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1. INTRODUCTION

a. Purpose, Mission, and Vision

This statement of purpose outlines the support services that [COMPANY NAME] provides to 
individuals aged 21 years old and over with developmental disabilities in the state of New 
Jersey. [COMPANY NAME] Support Coordination works to support people with disabilities to 
maximize their rights and capabilities, achieve their goals, and have a choice in the life they 
lead. 

This document provides policies and procedures for developing, implementing, and revising 
admission, program, health, personnel, and organizational policies and procedures that 
cover the supports and services provided, and policies and procedures applied to ensure 
quality service and organizational principles. 

[COMPANY NAME] is a self-approving agency through the New Jersey Division of 
Developmental Disabilities (DDD). The agency's mission is to partner with individuals it 
serves, those who support them in the community, and agencies so that they may achieve 
their aspirations for independence, health, and a meaningful and fulfilling life and 
independence within their communities. 

b. Overview of Support Coordination Services

[COMPANY NAME] serves individuals in Morris, Essex, Middlesex, Passaic, and Union 
Counties in New Jersey. 

[COMPANY NAME] works collaboratively with individuals, their families, service providers, 
and the community to assist with coordinating the Individualized Service Plans for admitted 
clients. This includes individual discovery by assisting in identifying hopes, dreams, and goals 
through completion of the Person-Centered Planning Tool (PCPT), and plan development by 
developing the Individualized Service Plans (ISPs) with input from each individual and their 
service planning team members.  

[COMPANY NAME] provides services by arranging for and coordinating DDD services, 
services not available through the Supports Program or funded by DDD, and other resources 
that meet each individual needs. The agency monitors progress and makes sure that clients 
are receiving quality services that are meeting their needs and are helping with progress 
toward identified outcomes. 

[COMPANY NAME] assists in building a team that will guide the development and 
implementation of client Individual Service Plans (ISPs). The agency's primary focus is to 
assist clients in achieving the outcomes outlined in their ISP and to advocate for all 
necessary supports they may want or need. To do this, the agency serves as a liaison 
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between the Division of Developmental Disabilities (DDD), clients, their families, support 
teams, and provider agencies.  
 
 

c. Core Values and Guiding Principles 
 
A future where individuals with developmental disabilities are valued members of their 
communities and supported in their needs leads to a just and cohesive society. 
 
[COMPANY NAME] partners with individuals they serve, their support networks, and 
collaborating agencies to ensure access to essential services and opportunities that promote 
independence, health, and meaningful community inclusion. 
 
CORE VALUES 
 

1. Respect: treating all people with dignity, sensitivity, and courtesy. This includes 
respecting privacy and the confidentiality of information and treating all complaints 
seriously. 

2. Empowerment: supporting people to achieve their goals, knowing that they can 
achieve anything that they set their mind to. 

3. Independence: fostering independence and self-determination by collaborating with 
individuals to make informed choices about their lives. 

4. Inclusion: striving to create a world where individuals with developmental disabilities 
are fully embraced and actively participate in their communities. 

5. Integrity: being honest and transparent in work, remaining accountable for actions, 
and always remaining responsive to each individual need. 

6. Commitment: supporting each individual need and not discriminating against any 
access to services. 

7. Collaboration: valuing strong partnerships with individuals, families, support 
systems, and community agencies to achieve shared goals. 

 
GUIDING PRINCIPLES 
 

1. Person-centered care: focusing on understanding and meeting the individual needs 
and preferences of each person the agency serves. 

2. Holistic care: addressing the physical, emotional, and social well-being of individuals. 
3. Advocacy: championing the rights and choices of individuals with developmental 

disabilities. 
4. Continuous improvement: striving for excellence by continually seeking new and 

better ways to support individuals. 
5. Ethical practices: maintaining the highest ethical standards in everything the agency 

does. 
 
These values and guiding principles provide a framework for all operations at [COMPANY 
NAME] and reflect the agency's commitment to supporting individuals with developmental 
disabilities to lead fulfilling lives. 
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2. DEFINITIONS 
 
Acuity Factor – modifier added to the tier for individuals with high clinical support needs 
based on medical and/or behavioral concerns, notated by “a” next to the tier assignment. 
The acuity factor can also impact the rate and/or unit of a service base rate for services 
where that may be applicable. 
 
Centers for Medicare and Medicaid Services (CMS) – the federal agency within the U.S. 
Department of Health and Human Services that administers the Medicare program and 
works in partnership with state governments to administer Medicaid, the State Children’s 
Health Insurance Program (SCHIP), and health insurance portability standards. 
 
Children’s System of Care (CSOC) – the Division within the New Jersey Department of 
Children and Families that serves children (under 21) with emotional and behavioral health 
care challenges and their families and children (under 21) with developmental and 
intellectual disabilities and their families. Services include community-based services, in-
home services, out-of-home residential services, and family support services. 
 
Community Care Program (CCP) – a Division of Developmental Disabilities initiative 
included in the Comprehensive Medicaid Waiver (CMW) that funds community-based 
services and supports for adults (age 21 and older) with intellectual and developmental 
disabilities who have been assessed to meet the specified level of care (LOC) for 
Intermediate Care Facility for Individuals with Intellectual Disabilities (ICF/ID) – i.e., an 
institutional level of care. Formerly known as the Community Care Waiver (CCW). 
 
Comprehensive Medicaid Waiver (CMW) – the New Jersey Department of Human Services 
Medicaid waiver is a collection of reform initiatives designed to sustain the program long-
term as a safety net for eligible populations, rebalance resources to reflect the changing 
healthcare landscape, and prepare the state to implement provisions of the federal 
Affordable Care Act in 2014. The Supports Program is the Division of Developmental  
Disabilities’ initiative within this waiver. 
 
Department of Children & Families (DCF) – the state agency that works to ensure the 
safety, well-being, and success of children, youth, families, and communities.  
 
Department of Education (DOE) – the Department of State Government that oversees the 
programs and services provided in all public and nonpublic primary and secondary schools 
in New Jersey; administers state and federal aid to schools and school districts; and 
establishes and regulates New Jersey’s educational policies.  
 
