintain an open case to serve as the agent for the court throughout the Interstate process to ensure compliance with the Compact until the child is adopted, reaches majority, becomes self-supporting or is discharged with the concurrence of the appropriate authority in the receiving state. 
Example statement for the court order: “The Kentucky court will retain jurisdiction over the child(ren). CHFS will request an Intestate home study and maintain an open case to serve as the agent for the court throughout the Interstate process to ensure compliance with the Compact.”
3. For those states listed above in SOP 1.13.1 that require the Judge’s signature as the “sending Agency or Person” on the 100A. The SSW:

(a) Prints the 100A – Interstate Compact on the Placement of Children Request and obtains the judge’s signature so the court ordered Relative Interstate Home Study will be honored by:

· Alabama;

· Arkansas;


· Connecticut;

· Florida;

· Kansas; 

· Maryland;
· Massachusetts;

· Missouri; 

· New York; 
· Ohio;

· Pennsylvania; and

· Tennessee.
(b) Mails the signed 100A along with the referral packets to the Kentucky Interstate Compact Office; and
(c) May use and customize the following memorandum to assist in 
(1) Informing the Judge of the requirements by the receiving state to fulfill Kentucky’s request for an Interstate home study; and
(2) Obtaining the Judge’s signature on the 100A.
4. The SSW or FSOS is responsible for informing the court that pursuant to KRS 615.030 and the Interstate Compact on the Placement of Children (ICPC):
(a) The sending agency (in CJO cases the Kentucky court) shall retain jurisdiction over the child in all matters in relation to the custody, supervision, care, treatment and disposition of the child which it would have if the child had remained in the sending agency's state, until the child is adopted, reaches majority, becomes self-supporting or is discharged with the concurrence of the appropriate authority in the receiving state; and
(b)  The Cabinet will serve as the agent for the court through out the Interstate process and will ensure compliance with the Compact.
5. Referral packets will be returned to the sending SSW or FSOS on CJO cases that are mailed to the Kentucky Interstate Compact Office without the Judges signature on the 100A for those states that require such. 
SOP 1C.3

R.11/1/06

REQUEST TO ANOTHER STATE FOR AN INTERSTATE FOSTER/ADOPTIVE CARE HOME STUDY
COA STANDARDS: 

· NA

LEGAL AUTHORITY:

· P.L.109-239
· KRS 199.680
· KRS 205.634
· KRS 615.030
· 922 KAR 1:370
PROCEDURES:

1. To request a Foster Care Home Study the SSW follows procedures in SOP 1C.1- Request to Another State for an Interstate Parental/Relative Home Study, as well as, the following procedures.

2. The SSW includes in the “brief overview” section of the cover letter that:

(a) The Cabinet is requesting a Foster Care Home Study; and

(b) The placement resource has been informed that they will be required to meet the licensing, certification or approval process of the state where they reside to qualify for the Foster Care Home Study and have agreed to comply.
3. To request an Adoptive Home Study the SSW follows procedures in Chapter 2 – Adoptions (SOP 2.7 through SOP 2.7.12) 
SOP 1C.4

R. 7/15/09

REQUEST FROM ANOTHER STATE FOR A RELATIVE INTERSTATE HOME STUDY
COA STANDARDS: 

· NA

LEGAL AUTHORITY:

· P.L.109-239
· KRS 199.680
· KRS 205.634
· KRS 615.030
· 922 KAR 1:370
PROCEDURES:

1. Any request from another state for a Relative Home Study is directed to the Kentucky ICPC office (502-564-2147).

2. The FSOS assigns the request for Relative Home Study upon receipt of the request from the Kentucky ICPC office. 
3. The home study is completed within thirty (30) calendar days and may not exceed sixty (60) calendar days as provided by the Interstate Compact and P.L.109-239. 
4. If the home study cannot be completed within sixty (60) calendar days, the FSOS contacts the Kentucky ICPC office for a fifteen (15) day extension not to exceed a total of seventy-five (75) calendar days. 

     (Note:  A legitimate reason beyond the control of the State will be necessary for the extension, i.e. failure by a Federal agency to provide the results of a background check.)

5. Priority requests referenced as Regulation 7 priority placements are completed within twenty (20) calendar days.
6. Upon completion of the home study, the study is mailed to the Kentucky ICPC office to forward to the requesting state.
7. The request for a home study that has been previously completed and approved is shared in accordance with SOP 1B.11(A)—Open Records Requests.
SOP 1C.5

R. 7/15/09

REQUEST FROM ANOTHER STATE FOR A FOSTER/ADOPTIVE CARE INTERSTATE HOME STUDY

COA STANDARDS: 

· NA

LEGAL AUTHORITY:

· P.L.109-239
· KRS 199.680
· KRS 205.634
· KRS 615.030
· 922 KAR 1:370
PROCEDURES:

1. Any request from another state for an Interstate Foster Care/Adoptive Home Study is directed to the Kentucky ICPC office.

2. The R&C FSOS assigns the request for Foster Care/Adoptive Home Study upon receipt of the request from the Kentucky ICPC office.

3. The R&C SSW follows procedures outlined in SOP 3A.1-Process Overview: Resource Home Approval and:

(a) Notes that all the requirements outlined in SOP 3A.1 must be completed for the Foster Care/Adoptive Home Study with the exception of the required:
(1) Cabinet-approved training; and
(2) Fingerprint checks by the Kentucky State Police and Federal Bureau of Investigations.
(b)The Interstate Foster Care/Adoptive Home Study is requested to be       completed within thirty (30) calendar days and may not exceed sixty (60) calendar days. 

(c)If the home study cannot be completed within sixty (60) calendar days, the FSOS contacts the Kentucky ICPC office for a fifteen (15) day extension not to exceed a total of seventy-five (75) calendar days. 


(Note:  A legitimate reason beyond the control of the State will be necessary for the extension, i.e. failure by a Federal agency to provide the results of a background check.

(d)Upon completion (excluding the required training and FBI fingerprint check) the R&C SSW mails the home study to the Kentucky ICPC office. 
4. When the Foster Care/Adoptive Home Study is denied the Kentucky ICPC office will deny the placement via the 100A and mail to the requesting state.
5. When the Foster Care/Adoptive Home Study is approved, with the exception of the required training and fingerprint checks the Kentucky ICPC office mails to the requesting state the study and retains the 100A approving placement until the SSW mails conformation that the required training/fingerprint checks:
(a) Have been completed and approved, following procedures outlined in SOP SOP 1C.6 – Approved Relative or Foster/Adoptive Care Interstate Home Study to Another State; or
(b) Has not been completed and/or approved, following procedures outlined in SOP 1C.8 – Denied Relative or Foster/Adoptive Care Interstate Home Study to another State.
6. The SSW or FSOS is copied on all correspondence to/from the requesting state.
7. The request for a Foster Care/Adoptive Home Study that has been previously completed and approved is shared in accordance with SOP 1B.11(A)—Open Records Requests.
SOP 1C.6

R. 7/15/09
APPROVED RELATIVE OR FOSTER/ADOPTIVE CARE INTERSTATE HOME STUDY TO ANOTHER STATE 

COA STANDARDS: 

· NA

LEGAL AUTHORITY:

· P.L.109-239
· KRS 199.680
· KRS 205.634
· KRS 615.030
· 922 KAR 1:370
PROCEDURES:

1. The SSW or FSOS mails a copy of the approved Relative Home Study or the Foster Care/Adoptive Home Study approval letter and the checks to the Kentucky ICPC office.  (Link to SOP 3A.2)
2. The Kentucky ICPC office signs the 100A – Interstate Compact on the Placement of Children Request, approving the placement and mails to the requesting state along with the approved Relative Home study or the Foster Care/Adoptive Home approval letter. The placement approval is good for six (6) months from the date on the 100A.
3. Upon receipt of the 100B – Interstate Compact Report on the Child’s Placement Status from the sending state advising of placement a copy is mailed to the SSW or FSOS requesting they begin monthly supervision and quarterly progress reports utilizing ICPC Quarterly Progress Report 
4. The SSW or FSOS mails the quarterly progress reports to the Kentucky ICPC office. 
5. The SSW or FSOS recommends on the second positive quarterly progress report that the sending state has Kentucky’s concurrence to close the ICPC case. If the sending state is in agreement they will mail a 100B – Interstate Compact Report on the Child’s Placement Status to close the ICPC case and the SSW or FSOS can discontinue monthly supervision and quarterly progress reports. Only when the sending state mails the 100B advising of ICPC closure can the monthly supervision and quarterly progress reports are discontinued.
6. The Kentucky ICPC office copies the SSW or FSOS on all correspondence to/from the requesting state.
SOP 1C.7