Department of Human Services (DHS) – the Department of State government that serves 
seniors, individuals and families with low incomes; people with mental illnesses, addictions, 
developmental disabilities, or late-onset disabilities: people who are blind, visually impaired, 
deaf, hard of hearing, or deaf-blind; parents needing child.  
 
Department of Labor and Workforce Development (LWD) – the Department of State 
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Government that provides workforce development, family leave insurance, analyzes labor 
market information, health, and safety guidelines, social security disability programs, 
temporary disability, unemployment benefits, worker’s compensation, and resources for 
employers. The Department of LWD also provides services and support to individuals with 
disabilities in the workforce through the Division of Vocational Rehabilitation Services. 
 
Division Circulars – documents issued by the Assistant Commissioner of the Division of 
Developmental Disabilities which set policy for the various agencies within the Division. 
Division Circulars can be found in the Division of Developmental Disabilities (Division or 
DDD) – the Division within the New Jersey Department of Human Services that coordinates 
funding for services and supports that assist adults aged 21 and older with intellectual and 
developmental disabilities to live as independently as possible. An overview of DDD is 
outlined in section 1.2 of this manual. 
 
Division of Vocational Rehabilitation Services (DVRS) – the Division within the New Jersey 
Department of Labor and Workforce Development that provides services to assist 
individuals with disabilities to prepare for, obtain, and/or maintain competitive employment 
consistent with their strengths, priorities, needs, and abilities.  
 
Employment/Day Budget Component – the portion of the individual budget that can be 
used to purchase services that are categorized as supporting an individual with their 
employment and day support needs-based. An indication of the budget component in which 
each service is categorized is available within the table provided for each service in Section 
17 of this manual. 
 
Fair Hearing – an administrative proceeding to resolve an appeal of a Medicaid waiver-
funded service when the service has been denied or will be reduced, suspended, or 
terminated. 
 
Fiscal Intermediary (FI) – the entity that manages the financial aspects of the Supports 
Program on behalf of an individual choosing to direct their services through a Self-Directed 
Employee. In addition, the FI acts as a conduit for an organization or enterprising entity that 
is not a Medicaid provider but engages in commercial, industrial, or professional activities 
that are offered to the general public and will be available to individuals enrolled in the 
Supports Program. More information about the responsibilities of the FI can be found in 
section 10 of this manual. 
 
Health Information and Portability and Accountability Act (HIPAA) – the federal law passed 
by Congress in 1996 that protects the privacy of protected health information (PHI) and 
personally identifiable information (PII) and establishes national standards for its written, 
oral, and electronic security.  
 
Home and Community-Based Services (HCBS) – Medicaid-funded services and supports 
that are provided to individuals in their own home or community. HCBS programs serve a 
variety of targeted population groups, including individuals experiencing chronic illness or 
individuals with mental illnesses, intellectual or developmental disabilities, and/or physical 
disabilities. 

DO N
OT C

OPY



 

 
9 

 

 CARE MANAGEMENT IN NEW JERSEY 
 

 
|     POLICIES AND PROCEDURES MANUAL 

 
Home Visit SC Assist Staff (HVSCAS): the professional responsible for emergency home 
visits due to unanticipated life events or a medical state limiting the actual SC from making a 
required visit(s). This is an internal agency quality assurance fabricated title. The 
professional is DDD certified SC assigned to GNSS. 
 
Individual/Participant – an adult age 21 or older who has been determined to be eligible to 
receive services funded by the Division of Developmental Disabilities. 
 
Individual Budget – an up-to-date amount of funding allocated to an eligible individual 
based on his/her tier assignment to provide services and support. Each Individual Budget is 
made up of an Employment/Day budget component and an Individual/Family Supports 
budget component. 
 
Individual/Family Supports Budget Component – the portion of the individual budget that 
can be used to purchase services that are categorized as providing support to the individual 
and/or family in addition to their employment/day services. An indication of the budget 
component in which each service is categorized is available within the table provided for 
each service in Section 17 of this manual. 
 
Individualized Service Plan (ISP) – the standardized Division of Developmental Disabilities’ 
service planning document, developed based on assessed needs identified through the NJ 
Comprehensive Assessment Tool (NJCAT); the Person-Centered Planning Tool (PCPT); and 
additional documents as needed, that identifies an individual’s outcomes and describes the 
services needed to assist the individual in attaining the outcomes identified in the plan. An 
approved ISP authorizes the provision of services and support. 
 
iRecord – DDD’s secure, web-based electronic health record application.  
 
Level of Care – the assessed level of assistance an individual requires in order to meet 
his/her health and safety needs and accomplish activities of daily living. Eligibility for certain 
Medicaid-funded long-term services and supports is tied to an individual’s Level of Care 
designation.  
 
Managed Care Organizations (MCO) – organizations, also known as HMOs or health plans, 
that contract with state agencies to provide a health care delivery system that manages the 
cost, utilization, and quality of Medicaid health benefits and additional Medicaid services.  
 
Managed Long-Term Services & Supports (MLTSS) – the program that ensures the delivery 
of long-term services and supports through New Jersey Medicaid's NJ FamilyCare managed 
care program. MLTSS is designed to expand home and community-based services, promote 
community inclusion, and ensure quality and efficiency. MLTSS provides comprehensive 
services and support, whether at home, in an assisted living facility, in community 
residential services, or in a nursing home. 
 
Medicaid – a federal and state jointly funded program that provides health insurance to 
parents/caretakers and dependent children, pregnant women, and people who are aged, 
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blind, or disabled. These programs pay for hospital services, doctor visits, prescriptions, 
nursing home care, and other healthcare needs, depending on what  
program a person is eligible for. 
 
National Core Indicators (NCI) – standard measures used across states to assess the 
outcomes of services provided to individuals and families. Indicators address key areas of 
concern including employment, rights, service planning, community inclusion, choice, and 
health and safety. NCI is a voluntary effort by public developmental disabilities agencies to 
measure and track their own performance. 
 
NJ Comprehensive Assessment Tool (NJ CAT) – the mandatory needs-based assessment 
used by the Division of Developmental Disabilities as part of the process of determining an 
individual's eligibility to receive Division-funded services and assessing an individual’s 
support needs in three main areas: self-care, behavioral, and medical. 
 
Person-Centered Planning Tool (PCPT) – a mandatory discovery tool used to guide the 
person-centered planning process and to assist in the development of an individual’s service 
plan.  
 
Planning for Adult Life Project – a statewide project funded by the NJ Division of 
Developmental Disabilities (DDD) to assist students (ages 16-21) with developmental 
disabilities and their families in charting a life course.  
 
Planning Team – a team of people, with a valuable connection to the individual, that 
participate in planning meetings and contribute to the development of the PCPT and ISP. At 
a minimum, the planning team includes the individual and Support Coordinator. Parents, 
family members, friends, service providers, coworkers, etc. are also often included in the 
planning team as established by the individual. 
 
Prior Authorization – the approval – obtained prior to service delivery – those details 
start/end dates, number of units, and procedure codes authorized in order for the identified 
provider(s) to receive payment for services once they have been rendered.  
 
Provider Database – a searchable database of approved service providers. 
 
Self-Directed Employee (SDE) – a person who is recruited and offered employment directly 
by the individual or the individual’s authorized representative to perform waiver services for 
which SDEs are qualified. 
  
Service Provider – the entity or individual who will provide the waiver service(s) indicated in 
the ISP. Service providers must meet the qualifications and standards related to the 
service(s) being offered. 
 
Support Coordination Agency (SCA) – an organization approved by the Medicaid and the 
Division of Developmental Disabilities to provide services that assist participants in gaining 
access to needed program and state plan services, as well as needed medical, social, 
educational, and other services. 
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Support Coordination Supervisor (SCS) – the professional within a Support Coordination 
Agency that provides oversight and management of the Support Coordinators and approves 
ISPs.  
 
Support Coordinator (SC): the professional responsible for developing and maintaining the 
Individualized Service Plan with the participant, their family, and other team members; 
linking the individual to needed services and monitoring the provision of services included in 
the Individualized Service Plan. 
 
Supported Employment Budget Component: an additional component of the individual 
budget that can be accessed in situations when the individual budget does not sustain the 
level of Supported Employment – Individual Employment Support needed in order for the 
individual to find or keep a competitive job in the general workforce. 
 
Supports Program – the Division of Developmental Disabilities initiative included in the 
Comprehensive Medicaid Waiver (CMW) that provides needed support and services for 
individuals eligible for DDD who are not in the Community Care Program (CCP).  
 
Tier – an assigned descriptor, based on support needs determined through the NJ CAT, that 
determines the individual budget and reimbursement rate a provider will receive for that 
individual for services 
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Acronyms 
 
APS – Adult Protective Services 
AWC – Agency with Choice 
BGS – Bureau of Guardianship Services 
CCP – Community Care Program 
CDU – Community Development Unit 
DDD – Division of Developmental Disabilities 
DVRS – Division of Vocational Rehabilitation Services 
FFS – Fee-for-Service 
HIPAA – Health Insurance Portability and Accountability Act 
ICM – Intensive Case Management 
IDT – Interdisciplinary Team 
IR (formally UIR) – Incident Report 
ISP (or NJISP) – Individualized Service Plan 
MCO – Managed Care Organization 
MLTSS – Managed Long-Term Services and Supports 
MMT – Monthly Monitoring Tool 
NJCAT – New Jersey Comprehensive Assessment Tool 
PA – Prior Authorization 
PASRR – Preadmission Screening & Resident Review 
PCPT – Person-Centered Planning Tool 
PDN – Private Duty Nursing 
PEA – Participant Enrollment Agreement 
PPMU – Provider Performance and Monitoring Unit 
QAS – Quality Assurance Specialist  
RCR – Retroactive Change Request 
RTR – Residential Transfer Referral 
SC – Support Coordinator 
SCA – Support Coordination Agency 
SCS – Support Coordination Supervisor 
SCU – Support Coordination Unit 
SDE – Self-Directed Employee 
SDR – Service Detail Report 
SOS – Seeking out Support 
SP – Supports Program  DO N
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3. AGENCY STRUCTURE AND LEADERSHIP 
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Leadership 
 

● Executive Director - Danielle Gianfortune 
 

○ Oversees the entire agency, sets strategic direction, and manages the budget 
○ Provides leadership and guidance to the support coordinator supervisor 
○ Represents the agency externally by liaising with the New Jersey Division of 

Developmental Disabilities (DDD) and other stakeholders 
○ Approves new client intake and ensures the agency's capacity to meet client 

needs 
 

● Support Coordinator Supervisor - Danielle Gianfortune, Jillian Rodman (SCS in 
training and CDS Supervisor) 

 
○ Directly manage the team of support coordinators 
○ Ensure support coordinators are following best practices and adhering to the 

agency's core values and guiding principles 
○ Provide training and mentorship to support coordinators on a variety of 

topics including Individualized Support Plan (ISP) development and 
implementation, client assessment and needs identification, resource 
identification and service coordination, and documentation and reporting 
requirements 

○ Manage caseloads and ensure timely completion of service plans, reports, 
and other documentation (e.g., Critical Incident Reports, Technical Assistance 
Consultation Forms, Request for Additional Services Forms) 

○ Conduct regular performance reviews for support coordinators 
○ Report to the Executive Director. 

 
Frontline Staff 
 

● Support Coordinators - Tally Weinberger, Ellen Manion, Megan Furstoss (SC in 
training) 

 
○ Work directly with individuals with developmental disabilities (aged 21+) and 

their families to develop and implement ISPs that promote independence, 
health, and community inclusion 

○ Conduct comprehensive assessments to identify individual needs, strengths, 
goals, and preferences by collaborating with clients, families, and other 
professionals 

○ Collaboratively develop and personalize ISPs with input from clients, families, 
and other stakeholders 

○ Identify, link clients with, and coordinate essential services and resources to 
address their needs and achieve their goals, including community-based 
programs and activities, medical and mental health services, and educational 
and vocational opportunities 

○ Provide ongoing support, advocacy, and education to clients and their 
families 
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○ Facilitate communication and collaboration between clients, families, and 
service providers 

○ Promote client independence 
○ Monitor progress towards goals outlined in the ISP, and make adjustments as 

needed 
○ Document service delivery, progress notes, and outcomes according to the 

agency's policies and DDD regulations 
○ Participate in outreach and marketing activities to raise awareness of the 

agency's services 
○ Maintain a manageable caseload and travel to meet with clients in their 

homes and communities within Morris, Middlesex, Union, and Essex counties 
○ Report to the Support Coordinator Supervisors. 