R.11/1/06
APPROVED RELATIVE OR FOSTER/ADOPTIVE CARE INTERSTATE HOME STUDY FROM ANOTHER STATE 

COA STANDARDS: 

· NA

LEGAL AUTHORITY:
· P.L.109-239
· KRS 199.680
· KRS 205.634
· KRS 615.030
· 922 KAR 1:370
PROCEDURES:

1. When an approved relative or foster/adoptive home study is received from another state a copy is mailed to the SSW or FSOS that made the request along with a cover letter from the Kentucky ICPC office.
2. The cover letter requests the SSW or FSOS inform the Kentucky ICPC office (in writing) of the placement date.
3. Upon receipt of written correspondence from the SSW or FSOS indicating the placement date of the child(ren), the Kentucky ICPC office mails a copy of the 100B – Interstate Compact Report on the Child’s Placement Status for each child to the receiving state’s ICPC office advising of placement and requesting monthly supervision and quarterly progress reports. The receiving state is not obligated to provide any services until they receive the 100B.
4. Once the child(ren) is/are placed in the receiving state, the Cabinet/Kentucky is to retain jurisdiction over the child(ren) in all matters in relation to the custody, supervision, care, treatment and disposition of the child(ren) which it would have if the child(ren) had remained in the sending agency's state, until the child(ren) is/are adopted, reaches majority, becomes self-supporting or is discharged with the concurrence of the appropriate authority in the receiving state. Most states wants the sending state to retain jurisdiction over the child(ren) for six (6) months. After the second positive progress report it is recommended that the Kentucky SSW seek written concurrence from the receiving state to seek permanency and closure of the Interstate case when applicable. 
SOP 1C.8

R. 11/1/08

DENIED RELATIVE OR FOSTER/ADOPTIVE CARE INTERSTATE HOME STUDY TO ANOTHER STATE

COA STANDARDS: 

· NA

LEGAL AUTHORITY:

· P.L.109-239
· KRS 199.680
· KRS 205.634
· KRS 615.030
· 922 KAR 1:370
PROCEDURES:

1. The SSW or FSOS mails a copy of the denied Relative Home Study or the Foster Care/Adoptive Home denial letter to the Kentucky ICPC office upon completion.

2. The Kentucky ICPC office signs the 100A – Interstate Compact on the Placement of Children Request, denying the placement and mails to the requesting state along with the denied home study or the Foster Care/Adoptive Home denial letter. The ICPC case is closed by the Kentucky ICPC office.
3. The Kentucky ICPC office copies the SSW or FSOS on all correspondence to/from the requesting state.
SOP 1C.9

R.11/1/06

DENIED RELATIVE OR FOSTER/ADOPTIVE CARE INTERSTATE HOME STUDY FROM ANOTHER STATE

COA STANDARDS: 

· NA

LEGAL AUTHORITY:

· P.L.109-239
· KRS 199.680
· KRS 205.634
· KRS 615.030
· 922 KAR 1:370
PROCEDURES:

1. When a denied relative or foster/adoptive home study is received from another state a copy is mailed to the SSW or FSOS that made the request along with a cover letter from the Kentucky ICPC office and the 100A denying placement.
2. The ICPC case is closed by the Kentucky ICPC office.
SOP 1C.10

R. 6/1/05

OUT-OF-STATE RESIDENTIAL TREATMENT PLACEMENT

COA STANDARDS: 

· NA

LEGAL AUTHORITY:

· KRS 199.680
· KRS 205.634
· KRS 615.030
· 922 KAR 1:370
PROCEDURES:

The SSW follows procedures outlined in SOP 7E.1.11 – Out of State Placement on referrals for out-of-state placement in a residential treatment center. Referrals for out-of-state placement in a residential treatment center is not initiated until all known resources within this state have been exhausted. 

SOP 1C.11

R. 6/1/05

STATUS OFFENDER REFERRALS

COA STANDARDS: 

· NA

LEGAL AUTHORITY:

· KRS 199.680
· KRS 205.634
· KRS 615.030
· 922 KAR 1:370
PROCEDURES:

The Interstate Compact on Juveniles (ICJ) governs all Interstate referrals regarding Status Offenders. The Department of Juvenile Justice administers this Compact. Contact the Department of Juvenile Justice Interstate Office for assistance at (502) 573-2738.

SOP 1C.12

R. 6/1/05

RETURN OF RUNAWAYS

COA STANDARDS: 

· NA

LEGAL AUTHORITY:

· KRS 199.680
· KRS 205.634
· KRS 615.030
· 922 KAR 1:370
PROCEDURES:

The Interstate Compact on Juveniles (ICJ) governs all runaways, including children committed to this Cabinet. Contact the Department of Juvenile Justice Interstate Office for assistance at (502) 573-2738. Staff is not authorized to travel out of state to return runaways.

SOP 1C.13

R. 6/1/05

CHILD PROTECTIVE SERVICES (CPS) REFERRALS AND CPS ALERTS
COA STANDARDS: 

· NA

LEGAL AUTHORITY:

· KRS 199.680
· KRS 205.634
· KRS 615.030
· 922 KAR 1:370
PROCEDURES:

Child Protective Services (CPS) referrals and CPS Alerts to another state should be made directly to the other state’s CPS Hotline. CPS Hotline phone numbers can be obtained from the following web-site: http://www.acf.dhhs.gov/programs/cb/publications/rpt_abu.htm. For further information or assistance, contact the Interstate Compact Administrator at (502) 564-2147.

SOP 1C.14

R. 6/1/05

CHILD PROTECTIVE SERVICES (CPS) RECORDS REQUESTS
COA STANDARDS: 

· NA

LEGAL AUTHORITY:

· KRS 199.680
· KRS 205.634
· KRS 615.030
· 922 KAR 1:370
PROCEDURES:

To obtain Child Protective Services (CPS) records from out-of-state contact the state’s CPS Hotline and follow their instructions. Most states require the request to be submitted on Department letterhead and faxed to the appropriate office. For further information or assistance, contact the Interstate Compact Administrator at (502) 564-2147.

SOP 1C.15

R. 6/1/05

CUSTODY INVESTIGATIONS

COA STANDARDS: 

· NA

LEGAL AUTHORITY:

· KRS 199.680
· KRS 205.634
· KRS 615.030
· 922 KAR 1:370
PROCEDURES:

Child custody home studies that do not involve a substantiation of abuse, neglect or dependency are not covered by the Interstate Compact. This type of referral is submitted directly to the local child welfare office in the other state. Contact the Interstate Compact Administrator for assistance at (502) 564-2147.

SOP 1C.16

R. 6/1/05

TRAVEL

COA STANDARDS: 

· NA

LEGAL AUTHORITY:

· KRS 199.680
· KRS 205.634
· KRS 615.030
· 922 KAR 1:370
PROCEDURES:

1. Upon approval by the SRA or designee, the SSW request travel arrangements through the Interstate Compact Administrator regarding all interstate:

(a) Placement of children;

(b) Retrieval of children; and  

(c) Case-related out-of-state travel for children.  

2. The SSW contacts the Interstate Compact Administrator for assistance by email or telephone at (502) 564-2147 for all Interstate related out-of-state travel. The Interstate Compact Administrator will send via email information regarding how to make flight arrangements should the travel involve air travel.
3. The SSW submits the CHFS-005 Request for Authorization for Out-of-State Travel form to the Interstate Compact Administrator by faxing the completed form to (502) 564-5995 prior to submitting any out-of-state travel expenses. You do not have to submit the CHFS-005 prior to travel, however you must submit this prior to submitting your travel vouchers for reimbursement because it must be included with your travel vouchers. Make sure the fax cover sheet is addressed to the Interstate Compact Administrator and includes your return fax number. 
4. Upon approval by the Commissioner or designee (currently the Interstate Compact Administrator) the approved Request for Authorization for Out-of-State Travel form is faxed back to the SSW authorizing reimbursement of the Interstate out-of-state travel expenses.

5. The SSW will be issued electronic tickets for all Interstate related out-of-state travel flights. The electronic airline tickets are direct billed to the interstate office only. All other travel expenses incurred are paid by the SSW and are reimbursed.  