 
This organizational structure ensures that [COMPANY NAME] has the resources and 
expertise to deliver high-quality, client-centered care management services to individuals 
with developmental disabilities in Morris, Middlesex, Union, and Essex counties in NJ. 
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4. PERSONNEL POLICIES AND PROCEDURES 
 

a. Staff Qualifications and Training Requirements 
 
Minimum Qualifications 
 

● Must be at least 18 years old 
● Must pass a criminal history background check and Central Registry check 
● Must possess a valid driver's license and abstract (with no more than 5 points) if 

driving is a job requirement 
● One year minimum working with individuals with disabilities. 

 
Training 
 

● All staff must complete the Division mandated training service entry, service 
utilization requirements, and risk management 

● Staff involved in support coordination must receive ongoing in-service training to 
stay up-to-date on best practices and regulations from (where applicable) 
government agencies, certification organizations, and professional organizations 

● The completion of training must be noted in a system for tracking and documenting 
in-service training credits. 

 
Staff qualifications go beyond the minimum requirements and outline preferred 
qualifications for staff, including having college degrees. 
 
Staff qualifying for the agency must be made aware of the requirement to comply with 
agency policies and procedures. 
 
Training and Professional Development 
 
[COMPANY NAME] will ensure that all SC Supervisors and SC on staff meet the 
qualifications, including completion of mandatory training, necessary to deliver Support 
Coordination services. Trainings to follow orientation include:  
 

● Training by College of Direct Support (within 90 days of hire) 
● DDD Shifting Expectations 
● Changes in Perception, Life Experience & Service 

 
Staff Orientation (within 90 days of hire and after completion of CDS modules) 
 

Overview of the Agency 

 

[COMPANY NAME] Orientation provided by agency 

owner and support coordination supervisor  

Mission, Philosophy, Goals,  

Services and Practices 

[COMPANY NAME] Orientation provided by agency 

owner and support coordination supervisor 
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Personnel Policies 

 

[COMPANY NAME] Orientation provided by agency 

owner and support coordination supervisor 

***Supporting Healthy Lives 

(Staff hired after August 2023) 

College of Direct Support- Supporting Healthy Lives:  

Care of Common Health Conditions, Health Across the 

Lifespan, Individual Health Needs, Living Healthy Lives, 

Signed and Symptoms of Illness, Working with Health 

Care Professionals  

 

***Individualized Service 
Plan Process and 
Documentation  
(Staff hired after August 2023) 

College of Direct Support- DDDSC: NJISP Related: 

Individualized Service Plan Process and Documentation  

 

***Individual Support Plans, 

Progress and Personal Goals  

(Staff hired after August 2023) 

[COMPANY NAME] orientation  

 

Cultural Competence 

 

College of Direct Support and review at orientation  

Individual Rights 

 

College of Direct Support and review at orientation 

Working with Families 

 

College of Direct Support and review at orientation 

Documentation & Record 

Keeping 

College of Direct Support and review at orientation 

 

SC’s Guide to Navigating the 

Employment Service System 

College of Direct Support and review at orientation 

 

Incident Reporting College of Direct Support and review at orientation 

 

Medicaid Training for NJ SCs College of Direct Support and review at orientation 

 

  
 

b. Background Checks Policy and Exclusions 
 
REFERENCE NO:  17.18.5.3, 17.18.5.4, 17.18.5, 17.18.5.1 AND 18.5.2 
 
POLICY  
 
Service Coordinators (SCs) and Service Coordinator Supervisors (SCSs) must undergo State 
and federal Criminal Background checks and Central Registry checks at the time of hire, 
prior to working with individuals. They are required to submit consent forms for CARI, 
Criminal History Background, and Central Registry Checks no later than 1 week after hire but 
prior to working with any individual. These checks will be  
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FINGERPRINT CHECK 
 
All employees also must undergo fingerprint checks every 2 years after the initial fingerprint 
check, following this procedure: 
 

1. Fingerprinting will be conducted by appointment only 
2. Employees must contact IDEMIA by calling the toll-free number (1-877-503-5981) or 

by logging onto https://uenroll.identogo.com to arrange for an appointment 
3. The telephone lines are open between the hours of 8:00 AM and 5:00 PM Eastern 

Standard Time, Monday through Friday and Saturday from 8:00 am-12:00 noon. 
4. Employees must fill out the employee Fingerprint Service Code Form which has the 

information needed when scheduling their appointment. 
5. They must bring this form to the appointment 
6. Employees must arrive promptly at the designated time 
7. At the fingerprint site, they must show one government-issued photo identification 

(such as a driver’s license with a photo or passport) that includes name, address, and 
date of birth 

8. All alien workers must present their cards 
9. All staff fingerprinted will be given a receipt from IDEMIA 

a. The fingerprint receipt will display a UEID 
b. The UEID will be 10 characters long and have a prefix of “UZNJ” for New 

Jersey submissions. The remaining 6 characters will be alpha or numeric, 
randomly assigned by the system.  

c. If an applicant provides their email address, they will receive an automatic 
email that includes the TCN once they have been printed and the submission 
completed. The applicant can forward this email to the 
employer/provider/agency. 

d. This receipt must be sent to the agency head and a copy maintained in 
employee records. 

 
The agency must verify that any current and prospective employees (regular or temporary), 
contractors, or subcontractors who are directly or indirectly tasked with furnishing, 
ordering, directing, managing, or prescribing items or services, in whole or in part, are not 
excluded, unlicensed or uncertified, by searching on a monthly basis the: 
 

● NJ debarment list 
● Federal exclusions database 
● N.J. Treasurer’s exclusions database 
● N.J. Division of Consumer Affairs database, and  
● N.J. DOH Licensure database. 

 
BACKGROUND CHECK PROCESS 
 

● Written consent must be obtained from the candidate before initiating a background 
check 
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● The background check must adhere to the Compliance with Fair Credit Reporting Act 
(FCRA), which protects privacy and dictates how background check reports are 
handled 

● The specific types of background checks conducted include (where applicable): 
○ Criminal history check  on convictions and pending criminal charges at the 

county, state, and federal level 
○ Central registry check, which verifies if the candidate is listed in the Central 

Registry of Child Abuse and Neglect 
○ The candidate's driving record from the Motor Vehicle Report (MVR) if 

driving is a job requirement 
○ Past employers or other professional reference checks to verify employment 

history and qualifications. 
 
EXCLUSIONS 
 

● The FCRA restricts the use of certain types of information in employment decisions. 
Background checks exclude: 

○ Information about arrests not leading to convictions 
○ Certain types of civil judgments 
○ Information older than a specific timeframe (typically 7 years). 

 
Background checks must follow a standardized process to ensure consistency and fairness 
for all applicants. Clear procedures for handling situations where a background check 
reveals information that may disqualify a candidate must be followed, including providing 
the candidate an opportunity to explain the information before a final decision is made. 
 
The New Jersey Division of Developmental Disabilities' Support Coordination Unit website 
must be checked for any specific background check requirements for their programs, and to 
ensure compliance with regulations. 
 
 

This policy is effective as of [Date]   ______________________ 
 
This policy is approved by [Name, Title] ______________________ 

 
 

c. Support Coordinators and Support Coordinator 
Supervisors 
 
[COMPANY NAME] is committed to providing high-quality Support Coordination services to 
individuals with developmental disabilities (aged 21+). SCs and SCSs play a vital role in 
empowering individuals to achieve self-direction and access the support they need to thrive 
and have a choice in the life they lead. 
 
The agency believes individuals should be in charge of their services and supports. The 
agency's focus is on individual needs and preferences when developing service plans, 
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striving to improve the lives of individuals through access to appropriate services and 
supports, and promoting opportunities for individuals to participate actively in their 
communities. 
 
The SC manages Support Coordination services for each participant. Support Coordination 
services are services that assist participants in gaining access to the needed program and 
State plan services, as well as needed medical, social, educational and other services.  
 
The SC is responsible for developing and maintaining the Individualized Service Plan with the 
participant, their family (if applicable), and other team members designated by the 
participant. The SC is responsible for the ongoing monitoring of the provision of services 
included in the Individualized Service Plan. The SC writes the Individual Service Plan based 
on assessed needs and the person-centered planning process with the individual and the 
planning team.  
 
The SC links the individual to needed services and supports and assists the individual in 
identifying service providers as needed. The SC also ensures that the services and supports 
remain within the allotted budget and monitor the delivery of services. The SCs role can be 
divided into the following 4 general functions: individual discovery, plan development, 
coordination of services, and monitoring. 
 
The Support Coordinator is responsible for:  
 
Using and coordinating community resources and other programs/agencies in order to 
ensure that waiver services funded by the Division will be considered only when the 
following conditions are met:  

● Other resources and supports are insufficient or unavailable   
● Other services do not meet the needs of the individual, and   
● Services are attributable to the person’s disability.  

 
Accessing these community resources and other programs/agencies by:   
 

● Utilizing resources and supports available through natural supports within the 
individual’s neighborhood or other State agencies. 
 

● Developing a thorough understanding of programs and services operated by other 
local, State, and federal agencies. 
 

● Ensuring these resources are used and making referrals as appropriate. 
 

● Coordinating services between and among the varied agencies so the services 
provided by the Division complement, but do not duplicate, services provided by the 
other agencies. 
 

● Developing a thorough understanding of the services funded by the Division and 
ensuring these services are utilized in accordance with the parameters defined in 
Section 17 of this manual. 
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● Interviewing the individual and ensuring they are at the center of the planning 

process and in determining the outcomes, services, supports, etc. that they desire. 
Also interviewing, if appropriate, the family or other involved individuals/agency 
staff; reviewing/compiling various assessments or evaluations to make sure this 
information is understandable and useful for the planning team to assist in 
identifying needed supports; and facilitating completion of discovery tools, if 
applicable.  

 
● Scheduling and facilitating planning team meetings in collaboration with the 

individual; informing the individual and parent/guardian that the service provider(s) 
can be part of the planning team, asking the individual and parent/guardian if they 
would like to include the service provider(s) at the ISP meeting, and inviting the 
service provider(s) to the ISP meeting; writing the PCPT and ISP; and distributing the 
ISP (and PCPT when the individual consents) to the individual, all team members, 
and the identified service providers; and reviewing the ISP through monitoring 
conducted at specified intervals.   

 
● Ensuring that, for individuals assigned an acuity, the Addressing Enhanced Needs 

Form is updated at least annually and revised more frequently during the plan year, 
as necessary. The individual/guardian shall have the opportunity to be involved in 
the process. (See Section 3.4 for more information). 

 
● Ensuring that there has been a discussion regarding a behavior plan for individuals 

with behavioral concerns and that a behavior plan is in place as needed, particularly 
when the individual is assigned acuity due to behavior.  This shall be documented in 
the individual’s ISP.  
 

● Ensuring that there has been a discussion regarding the medical needs of the 
individual and that these needs are documented in the ISP.  This is to include the 
need for data collection of bowel movements, urine output, seizure activity, etc.  
Should the planning team agree that such data collection is medically necessary, and 
the individual’s primary care physician provides a prescription for it, this shall also be 
documented in the ISP along with the responsible party who will record and store 
the information.  
 

● Writing the PCPT and ISP; and distributing the ISP (and PCPT when the individual 
consents) to the individual, all team members, and the identified service providers; 
and reviewing the ISP through monitoring conducted at specified intervals.  
 

● Annual completion of the Participants Rights and Responsibilities form with the 
individual/guardian, uploading it to iRecord, and providing a signed copy minimally 
to the individual/guardian, residential, and day service provider (as applicable).  