6. The SSW’s out-of-state travel expenses are:

(a) Reimbursed using standard Travel Vouchers; and

(b) Submitted on separate vouchers along with a copy of the approved Request for CHFS-005 Authorization for Out-of-State Travel form.  

7. The SSW follows standard travel regulations. For information on standard travel regulations, please see the state Travel website:  http://finance.ky.gov/internal/travel.
8. Staff is not authorized to travel out-of-state to return runaways.  All runaways are governed by Interstate Compact on Juveniles (ICJ) which is administered by the Department of Juvenile Justice.  The SSW follows procedures outlined in SOP 1C.12 Return of Runaways.  

SOP 1C.17

R. 6/1/05

INTERSTATE COMPACT AND KENTUCKY FAMILIES ADOPTING THROUGH OUT OF STATE OR 


OUT OF COUNTRY ADOPTION AGENCIES


COA STANDARDS: 

· NA

LEGAL AUTHORITY:

· KRS 199.595  Legislative finding and purpose
· KRS 199.5955  Federal medical and adoption assistance
· KRS 199.680
· KRS 205.634
· KRS 615.030
· 922 KAR 1:370
PROCEDURES:

The SSW follows procedures outlined in Chapter 2 – Adoptions, SOP 2.7.9 Kentucky Families Adopting through Out of State or Out of Country Adoption Agencies.

SOP 1D

R. 4/14/03

Compliance With Health Insurance Portability and

Accountability Act (HIPAA)
INTRODUCTION:

The Health Insurance Portability and Accountability Act of 1996 (HIPAA) requires the Division of Protection and Permanency (DPP) and its employees and agents use and disclose an individual’s health care information only for legitimate purposes as described by the federal privacy regulation, 45 CFR Parts 160 and 164. HIPAA and the privacy rule promulgated pursuant to the statute establishes in federal law the basic principle that an individual’s health information and medical records belong to that individual and, with certain exceptions, cannot be used, released or disclosed without the explicit permission of that individual or their legal guardian.

(Link to: Tip Sheet for HIPAA on Information Sharing)

SOP 1D.1

R. 4/14/03

Confidentiality and Safeguards Regarding Client Information
COA STANDARDS:

· G1. Ethical Practice, Rights and Responsibilities

LEGAL AUTHORITY:
· 45 CFR Parts 160 and 164
· KRS 61.870 through KRS 61.884 OPEN RECORDS
· KRS 194B.060 Confidentiality of records and reports.

· KRS 199.570 Adoption records confidential -- Exception -- New birth certificate.

· KRS 209.140 Confidentiality of information.
· KRS 620.050 Immunity for good faith actions or reports -- Investigations – Confidentiality of reports -- Exceptions -- Parent's access to records -- Sharing of information by children's advocacy centers -- Confidentiality of interview with child -- Exceptions.
· KRS 625.045 Confidentiality and sealing of files and records.

· KRS 625.108 Confidentiality and sealing of files and records.

· 922 KAR 1:320. Service appeals.

INTRODUCTION:

All information obtained through the process of providing services to client/individuals of DPP, conducting adult or child abuse, neglect or dependency investigations, foster or adoptive home studies and adoption where judgment has been rendered, is deemed confidential. Applicants for services and clients of DPP are made aware of the information maintained in their case record. Information contained in a client’s case record will not be released outside DPP except as specified by KRS 61.870-61.884, Open Records Act and HIPAA regulations. When statutes are in conflict, the federal law prevails. Any person requesting disclosure of information pertaining to a client’s case record follows the procedures outlined in:

1. 1.D.3(A) Notice of Privacy Practices SOP;

2. 1.D.3(C) Access and Obtaining a Copy SOP; and

3. 1.B.11(A) Open Records Request SOP. 
PROCEDURE:

Each DPP, office, facility and program has in place appropriate administrative, technical and physical safeguards to reasonably secure all information pertaining to a client’s case records and Protected Health Information (PHI) from intentional and unintentional unauthorized use or disclosure. The following safeguards apply: 

1. Client information is not discussed in public except in a professional setting required and incidental to the delivery of services or in the performance of other functions required of DPP by federal or state mandate.  

2. Client information or data whether in case record or on computerized file, is maintained in a secure location and away from public access as reasonably appropriate.

3. Client case records are maintained in locked files when not in use and only limited authorized workforce staff will have access to keys or combinations.

4. When DPP offices are open to the public, the unlocked files containing client case records are in view and monitored by workforce staff at all times.

5. Access to any client case record or data file is limited to employees, business associates or service providers who have a legitimate interest in the case or as required by law.

6. When accessing client case records, computer monitors are positioned as appropriate to reasonably eliminate unintentional, unauthorized viewing.

7. DPP computers access client case records information via a secure site and only authorized workforce staff with user ID and password with appropriate access level may gain access.

8. All obsolete client files that are to be disposed are incinerated or shredded by authorized workforce staff. 

9. Interviews with clients of DPP are not filmed, taped, photographed or observed without the knowledge and written consent of the client, except where permitted by law as in the case of child abuse where photographs are permissible.

10. DPP workforce staff does not provide any adoption case record information when an adoption judgment has been rendered to anyone, even the parties of the adoption, the names of any parties appearing in the records or any copy of the records except upon order of the court which granted the adoption.

SOP 1D.2

R. 4/14/03

Administrative Requirements for Implementation of HIPAA Policies and Procedures
INTRODUCTION:

To issue requirements to all Division of Protection and Permanency, workforce staff regarding the division’s administrative requirements and Standards of Practice (SOP) relating to the implementation of HIPAA and regulations promulgated thereunder, 45 CFR Parts 160 and 164 to include:

1. Designation of a HIPAA Privacy Officer and Compliance contact;

2. Workforce staff training requirements;

3. Complaint process;

4. Workforce staff sanctions;

5. Mitigation efforts;

6. Prohibition of retaliation, intimidation or waiver;

7. Standards of Practice and procedures; and 

8. Documentation.

SOP 1D.2 (A)

R. 4/14/03

Designation of a HIPAA Privacy Officer and Compliance Officer

COA STANDARDS:

· G1. Ethical Practice, Rights and Responsibilities

LEGAL AUTHORITY:
· 45 CFR 164.530(a) Administrative requirements.
PROCEDURE:

1. The Cabinet designates an individual from the Office of Legal Services (OLS) at Central Office as HIPAA Privacy Officer, responsible for overseeing, counseling and approving the development and implementation of DPP, Standards of Practice relating to the safeguarding of PHI. 

2. The Cabinet designates the Ombudsman's Office at Central Office as the body responsible for:

(a) Receiving complaints concerning SOP adopted by DPP to comply with HIPAA privacy regulations;

(b) Receiving complaints concerning compliance by DPP with such SOP or HIPAA privacy regulations generally; 

(c) Providing information concerning matters covered by the notice of privacy practices;

(d) Validating and approving or denying authority of client or personal representative’s  access to PHI;

(e) Validating and approving or denying a client or personal representative’s request for:

(1) Authorization for use and disclosure of PHI; 

(2) Restriction(s) or amendment(s) to PHI; 

(3) An accounting of disclosure; and

(4) Confidential communication of PHI;

(f) Sending a client or personal representative’s request (approved or denied) to DPP,  Records Management Section for processing and reply; 

(g) Coordinating mitigation efforts with support from the Cabinet, HIPAA Privacy Officer, Records Management Section, Central Office and Service Region Administrators as required; and

(h) Working with the Service Region Administrators (SRA) and designees to support the HIPAA Compliance Officer in the service regions and DPP offices. 

3. DPP workforce staff at each DPP office or Central Office directs any questions, concerns or complaints by clients or others regarding PHI or HIPAA to:

(a) The Cabinet’s, Ombudsman's Office (HIPAA Compliance Officer) at (502) 564-5497; or

(b) The Cabinet for Health and Family Services

Ombudsman's Office

Attn: HIPAA Compliance Officer

275 East Main Street (1E-B) 

Frankfort, Kentucky, 40621.

4. DPP workforce staff at each DPP office or Central Office directs any questions or concerns by clients or others regarding Open Records other than PHI or HIPAA to:

(a) DPP, Official Custodian of Records at (502) 564-3834;  or

(b) Division for Protection and Permanency


Records Management Section

Attn: Official Custodian of Records (3E-G)

275 East Main Street

Frankfort, Kentucky 40621.

SOP 1D.2 (B)

R. 4/14/03

Workforce Staff Training Requirements
COA STANDARDS:

· G1. Ethical Practice, Rights and Responsibilities

LEGAL AUTHORITY:
· 45 CFR 164.530(b) Administrative requirements.
PROCEDURE:

DPP and as applicable, its offices, programs and facilities enacts and documents the following training requirements:

1. Before the effective date of HIPAA privacy regulations (8/1/03), all DPP workforce staff will receive training on HIPAA statue generally and the privacy regulation. This training will be supplemented by training on applicable SOP relating to PHI as necessary and appropriate for such persons to carry out the job requirements within the division. 

2. Each new workforce staff receives the training as describe above within six (6) months after joining DPP and the Training Branch maintains documentation of each staff members completion of said training.

3. Each new workforce staff whose job requirements are impacted by a material change in the policies and procedures relating to PHI, or by a change in position or job description, receives the training as describe above within a reasonable time after the change becomes effective.

4. Upon employment each workforce staff signs the CHFS-219, Employee Confidentiality/Security Agreement, indicating their understanding and compliance to applicable policies and procedures relating to confidentiality and security. 

5. The CHFS-219 is then maintained in their personnel file. 

SOP 1D.2 (C)

R. 4/14/03

DPP Office, Programs and Facility Safeguards

COA STANDARDS:

· G1. Ethical Practice, Rights and Responsibilities

LEGAL AUTHORITY:
· 45 CFR 164.530(c) Administrative requirements.
PROCEDURE:

1. DPP, offices, programs and facilities have in place appropriate administrative, technical and physical safeguards to reasonably secure and protect PHI from intentional or unintentional unauthorized use or disclosure.

2. DPP, workforce staff adheres to 1D.1 Confidentiality And Safeguards Regarding Client Information SOP pertaining to office, programs or facility safeguards to ensure HIPAA privacy regulations.
SOP 1D.2 (D)

R. 4/14/03

Complaint Process
COA STANDARDS:

· G1. Ethical Practice, Rights and Responsibilities

LEGAL AUTHORITY:
· 45 CFR 164.530(d)(f) Administrative requirements.
PROCEDURE:

1. If a client/individual believes their PHI privacy rights have been violated, they may file a complaint with DPP and/or with the Secretary of the U.S. Department of Health and Human Services. DPP and/or workforce staff will not retaliate against a client/individual for filing such a complaint.  To file a complaint with either entity, a client/individual is instructed to contact the Cabinet’s, HIPAA Compliance Officer, who will provide them with the necessary assistance and paperwork.

2. A client/individual that has any questions or concerns regarding their privacy rights or desires to file a complaint is informed by DPP office or DPP Central Office workforce staff to contact: 

(a) The Cabinet, Ombudsman's Office (HIPAA Compliance Officer) at (502) 564-5497; or

(b) The Cabinet for Health and Family Services


Ombudsman's Office


Attn: HIPAA Compliance Officer


275 East Main Street (1E-B) 


Frankfort, Kentucky, 40621.
Using the CFC-308, HIPAA Complaint Form provided by the local DPP office or Ombudsman’s office.

3. The Cabinet’s, Ombudsman's Office at Central Office will facilitate a client/individual’s right to file a complaint by receiving the client/individuals:

(a) Call and documenting the complaint using the CFC-308; or 

(b) Written complaint. If the written complaint is submitted without using a CFC-308 form, the information is transferred to the CFC-308 and the written complaint is attached.

4. The Cabinet’s, HIPAA Compliance Officer:

(a) Investigates the circumstances of the alleged HIPAA rights violation with support from the Cabinet, HIPAA Privacy Officer, Records Management Section, Central Office and Service Region Administrators and designees as required;

(b) Takes all reasonable and appropriate steps to mitigate the effects of any violation or actions to amend or create SOP’s for compliance per 1.D.2(F) Mitigation Efforts SOP;

(c) Informs the client/individual via DPP, Records Management Section, using the CFC-308, the resolution to the complaint; and

(d) Forwards the CFC-308, to DPP, Records Management Section to facilitate placement of the complaint in the client’s:

(1) Case record; and 

(2) Accounting of disclosure file.

SOP 1D.2 (E)

R. 4/14/03

Workforce Staff Sanctions
COA STANDARDS:

· G1. Ethical Practice, Rights and Responsibilities

LEGAL AUTHORITY:
· 45 CFR 164.530(e) Administrative requirements.
· 101 KAR 1:345. Disciplinary actions.

PROCEDURE:

1. It is the expectation of DPP that all workforce staff follow the guidelines as set forth concerning employee standards, code of ethics, and confidentiality pertaining to a client’s case record information and PHI. Deviation from these guidelines may result in disciplinary action as outlined in 101 KAR 1:345, Disciplinary actions.

2. Any DPP workforce staff who violates the confidentiality requirements of HIPAA privacy regulations will be disciplined pursuant to 101 KAR 1:345(1). Any DPP workforce staff who intentionally or repeatedly violates the requirements of HIPAA privacy regulations will be disciplined pursuant to 101 KAR 1:345(2) up to and including termination. Documentation of such disciplinary action is included in the employee’s personnel file.

SOP 1D.2 (F)

R. 4/14/03

Mitigation Efforts
COA STANDARDS:

· G1. Ethical Practice, Rights and Responsibilities

LEGAL AUTHORITY:
· 45 CFR 164.530(f) Administrative requirements.
PROCEDURE:
The Cabinet’s, Ombudsman’s Office (HIPAA Compliance Officer) coordinates mitigation efforts with support from the Cabinet, HIPAA Privacy Officer, Records Management Section, Central Office and Service Region Administrators and designees as required.

SOP 1D.2 (G)

R. 4/14/03

Retaliation, Intimidation or Waiver of HIPAA Privacy Regulations Prohibited
COA STANDARDS:

· G1. Ethical Practice, Rights and Responsibilities

LEGAL AUTHORITY:
· 45 CFR 164.530(g)(h) Administrative requirements.
PROCEDURE:
1. DPP nor any office, facility, program or workforce staff will retaliate against or intimidate a client/individual for exercising their rights or participating in any process relating to HIPAA compliance or for filing a complaint. Neither will DPP nor any office, facility, program or workforce staff require an client/individual waive any of their rights under HIPAA as a condition of DPP service.  

2. Workforce staff or any entity of DPP will not intimidate, threaten, coerce, discriminate against or take retaliatory action against any client or other individual for the following:

(a) The exercise of his/her rights pursuant to HIPAA privacy regulations;

(b) Participation in any process, proceeding or investigation relating to HIPAA compliance; and

(c) The filing of a complaint related to PHI investigation, compliance review or legal proceeding with the Cabinet or the Secretary of the U.S. Department of Health and Human Services. 

3. Workforce staff or any entity of DPP will not require a client or other individual to waive any of their rights under HIPAA as a condition of treatment, payment or enrollment in a health plan or eligibility for benefits.

4. Violations of these requirements may result in disciplinary action as outlined in 1.D.2(E) Workforce Staff Sanctions SOP.

SOP 1D.2 (H)

R. 4/14/03

Standards of Practice and Procedures

COA STANDARDS:

· G1. Ethical Practice, Rights and Responsibilities

LEGAL AUTHORITY:
· 45 CFR 164.530(i) Administrative requirements.
PROCEDURE:
1. DPP has designed and implemented Standards of Practice and procedures to assure appropriate safeguarding of PHI in its operations to be followed by each office, program, facility and all workforce staff.
2. DPP will change its SOP and procedures as necessary and appropriate to conform to changes in federal/state law or regulation. DPP may also make changes to SOP and procedures at other times as long as the changes are still in compliance with applicable law. When necessary, DPP will make corresponding changes in its CHFS-300, Notice of Privacy Practices and inform clients of the specific details of the change and its impact concerning PHI privacy practices as required in 1.D.3(A) Notice of Privacy Practices SOP. DPP may not implement a change in SOP or procedure prior to the effective date of the NOTICE OF PRIVACY PRACTICES.

SOP 1D.2 (I)

R. 4/14/03

Documentation Requirements
COA STANDARDS:

· G1. Ethical Practice, Rights and Responsibilities

LEGAL AUTHORITY:
· 45 CFR 164.530(j) Administrative requirements.
PROCEDURE:
1. DPP, offices, programs and facilities of the division maintains required Standards of Practice and procedures in written or electronic form and copies of all communications, actions, activities or designations as are required to be documented under HIPAA privacy regulations, for a minimum period of six (6) years from the later of the date of creation or the last effective date. 