 
● Obtaining authorization from the SC Supervisor for Division-funded services.  
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● Monitoring and following up to ensure delivery of quality services, and ensuring that 
services are provided in a safe manner, in full consideration of the individual’s rights.  
This includes ensuring that for individuals residing in provider-owned or controlled 
residential settings (i.e., Group Homes, Supervised Apartments, etc.) and/or 
attending day habilitation programs, pre-vocational programs and group supported 
employment programs that any restriction (Examples include, but are not limited to: 
Inability to access food at any time due to a medical disorder; Inability to have access 
to items due to PICA) is supported by a specific assessed need and justified in the 
person-centered service plan (i.e. ISP). Please see section 11.7 Home and Community 
Based Services (HCBS) Settings Compliance for more information.    

 
● Notifying the Division’s HCBS Helpdesk at DDD.HCBShelpdesk@dhs.nj.gov if they are 

notified that a provider-owned or controlled setting is not in compliance with section 
11.7 Home and Community Based Services (HCBS) Settings Compliance.  

 
● Maintaining a confidential case record that includes but is not limited to the NJ 

Comprehensive Assessment Tool (NJ CAT), completed Support Coordinator 
Monitoring Tools, PCPTs, ISPs, notes/reports, annual satisfaction surveys, annual 
physical and dental examinations (for those who reside in a licensed residential 
program), and other supporting documents uploaded to the iRecord for each 
individual served.  

 
● Ensuring individuals served are free from abuse, neglect, and exploitation; reporting 

suspected abuse or neglect in accordance with specified procedures; and providing 
follow-up, as necessary.  

 
● Ensuring that incidents are reported in a timely manner in accordance with policy 

and follow-up responsibilities are identified and completed. 
 

● When a Support Coordinator is alerted that an individual assigned them has had an 
interaction with law enforcement/court system that results in a criminal charge, 
summons, or complaint they will discuss the availability of resources with the 
individual/guardian.  This may include, but is not be limited to: The Arc of New Jersey 
Criminal Justice Advocacy Program; Resources listed in the Legal and Advocacy 
Services section of the most recent publication of NJ Resources; etc.  The Support 
Coordinator shall assist with the submission of a referral based on the expressed 
preference of the individual/guardian and document in an iRecord case note.   
 

● Notifying the individual, planning team, and service provider and revising the ISP 
whenever services are changed, reduced, or services are terminated.  
 

● Reporting any suspected violations of contract, certification or monitoring/licensing 
requirements to the Division.  
 

● Entering required information into the iRecord in an accurate and timely manner. 
 

● Ensuring that individuals/families are offered informed choice of service provider. 
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● Linking the individual to service providers by providing information about service 

providers; assisting in narrowing down the list of potential service providers; 
reaching out to providers to confirm service capacity, determine intake/eligibility 
requirements, gather and submit referral information as needed, establish provider 
capacity to implement strategies to reach identified ISP outcomes, and confirm start 
date, units of service, etc.  
 

● Becoming aware of items/documentation the service provider will need prior to 
serving the individual and assisting/ensuring they are provided prior to the start of 
services.  
 

● Notifying the individual regarding any pertinent expenditure issues.  
 

● Conducting contacts on a monthly basis, face-to-face visits on a quarterly basis, and 
in-home face-to-face home visit on an annual basis that includes review of the ISP 
and is documented on the Support Coordinator Monitoring Tool.  
 

● Completing/entering notes and reports as needed. 
 

● Providing support, as needed, in relation to supporting the individual in their 
decision making (as outlined in section 7.1.1: Individual as Decision Maker).    
 

● Reporting data to the Division as required and upon request.  
 

● At the direction of Division staff, completion of surveys that may be required, etc.  
 

● Including the Individual Supports – Daily Rate service provider in the planning 
process.  
 

● Alerting the planning team that, with a doctor’s order, certain charting can occur as 
medically necessary such as food intake, blood glucose levels, etc.  
 

● Ensuring involved service provider(s) have received notification to begin services.  
 

● Ensuring that the individual is aware of different housing options that can be utilized 
in the community (including those that are not disability specific) so that they are 
supported in the least restrictive setting based on their individual needs and 
preferences.  This includes assisting them in application for housing assistance. 
 

●  In relation to Electronic Visit Verification (EVV), the Support Coordinator shall be 
responsible for confirming with the individual/family which staff, if any, are live-in 
caregivers paid by DDD through the participant’s individual budget.  Should a live-in 
caregiver exist, the Support Coordinator shall complete the Live-In Caregiver 
Attestation form at the time of service-plan development, whenever there is a 
change in live-in caregiver status and annually thereafter.  Once complete, the form 
shall be uploaded to iRecord. 
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SUPPORT COORDINATOR QUALIFICATIONS 
REFERENCE No: 17.18.5.3 & 17.18.5.4 
 
[COMPANY NAME] is committed to equal opportunity and does not discriminate in the 
recruitment, selection, or advancement of personnel based on race, sex, age, ethnicity, 
national origin, religion, marital status, disability, or political affiliation. 
 
All SCs must meet the following minimum qualifications: 
 

● Bachelor's degree or higher in any field 
● One year of documented experience working with individuals intellectual and/or 

developmental disabilities 
○ The experience must be the equivalent of a year of full-time documented 

experience working with individuals with I/DD; o This experience can include 
paid employment, volunteer experience, and/or being a family caregiver of 
an individual with an I/DD; o If a job applicant has experience with a different 
population but some percentage includes individuals with I/DD, the SCA may 
determine that this experience meets the requirement of one year full time 
experience working with individuals with I/DD. 

● Successful completion of all trainings mandated by the New Jersey Division of 
Developmental Disabilities (DDD) 

● Satisfactory background checks and State, Federal Criminal Background checks, Child 
Abuse Registry Information (CARI) checks, and Central Registry checks. 

 
Ongoing Requirements: 
 

● SCs must maintain up-to-date knowledge of DDD policies and best practices in 
Support Coordination 

● SCs are required to participate in ongoing professional development opportunities 
● SCs must comply with all DDD regulations and [COMPANY NAME] policies and 

procedures 
● SCs are responsible for entering required information into the iRecord system 

accurately and on time. 
 

In accordance with Appendix I, [COMPANY NAME] is required to verify that all current and 
prospective employees, contractors, or subcontractors involved in furnishing or managing 
services are not excluded from working with this population. This requires monthly searches 
of the following databases by the Executive Director: 
 

● State of NJ debarment list 
● Federal exclusions database 
● N.J. Treasurer's exclusions database 
● N.J. Division of Consumer Affairs licensure database 
● N.J. Department of Health licensure database 

 
Support Coordinator Deliverables 
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● Monthly contact documented on the Support Coordinator Monitoring Tool.  
● Quarterly face-to-face contact documented on the Support Coordinator Monitoring 

Tool.  
● Annual in-home face-to-face visit documented on the Support Coordinator 

Monitoring Tool.  
● Completed PCPT & approved ISP within 30 days from date the individual is enrolled 

onto the Supports Program or when a new ISP is generated due to annual ISP date, 
changes to the individual budget, a change in the individual’s tier assignment, or a 
change in waiver enrollment (going from the Supports Program to the CCP, for 
example). In circumstances where a new plan is generated, the SCA is expected to 
continue meeting deliverables, such as completing the monthly contacts, but will not 
be able to claim for payment for completing these deliverables unless/until the 
newly generated ISP is complete. 
 
Effective as of [Date]   ______________________ 
 
Approved by [Name, Title] ______________________ 

 
 
SUPPORT COORDINATOR SUPERVISOR QUALIFICATIONS 
REFERENCE NO:  17.18.5 & 17.18.5.1 and 18.5.2 
 
The Support Coordination Supervisors lead and oversee [COMPANY NAME] SC team, 
ensuring the quality and compliance of services, reviewing and approving NJISPs and service 
planning documents, conducting internal audits of SC work, monitoring SC activities for 
effectiveness and adherence to standards, providing ongoing support and development for 
SCs, and serving as a liaison with the DDD and other external partners. The SC Supervisor 
does not have a caseload and provides oversight and management of the Support 
Coordinators. 
 
The SCS must meet all qualifications required for SCs, as mandated by the New Jersey 
Division of Developmental Disabilities (DDD), including: 
 

● One year of documented experience working with individuals with intellectual 
and/or developmental disabilities 

○ The experience must be the equivalent of a year of full-time documented 
experience working with individuals with I/DD; o This experience can include 
paid employment, volunteer experience, and/or being a family caregiver of 
an individual with an I/DD; o If a job applicant has experience with a different 
population but some percentage includes individuals with I/DD, the SCA may 
determine that this experience meets the requirement of one-year full time 
experience working with individuals with I/DD. 

● Successful completion of all trainings mandated by the New Jersey Division of 
Developmental Disabilities (DDD) 
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● Satisfactory background checks and State, Federal Criminal Background checks, Child 
Abuse Registry Information (CARI) checks, and Central Registry checks 

● Ongoing updates on DDD policy changes. 
 
The SCS actively promotes quality assurance and compliance within [COMPANY NAME], 
including reviewing and signing the Support Coordination Monitoring Tool (SCMT) at key 
intervals.  
 
As the designated liaison with DDD personnel regarding compliance matters, the SCS 
ensures open communication and timely resolution of any compliance concerns. Ultimately, 
the SCS is responsible for ensuring all SCs adhere to DDD qualifications, standards, and 
policies related to Support Coordination. 
 
The SCS must verify that all current and prospective employees, contractors, or 
subcontractors who are involved in ordering, managing, or prescribing services are not 
excluded from working with this population. This requires monthly searches of the following 
databases by the Executive Director: 
 

● State of NJ debarment list 
● Federal exclusions database 
● N.J. Treasurer's exclusions database 
● N.J. Division of Consumer Affairs licensure database 
● N.J. Department of Health licensure database 

 
[COMPANY NAME] is committed to equal opportunity and does not discriminate in 
recruitment, selection, or advancement of personnel based on race, sex, age, ethnicity, 
national origin, religion, marital status, disability, or political affiliation. 
 
The SCS plays a vital role in ensuring the agency delivers high-quality services to individuals 
with developmental disabilities, and contributes to its overall mission and ethical standards. 
 
Responsibilities of the Support Coordination Supervisor  
 
The SC Supervisor is responsible for:  
 

● Assigning Support Coordinators to individuals who have been assigned to the 
Support Coordination Agency 

● Ensuring that caseloads are at the proper capacity to meet all deliverables 
● Reviewing and approving all Individualized Service Plans (ISP), utilizing the ISP 

Quality Review Checklist, and obtaining approval for the ISP from the Division 
● Ensuring that resources other than those funded by the Division have been explored 

and are either not available or not sufficient to meet the documented need 
● Ensuring that services are provided in accordance with the service definitions and 

parameters outlined in Division policy 
● Reviewing and signing, as appropriate, the Support Coordination Monitoring Tool.  

At a minimum, the tool must be reviewed and signed during the following 
circumstances:  

DO N
OT C

OPY

jomjom

jomjom

jomjom

jomjom

jomjom

jomjom

jomjom

jomjom

jomjom

jomjom

jomjom

jomjom

jomjom

jomjom



 

 
27 

 

 CARE MANAGEMENT IN NEW JERSEY 
 

 
|     POLICIES AND PROCEDURES MANUAL 

o First 60 days of any new Support Coordinator 
o When performance issues with a Support Coordinator are identified 
o Involved/difficult cases 

● Conducting internal monitoring and oversight of Support Coordination Agency 
documentation and practices 

● Acting as the liaison with designated Division personnel, and 
● Ensuring compliance with all qualifications, standards, and policies 

 
Effective as of [Date]   ______________________ 
 
Approved by [Name, Title] ______________________ 

 
 

d. Performance Evaluations   
 
Performance evaluations are a tool for professional development by identifying areas for 
improvement and setting goals for growth.  
 