2. The Cabinet’s, Ombudsman’s Office in conjunction with DPP, Records Management Section, local offices and workforce staff documents:

(a) Any and all signed authorizations;

(b) All complaints and their disposition if any;

(c) Any sanctions that are applied as a result of non-compliance to HIPAA privacy regulations;

(d) Any use or disclosure of PHI for research without the client’s authorization; and

(e) Compliance with the Notice of Privacy Practices by retaining:

(1) Copies of current and past notices it issues;

(2) Written acknowledgements of the receipt of Notice;

(3) Written documentation of good faith efforts that failed to obtain written acknowledgment; and

(4) Any SOP’s required to implement compliance. 

3. Designated case records that are subject to access by clients/individuals and the titles of persons or offices responsible for receiving and processing requests for access.

4. All agreements with the client or personal representative by DPP regarding restriction of use and disclosure of PHI about the client to carry out treatment, payment or health care operations and the titles of persons or offices responsible for receiving and processing requests for restrictions.

5. All agreements with the client or personal representative by DPP regarding amendments to the client’s PHI and the titles of persons or offices responsible for receiving and processing requests for amendments.  

6. Accounting of disclosures of PHI required by HIPAA privacy regulations made by DPP to include:

(a) The date of the disclosure;

(b) The name of the entity or individual who received the PHI and, if known, the address of such entity or individual;

(c) A brief statement of the purpose of the disclosure that reasonably informs the individual of the basis of the disclosure;

(d) The written accounting of disclosure that is provided the individual; and 

(e) The titles of persons or offices responsible for receiving and processing requests for an accounting of disclosure by clients.

SOP 1D.3

R. 4/14/03

Client’s Rights Regarding Protected Health Information (PHI)
INTRODUCTION:

DPP issues SOP to all offices, facilities, programs and workforce staff regarding the divisions’ obligations related to client/individual’s rights regarding their protected health information.

SOP 1D.3 (A)

R. 4/14/03

Notice of Privacy Practices

COA STANDARDS:

· G1. Ethical Practice, Rights and Responsibilities

LEGAL AUTHORITY:
· 45 CFR 164.520 Notice of privacy practices for protected health information.

PROCEDURE:

1. DPP workforce staff provides the client/individual with a copy of the Notice of Privacy Practices: 

(a) Upon request by a client/individual; 

(b) During the first face-to face contact or first delivery of service on or after April 14th, 2003; and

(c) Upon revisions of the Notice:

(1) Such revisions can be viewed on the most recent version of the Notice, found at the Cabinet’s web site at http://chfs.ky.gov/;

(2) Such revised Notice will be posted at each DPP local office; and

(3) Will be available to the client/individual upon request on or after the effective date of the revision.

2. DPP workforce staff documents in the client/individuals case record the date the 

CHFS-300, Notice of Privacy Practices was distributed.

SOP 1D.3 (B)

R. 4/14/03

Accounting of Disclosure
COA STANDARDS:

· G1. Ethical Practice, Rights and Responsibilities

LEGAL AUTHORITY:
· 45 CFR 164.528 Accounting of disclosure of protected health information.
PROCEDURE:
1. A client/individual has a right to receive an accounting of disclosures of PHI by DPP during a time period specified up to six (6) years prior to the date of the request for an accounting except for disclosures:

(a) That occurred prior to April 14, 2003;

(b) To carry out TPO as permitted under law;

(c) To the client/individual about their own PHI;

(d) Pursuant to the client/individual’s authorization;

(e) To persons involved in the client/individual’s care; or

(f) Other notification purposes permitted under law.


2. The client/individual’s right to receive an accounting of disclosures of PHI to a health oversight agency or law enforcement official must be suspended for the time period specified by such agency or when an official provides a written statement asserting that the disclosure would be reasonably likely to impede the activities of the agency or official and specifying a time period for the suspension. Such a suspension may be requested and implemented based on a verbal notification for a period up to thirty (30) days. Such verbal requests are documented on the CFC-307, Record of Verbal Agreement concerning PHI, including the identity of the agency or official making the request. The suspension may not extend beyond thirty (30) days unless the written statement described herein is submitted during that time period.

3. All requests for an accounting of disclosure from a client or personal representative is directed to the Ombudsman’s Office (HIPAA Compliance Officer). 

4. The local DPP office or the Ombudsman’s Office provides the client or personal representative the CFC-304, Request for Accounting of Disclosure.

5. Upon receipt of the CFC-304, the Ombudsman’s Office validates and approves or denies the request.

6. The client or personal representative’s request (approved or denied) is sent to DPP, Records Management Section for processing and reply. 

7. A written accounting of disclosures of PHI will meet the following requirements:

(a) The accounting must include requested disclosures of PHI on or after April 14th, 2003 or that occurred during six (6) years (or such shorter time period as is specified in the request) prior to the date of the request; and


(b) The accounting for each disclosure is to include:

(1) Date of disclosure;

(2) Name of entity or individual who received the PHI, and, if known, the address of such  entity or individual;

(3) A brief description of the PHI disclosed; and

(4) A brief statement of the purpose of the disclosure that reasonably informs the client/individual of the basis for the disclosure, or in lieu thereof, a copy of the client/individuals authorization or the request for the disclosure.

8. If, during the time period for the accounting, multiple disclosures have been made to the same entity or client/individual for a single purpose, or pursuant to a single authorization, the accounting may provide the information set forth above for the initial disclosure and then summarize the frequency, periodicity, or number of disclosures made during the accounting period and the date of the last such disclosure during the accounting period.

9. The client/individual’s request for an accounting of disclosure is acted upon on  no later than sixty (60) calendar days after receipt, as follows:

(a) Provide the accounting of disclosure as requested;  or

(b) If unable to provide the accounting of disclosure within sixty (60) calendar days, the time for response may be extended by no more than thirty (30) additional calendar days, provided that:

(1) Within sixty (60) calendar days, the client/individual is given a written statement of the reasons for the delay and the date by which the accounting of disclosure will be provided; and 

(2) There are no additional extensions of time for response.

10. The first accounting of disclosure in any twelve (12) month period will be provided to the client/individual without charge. A cost-based fee of ten cents per page, plus postage will be charged for additional accounting of disclosures within the twelve (12) month period, provided the client/individual is informed in advance of the fee and is permitted an opportunity to withdraw or amend the request.

11. DPP, Records Management Section documents and retains documentation, in written or electronic format for six (6) years on all:

(a) Information required to be included in an accounting of disclosures of PHI;

(b) Written accountings of disclosure provided to client/individuals; 

(c) Titles of workforce staff or offices responsible for receiving and processing request for an accounting from client/individuals; and

(d) Correspondence, forms and request from the Ombudsman’s Office of any nature regarding PHI.

12. DPP, Records Management Section uses the CFC-309, Accounting of Disclosure Tracking Log to track each client’s PHI disclosure and each request for an accounting of disclosure.

SOP 1D.3 (C)

R. 4/14/03

Access and Obtaining a Copy

COA STANDARDS:

· G1. Ethical Practice, Rights and Responsibilities

LEGAL AUTHORITY:
· 45 CFR 164.524 Access of individuals to protected health information.
PROCEDURE:
Client/individual’s have a right to access and obtain a copy of their PHI and any information in their designated case record except as set forth below:

1. Denial of Access without a right of review where:

(a) Information was complied in anticipation of litigation; 

(b) Psychotherapy notes were obtained;

(c) Information was collected in the course of research that includes treatment of the  client/individual agreed to a suspension of the right of access during the research period; and

(d) Information was obtained as otherwise authorized by law.

2. Denial of Access with a right of review where: 

(a) Access is determined by a licensed professional to be likely to endanger life or physical safety of the client/individual or another person and such determination is documented; and

(b) A Personal Representative requests access and a licensed professional determines that such access is reasonably likely to cause substantial harm to the client/individual or another person and such determination is documented.

3. Right of Review: 

When the basis for denial of access gives a right of review, the client/individual has a right to have the denial reviewed by another licensed professional who did not participate in the original denial decision. Such review must be completed in a reasonable period of time and the Ombudsman’s Office, via DPP, Records Management Section, will promptly:

(a) Provide the client/individual with notice of the reviewer’s decision; and

(b) Comply with the determination to provide or deny access.

4. Timely Review by the Ombudsman’s Office, via DPP, Records Management Section:

(a) Forwards to the client/individual a letter of receipt within three (3) business days after receipt of the client/individual’s request, including an approximate date  when the requested case record information will be mailed if after review they have legal access ;

(b) Informs the client/individual using the CFC-301, Request for Client’s Access to PHI if the request is approved or denied;  and

(c) Acts on a request for access no later than thirty (30) calendar days after receipt unless the time period is extended as permitted below: 

(1) If the information to be accessed is not maintained or accessible on-site the request will be acted on no later than sixty (60) calendar days after receipt; or

(2) If the request for access is not acted on within the application thirty (30) or sixty (60) day period, it may extend the time for response by no more than thirty (30) calendar days, provided the client/individual is provided written notice of the reasons for the delay and the date the by which a responsive action will be taken.

5. Provision of Access: 

The Ombudsman’s Office, via DPP, Records Management Section will provide the client/individual with access to the information in a form or format requested if it is readily producible in such a form or formats or in a readable hard copy as mutually agreed upon by:

(a) Informing the client/individual of the applicable cost-based fee using the CFC-301 (if applicable);

(b) Arranging for a convenient time/place for inspection and copying; or 

(c) Mailing the information at the client/individual’s request upon receipt of the fee. 

6. Denial of Access: 

The Ombudsman’s Office, via DPP, Records Management Section will provide a timely, written denial of access to the client/individual, written in plain language, explaining the basis for denial and any applicable right of review and the complaint process available to them using the CFC-301.

7. Documentation: 

DPP, Records Management Section will document and retain for six (6) years from the date of its creation the designated case record subject to access and the titles of persons or DPP division responsible for receiving and processing the request for access. 

SOP 1D.3 (D)

R. 4/14/03

Request Amendment

COA STANDARDS:

· G1. Ethical Practice, Rights and Responsibilities

LEGAL AUTHORITY:
· 45 CFR 164.526 Amendment of protected health information.
PROCEDURE:

1. Client/individuals have a right to request DPP amend PHI for as long as the division maintains the information though DPP does not have to agree to the amend the PHI requested. 

2. All requests to amend PHI from a client or personal representative are directed to the Ombudsman’s Office (HIPAA Compliance Officer). 

3. The Cabinet’s, Ombudsman's Office at Central Office will facilitate a client’s right to request amendment of PHI by:

(a) Providing the client/individual with CFC-302, Request for Amendment to PHI to be filled out and submitted to the Cabinet’s, Ombudsman's Office at Central Office  requesting the amendment to PHI;

(b) Verifying the request is signed by the client or personal representative having legal authority to request the amendment to PHI;  

(c) Sending notification to the guardian of a client, if the client requests amendment and request the guardian complete the CFC-302;

(d) Working with the Cabinet, HIPAA Privacy Officer, Records Management Section, Central Office and Service Region Administrators and other workforce staff as appropriate and required to approve or deny the amendment; and

(e) Acting on the request within sixty (60) calendar days of receipt, or ninety (90) calendar days upon notification to the client/individual within the first sixty (60) calendar days of the reason for the delay and the date by which action will be taken.

4. If the request for amendment to PHI is approved, the Cabinet’s, Ombudsman's Office at Central Office:

(a) Informs the client/individual via DPP, Records Management Section, using the CFC-302,that the amendment is accepted and approved; 

(b) Verifies, on the CFC-302, that the client/individual has authorized notification of all relevant individuals or entities with which the amendment needs to be shared; and

(c) Forwards the CFC-302, to DPP, Records Management Section to facilitate: 

(1) Placement of the amendment to PHI in the client’s case record and document the amendment in the same section of the record as the original information; and

(2) Reasonable efforts, within a reasonable time frame to notify all:

· Individuals and/or entities identified by the client on the CFC-302; and

· Relevant individuals or entities, including business associates with whom DPP knows has been provided the PHI that is subject to the amendment who may have relied upon the information prior to amendment to the detriment of the client. If a service for which billing or a charge has already been submitted, a review will occur to see if it should be amended or changed as well to reflect the amended information.

5. If the request to amend PHI is denied the Cabinet’s, Ombudsman's Office at Central Office:

(a) Provides the client with a written denial via DPP, Records Management Section, using the CFC-302, including: 

(1) The subject of the request is:

· Not part of the case plan/case record for PHI;

· Not available for inspection; or

· Accurate and complete;

(2) A notice of the client/individual’s rights to:

· Submit a written statement of disagreement and instructions on how to file the statement; or

· Request that future disclosure of the PHI include copies of the request and denial; and

(3) How to file a compliant to the Cabinet, Privacy Officer or U.S. Secretary of Health and Human Services; 

(b) Provide a copy of any rebuttal to the client/individual;  and

(c) As appropriate, forward the CFC-302,  to DPP, Records Management Section to facilitate:

(1) Placement of the disputed amendment to PHI and append and or otherwise link the request, the denial and any statement of disagreement and/or rebuttal to the client’s case record;  and

(2) Future disclosures of this case record to include:

· Any statement of disagreement; or 

· In response to the client/individual, the amendment request and the denial.

6. If the Cabinet’s, Ombudsman's Office is informed by another covered entity about an amendment to a client’s PHI the DPP, Records Management Section will amend the information in the client’s case record by, at minimum, identifying the affected record and appending or otherwise providing a link to the location of the amendment.

7. DPP, Open Records Section is responsible for documenting request for amendments and will retain the request and subsequent decision provided by the Ombudsman's Office for a period of six (6) years.

SOP 1D.3 (E)

R. 4/14/03

Request Confidential Communication

COA STANDARDS:

· G1. Ethical Practice, Rights and Responsibilities

LEGAL AUTHORITY:
· 45 CFR 164.522(b) Rights to request privacy protection for protected health information.
PROCEDURE:

1. DPP will accommodate a reasonable request by a client/individual to request to receive communications of PHI by alternate means or at alternate locations.

2. All requests to receive communication of PHI by alternate means and/or alternate locations from a client or personal representative should be directed to the Ombudsman’s Office (HIPAA Compliance Officer). 

3. The Cabinet’s, Ombudsman's Office at Central Office will facilitate a client or personal representative’s right to request communication of PHI by alternate means and/or alternate locations and determine whether the request is reasonable by:

(a) Providing the client or personal representative the CFC-301, Request for Client’s Access to PHI;

(b) Approving or denying the request upon receipt of the CFC-301; and

(c) Forwarding the client or personal representative’s request (approved or denied) to DPP, Records Management Section for documentation and reply. 

SOP 1D.3 (F)

R. 4/14/03

Request Restrictions of Use and Disclosure

COA STANDARDS:

· G1. Ethical Practice, Rights and Responsibilities

LEGAL AUTHORITY:
· 45 CFR 164.522(a) Rights to request privacy protection for protected health information.
PROCEDURE:

1. Client/individuals have a right to request DPP restrict use and disclosure regarding PHI for as long as the division maintains the information, though DPP does not have to agree to the restriction requested. 

2. All requests to restrict use and disclosure of PHI from a client or personal representative are directed to the Ombudsman’s Office (HIPAA Compliance Officer). 

3. The Cabinet’s, Ombudsman's Office at Central Office will facilitate a client/individual’s right to request that DPP restrict use and disclosure of PHI made for TPO or disclosure to family or others involved in care by:

(a) Providing the client with a CFC-303, Request to Restrict  PHI, to be filled out and submitted to the Cabinet’s, Ombudsman's Office at Central Office;

(b) Verifying, upon receipt, the request is signed by the client or personal representative requesting the restriction of PHI and their legal authority to do so;  

(c) Sending notification to the guardian  of a client, if the client request restriction of PHI and requesting that the guardian complete the CFC-303; and

(d) Working with the Cabinet, HIPAA Privacy Officer, Records Management Section, Central Office and Service Region Administrators and other workforce staff as appropriate and required to approve or deny the request.

4. If the request for a restriction of PHI is approved the Cabinet’s, Ombudsman's Office at Central Office will:

(a) Inform the client via DPP, Records Management Section, that the restriction of PHI is approved using the CFC-303; 

(b) Abide by the restriction, unless the client is in need of emergency treatment and the:

(1) Information is needed for treatment;

(2) Disclosure is to a treatment provider for purposes of such treatment; 

(3) DPP request the treatment provider agree not to further disclose the PHI; and

(c) Forward the CFC-303, to the DPP, Records Management Section to facilitate placement of the CFC-303, approving the restriction in the client’s case record and document the restriction in the same section of the case record as the original information.

5. If the request for a restriction of PHI is denied the Cabinet’s, Ombudsman's Office at Central Office will:

(a) Inform the client/individual via DPP, Records Management Section, that the restriction of PHI is denied using the CFC-303; and

(b) Forward the CFC-303, to DPP, Records Management Section to facilitate placement of the CFC-303, denying the restriction in the client’s case record.

6. The Cabinet’s, Ombudsman's Office at Central Office may terminate the agreement to a restriction if the:

(a) Client agrees to or requests the termination in writing using the CFC-303;    

(b) Client verbally agrees to or requests the termination and the verbal agreement is documented using the CFC-307, Record of Verbal Agreement concerning PHI;

(c) The Cabinet’s, Ombudsman's Office informs the client  they are terminating the agreement to the restriction in writing using the CFC-303, that such termination is only effective with respect to PHI created or received after it has so informed the client; 

(d) The Cabinet’s, Ombudsman's Office forwards to DPP, Records Management Section the:

(1) CFC-307, Record of Verbal Agreement concerning PHI terminating the restriction; or

(2) CFC-303, Request to Restrict  PHI terminating the restriction; and

(e) DPP, Records Management Section facilitates placing the form terminating the restriction in the client’s case record and documents the termination of the restriction in the same section of the case record as the original information. This documentation is retained for six (6) years. 

SOP 1D.4

R. 4/14/03

Minimum Necessary Use, Disclosure or Request of PHI BY WORKFORCE STAFF

INTRODUCTION:
DPP, offices, facilities, programs and workforce staff when using or disclosing PHI or when requesting PHI from another covered entity must make reasonable efforts to limit PHI to the minimum necessary to accomplish the intended purpose of use, disclosure or request. 

DPP, offices, facilities, programs and workforce staff may rely on a request for disclosure as being for the minimum necessary amount of PHI if:

1. The disclosure is to a public official and is permitted under 45 CFR 164.512, Uses and disclosures for which an authorization or opportunity to agree or object is not required;

2. The request is from another covered entity; or 

3. The request is from DPP, offices, facilities, programs, and workforce staff or from a business associate in order for TPO.  

SOP 1D.4 (A)

R. 4/14/03

Minimum Necessary Use

COA STANDARDS:

· G1. Ethical Practice, Rights and Responsibilities

LEGAL AUTHORITY:

· 45 CFR 164.502(b) Uses and disclosure of protected health information: General rules.
· 45 CFR 164.514(d)(2) Other requirements relating to uses and disclosures of protected health information
PROCEDURE:

When using PHI, DPP will:

1. Identify DPP workforce staff who need access to PHI to carry out their job functions, to include:

(a) Case management;

(b) Administrative; and

(c) Service provision;

2. Identify the type of PHI to which each workforce staff  or group needs access as well as the conditions under which they need the access through Cabinet security clearances and leveled degrees of computer access pertaining to job assignments; and

3. Make reasonable efforts to limit the access of its workforce staff to only the information appropriate to fulfill their jobs.

SOP 1D.4 (B)

R. 4/14/03

Minimum Necessary Disclosure

COA STANDARDS:

· G1. Ethical Practice, Rights and Responsibilities

LEGAL AUTHORITY:

· 45 CFR 164.502(b) Uses and disclosure of protected health information: General rules.
· 45 CFR 164.514(d)(2) Other requirements relating to uses and disclosures of protected health information
PROCEDURE:

1. When disclosing PHI by DPP workforce staff the division will distinguish between routine/recurring disclosures, all other disclosures and exceptions to the minimum necessary disclosure requirement.

2. For routine/recurring disclosures, DPP will identify:

(a) The types of PHI to be disclosed, to include:

(1) Medical history;

(2) Immunization record;

(3) Personal information (e.g. social security number, address);

(4) Treatment information;

(5) Developmental information;

(6) Psychiatric assessment;

(7) Alcohol and drug abuse information;

(8) HIV/AIDS information;

(9) Benefits eligibility;

(10) Payment records; and

(11) Medicaid claim information;  

(b) The workforce staff , which have conditioned access to a client’s PHI as assigned through Cabinet security clearances and leveled degrees of computer access pertaining to job assignments, to include:

(1) Case management;

(2) Administrative;

(3) Service provision; and

(c) The conditions that apply to such access.

3. For non-routine disclosures DPP will implement procedures that:

(a) Develop reasonable criteria to limit the amount of information disclosed to the minimum necessary to accomplish the purpose of the disclosure upon review by the: 

(1) DPP management at the office level and Central Office, or

(2) Ombudsman’s Office, and/or

(3) Privacy Officer; and

(b) Use these criteria to review disclosures on an individual basis.

4. Exceptions to the minimum necessary disclosure requirement include disclosure:

(a) To the client/individual who is the subject of the information;

(b) Made pursuant to an authorization;

(c) To or requests by healthcare providers for treatment purposes;

(d) Required for compliance with HIPAA transactions;

(e) To the Federal Department of Health and Human Services pursuant to a privacy investigation; and

(f) Otherwise required by HIPAA regulations or other law.

SOP 1D.4 (C)

R. 4/14/03

Minimum Necessary Request

COA STANDARDS:

· G1. Ethical Practice, Rights and Responsibilities

LEGAL AUTHORITY:

· 45 CFR 164.502(b) Uses and disclosure of protected health information: General rules.
· 45 CFR 164.514(d)(4) Other requirements relating to uses and disclosures of protected health information
PROCEDURE:

1. When requesting PHI from other covered entities, DPP will limit its request to that PHI, which is reasonably necessary to accomplish the purpose of the request. 

2. For routine/recurring request DPP will implement procedures that will:

(a) Identify what PHI is reasonably necessary for the purpose of the request, to include:

(1) Medical history;

(2) Immunization record;

(3) Personal information (e.g. social security number, address);

(4) Treatment information;

(5) Developmental information;

(6) Psychiatric assessment;

(7) Alcohol and drug abuse information;

(8) HIV/AIDS information;

(9) Benefits eligibility;

(10) Payment records; 

(11) Medicaid claim information; and

(b) Limit the request for PHI to only that information.

3. For all other request DPP will implement procedures that will:

(a) Review the request on an individual basis by the; 

(1) DPP management at the office level and Central Office or

(2) Ombudsman’s Office; and/or

(3) Privacy Officer; and

(b) Determine the PHI requested is limited to information reasonably necessary to accomplish the purpose of the request.

SOP 1D.5

R. 4/14/03

Authorization for Use or Disclosure of PHI
COA STANDARDS:

· G1. Ethical Practice, Rights and Responsibilities

LEGAL AUTHORITY:
· 45 CFR 164.508(a)(b)(c)(d)(e) Uses and disclosure for which an authorization is required.
INTRODUCTION:
DPP issues SOP regarding the use and disclosure of PHI and necessary documentation of authority for such use or disclosure, when use/disclosure is for purposes outside of those permitted by law relating to treatment, payment or health care operations, or public responsibilities.

PROCEDURE:

1. Each authorization for the use or disclosure of an individual’s PHI will be written in plain language and is to include the following content information requirements:

(a) A specific and meaningful description of the information to be used or disclosed;

(b) The name or identification of the person or class of person(s) authorized to make the use or disclosure;

(c) The name or identification of the person or class of person(s) to whom the requested use or disclosure may be made;

(d) Purpose of the disclosure or statement that disclosure is at request of the client/individual;

(e) An expiration date, condition or event that relates to the client/individual or the purpose of the use or disclosure; the authorization shall state that it will expire on the date the client/individual specifies by written revocation using CFC-306, Revocation of Authorization;
(f) A statement of the individual's right to revoke the authorization in writing, and exceptions to the right to revoke, together with a description of how the individual may revoke the authorization. Upon written notice of revocation, further use or disclosure of PHI shall cease immediately except to the extent that the office, facility, program or workforce staff has acted in reliance upon the authorization or to the extent that use or disclosure is otherwise permitted or required by law;

(g) A statement that treatment, payment, enrollment or eligibility cannot be conditioned on individual signing the authorization or statement setting forth consequences of not signing;

(h) A statement that the information may only be re-released with the written authorization of the individual, except as required by law;

(i) The dated signature of the individual; and;

(j) If the authorization is signed by a personal representative of the individual, a description and proof of the representative's authority to act on behalf of the individual.

2. The CFC-305, Authorization for Release, Use or Disclosure of PHI will be used by DPP to facilitate the aforementioned requirements to obtain and document authorization except for psychotherapy and/or psychiatric records or notes, which will require authorization using the CFC-305A, Authorization for Release, Use or Disclosure of Psychotherapy and/or Psychiatric Records or Notes.

SOP 1D.5 (A)

R. 4/14/03

Use or Disclosure not Requiring Authorization

COA STANDARDS:

· G1. Ethical Practice, Rights and Responsibilities

LEGAL AUTHORITY:
· 45 CFR 164.512 Uses and disclosures for which an authorization or opportunity to agree or object is not required.
PROCEDURE:

1. The Cabinet’s, DPP may use/disclose a client/individual’s PHI without a signed written authorization from the client/individual for the following purposes:

(a) Treatment - DPP does not provide direct treatment for a client/individuals medical needs, however DPP and authorized workforce staff may need to provide a client/individual’s PHI to other entities, including, but not limited to, medical personnel, medical institutions or community partners in order to ensure that you receive our protective services to the fullest extent. Frequently, DPP, Social Service Workers (SSW) provide members of the medical profession with PHI in order to obtain their expertise and knowledge as to whether protective services are needed or to provide treatment when necessary;

(b) Payment - In order for Medicaid to pay for client/individuals health care treatment, DPP in the Cabinet for Health and Family Services receives client/individuals health information from direct treatment providers and transmits that information electronically to the Department for Medicaid Services in the Cabinet for Health and Family Services;

(c) Health Care Operations - DPP may need a client/individuals diagnosis, treatment and outcome information in order to improve the quality or cost of the health care service delivered. Furthermore, DPP may want to use health information, such as your name, address, phone number and treatment dates, to provide protective services or carry out the Cabinet’s responsibilities under state and federal law;

(d) As required or permitted by law - Sometimes DPP must report some of a client/individuals PHI to legal authorities, such as law enforcement officials, court officials or government agencies. DPP may have to disclose PHI in a judicial or administrative proceeding or to respond to a court order;

(e) Health oversight agency activities – DPP may disclose a client/individuals PHI to authorities so they can monitor, investigate, inspect, discipline or license those who work in the health care system or for government benefit programs;

(f) Public health activities - DPP may be required to report a client/individuals PHI to authorities to help prevent or control disease, injury or disability.  This may include, but is not limited to, using a client/individuals PHI to report certain diseases, injuries, birth or death information or information related to child abuse or neglect;

(g) Research - Under certain circumstances, and only after approval by the Institutional Review Board as required by federal law, DPP may use and disclose a client/individuals PHI for research; 

(h) To avoid a serious threat to health or safety - DPP may release a client/individuals PHI to the proper authorities if DPP believe, in good faith, that such release is necessary to prevent or minimize a serious and approaching threat to the client/individual or the public’s health or safety, as required by law;

(i) Military, national security, or incarceration/law enforcement custody - If the client/individual is involved with the military, national security or intelligence activities or is in the custody of law enforcement officials or an inmate in a correctional institution, DPP may release their PHI to the proper authorities so they may carry out their duties under the law;

(j) Workers’ compensation. –DPP may disclose a client/individuals PHI to the appropriate persons in order to comply with the laws related to worker’s compensation or other similar programs; 

(k) Activities related to death – DPP may disclose your PHI to coroners, medical examiners and funeral directors so they can carry our their duties related to your death, such as identifying the body, determining cause of death, or in the case of funeral directors, to carry out funeral preparation activities;

(l) Organ, eye or tissue donation – DPP may disclose your PHI to people involved with obtaining, storing or transplanting organs, eyes or tissue of cadavers for donation purposes, if the clients has signed in advance a health care directive signifying the desire to be an organ donor; or

(m) De-identified PHI - De-identified individual PHI is not considered to be individually identifiable health information and the HIPAA privacy regulations do not apply. 

2. Except for the situations listed above, DPP will obtain a client/individuals specific written authorization using the CFC-305, Authorization for Release Use or Disclosure of PHI, or the CFC-305A, Authorization for Release, Use or Disclosure of Psychotherapy and/or Psychiatric Records or Notes for any other release of PHI. If a client/individual signs a CFC-306, Revocation of Authorization, they may withdraw their authorization at any time, as long as the withdrawal is in writing.

SOP 1D.5 (B)

R. 4/14/03

De-identification not Requiring Authorization

COA STANDARDS:

· G1. Ethical Practice, Rights and Responsibilities

LEGAL AUTHORITY:
· 45 CFR 164.502(d) and 164.514(a)(b)(c)(e)
PROCEDURE:
1. The Cabinet’s, DPP may use and disclose de-identified PHI without the client/individual’s authorization. De-identified individual PHI is not considered to be individually identifiable health information and HIPAA privacy regulations do not apply. 

2. DPP may de-identify individual PHI by two (2) methods outlined below: 

(a) A person with appropriate knowledge applying generally accepted statistical and scientific methods makes a determination that the risk of re-identification of certain information is very small that the anticipated recipients could re-identify the information; or

(b) DPP removes all of the following identifiers of the individual, relatives, employers and household members; providing that the covered entity has no actual knowledge that after removal of the following could be used alone or combined with other information to re-identify an individual:

(1) Names;

(2) All geographic codes smaller than State, including street, city, county, precinct or zip code. However, the first three digits of the zip code may be used if it represents more than 20,000 people (per the most recent data from the Bureau of Census);

(3) All date elements related to an individual. The year element can be kept except for any age indicator for individuals over age eighty-nine (89). For individuals over age eighty-nine (89), the age may be aggregated into a ninety plus (90+) category;

(4) Telephone number; 

(5) Fax number; 

(6) Email address; 

(7) SSN, medical record numbers; 

(8) Health plan beneficiary number, 

(9) Account numbers; 

(10) Certificate/license numbers; 

(11) Any vehicle identifiers (serial number, license plate, etc.); 

(12) Device identifiers & serial numbers; 

(13) URL’s; 

(14) IP address, biometrics identifiers (e.g. fingerprint, voiceprint, etc.); 

(15) Full face photographic or comparable images; and

(16) Any other unique identifying number, characteristic or code.

3. Gender, race, ethnicity and marital status are not required to be removed.

SOP 1D.5 (C)

R. 4/14/03

Use or Disclosure not Requiring Authorization the Client has an Opportunity to Agree, Restrict or Object

COA STANDARDS:

· G1. Ethical Practice, Rights and Responsibilities

LEGAL AUTHORITY:
· 45 CFR 164.510 Uses and disclosures requiring an opportunity for the ndividual to agree or to object.
PROCEDURE:

1. DPP may use/disclose limited information regarding PHI without a signed written authorization upon the client/individual’s advanced notification and opportunity to agree, restrict or object. DPP may orally inform the client/individual of and obtain their oral agreement, restriction or objection for the following purposes:

(a) DPP may release limited PHI about a client/individual to persons such as family members, relatives or close personal friends, which help care for or pay medical bills for the client/individual.  Information released to these individuals may include a client/individual’s location, general condition or death. Client/individuals have the right to agree, restrict or object orally to such disclosure, unless the client/individual is not present, is unable to function or there is an emergency; and

(b) DPP may release limited PHI about a client/individual to organizations authorized to handle disaster relief efforts so those who care for the client/individual can receive information about their location or health status.  DPP may allow client/individual to agree, restrict or object orally to such disclosure, unless the client/individual is unable to function or there is an emergency.  

2. Prior to use or disclosure of a client/individual’s PHI for the aforementioned purposes DPP workforce staff will:

(a) Verbally inform the client/individual in advance;

(b) Provide the client/individual an opportunity to verbally agree, restrict or object;

(c) Document the client/individuals verbal agreement, restriction or objection using CFC-307, Record of Verbal Agreement concerning PHI ; 

(d) Comply with the client/individual’s verbal request; 

(e) File CFC-307, in the client/individual’s case record for documentation; and

(f) In circumstances such as emergency or the client/individual is unable to function make decisions concerning use or disclosure based on their professional judgement of what is in the client/individual’s best interest.
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