Performance evaluation process 
 

● Clear performance evaluation criteria must be followed, based on job descriptions, 
responsibilities, and the agency's mission, which evaluates whether 

○ Expertise in care management and support coordination practices is 
demonstrated 

○ Standards for service delivery to clients with disabilities are met  
○ Communication with clients, families, and other professionals is effective, 

and  
○ Ethical standards, timeliness, and a positive work attitude are maintained. 

 
● Specific tools used for performance evaluations must include 

○ Self-assessments of performance 
○ A formal supervisor evaluation based on observations, case reviews, and 

documented interactions 
○ Peer feedback (if feasible) 

 
● The performance evaluation process must be communicated clearly to all staff 
● Evaluations must be conducted consistently and fairly for all staff 
● Performance evaluations must be conducted to discuss the evaluation results must 

be a two-way conversation focusing on strengths, areas for improvement, and 
setting development goals 

● Evaluations must be properly documented, including completed forms, meeting 
notes, and any action plans developed 

● Performance evaluations must be aligned with training and linked to available 
training opportunities to help staff address identified needs. 
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e. Code of Ethics for SCs and SCSs 
 
This Code of Ethics serves as a guide for SCs and SCSs working with people with disabilities. 
It outlines the core principles and values that govern the agency's professional conduct in 
supporting individuals to achieve their goals and live fulfilling lives. 
 
CORE VALUES 
 

● Client-centered care, prioritizing the needs, preferences, and choices of the 
individuals the agency serves 

● Promoting independence, self-determination, and full participation in the 
community for people with disabilities 

● Treating all individuals with dignity and respect, valuing their unique experiences, 
backgrounds, and cultures 

● Acting with integrity, honesty, fairness, and transparency in all interactions 
● Protecting the privacy and confidentiality of all client information 
● Maintaining a high standard of professional conduct, adhering to relevant laws and 

regulations 
● Working collaboratively with clients, families, other professionals, and community 

resources to ensure coordinated support 
● Advocating for the rights and best interests of people with disabilities 
● Committing to professional development and staying up-to-date on best practices in 

support coordination. 
 
ETHICAL RESPONSIBILITIES 
 
[COMPANY NAME] remains committed to developing trusting and respectful relationships 
with clients and actively listening to their concerns and priorities. The agency pledges to 
provide accurate and complete information about support options and services, avoid 
conflicts of interest and disclose any potential conflicts that may arise, maintain clear 
boundaries in professional relationships, and avoid exploitation or abuse. 
The Individualized Support Plans that the agency develops with clients align with client goals 
and aspirations to facilitate their choice and control over the support services they receive. 
The agency is working to ensure quality service delivery by monitoring and evaluating the 
effectiveness of support plans. 
 
PROFESSIONAL CONDUCT 
 
[COMPANY NAME] must uphold the confidentiality of all client information, except in 
situations where disclosure is required by law or to protect the safety of the client or others, 
and maintain accurate and complete client records. As professionals, the agency pledges to 
refrain from discriminatory practices and ensure fair access to services for all individuals 
with disabilities, and report any suspected abuse, neglect, or exploitation of a client to the 
appropriate authorities. The agency must avoid engaging in personal relationships with 
clients and maintain professional boundaries in the use of social media and electronic 
communication. 
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To strengthen its commitment to professional development, the agency must strive to stay 
informed about relevant laws, regulations, and best practices in support coordination, 
participate in ongoing training to enhance staff skills and knowledge, and maintain 
professional certifications (where applicable). 
 
This Code of Ethics serves as a guide for professional conduct. Violations of this Code may 
result in disciplinary action, up to and including termination of employment. 
 
 

f. Conflict of Interest Policy and Procedures 
 
A conflict of interest is a situation where an employee's personal interests might interfere 
with the best interests of [COMPANY NAME] or the individuals it serves, while a personal 
interest is any financial, familial, or other interest that could potentially influence an 
employee's professional judgment. 
 
POLICY 
 
All [COMPANY NAME] staff are obligated to disclose in writing any actual or potential 
conflicts of interest to their supervisor immediately, and detail the nature of the conflict. 
The agency is committed to providing unbiased and person-centered support coordination 
services to people with disabilities.  
 
The aim of this Conflict of Interest Policy is to ensure that all employees and contractors 
conduct their work with the highest ethical standards and avoid situations where their 
personal interests could influence their professional judgment or actions.  
 
PROCEDURES 
 
Employees are required to use their judgment and consult with their supervisor if they are 
unsure about a particular situation. Some examples of situations that could be considered 
conflicts of interest include: 
 

● Having a close personal relationship with a client or their family member 
● Having a financial interest in a service provider recommended to a client 
● Accepting gifts from clients, service providers, or other parties related to the services 
● Holding a position of authority or employment with a service provider 

recommended to a client 
● Engaging in any business transaction with a client or their family member. 

 
Upon disclosure of a potential conflict of interest, [COMPANY NAME] must take the 
following steps to manage the situation to ensure the best interests of the client are 
protected by: 
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● Assigning the client's case to a different Support Coordinator who does not have a 
conflict 

● Requiring the employee to divest of any financial interest that creates a conflict 
● Prohibiting the employee from participating in specific decision-making processes 

related to the conflict 
● Considering the termination of employment if necessary. 

 
Any information disclosed regarding a conflict of interest must be maintained confidentially, 
except where required by law or to report a suspected legal violation. 
 
The agency must provide training to all employees on this Conflict of Interest Policy, which 
serves to increase awareness and understanding of the policy and its implications for staff 
conduct. 
 
Staff must report any suspected violations of this policy to their supervisor or the Human 
Resources department. All reports must be investigated confidentially. 
 
By implementing this Conflict of Interest Policy, the agency strives to create a work 
environment where staff can confidently provide ethical and high-quality support 
coordination services to people with disabilities. 
 
Failure to comply with this Conflict of Interest Policy may result in disciplinary action, up to 
and including termination of employment. 
 
This Conflict of Interest Policy must be reviewed and updated periodically to ensure its 
effectiveness. 
 
 

This policy is effective as of [Date]   ______________________ 
 
This policy is approved by [Name, Title] ______________________ 
 

 

g. Professional Communication and Non-Discrimination 
 
Effective communication is essential for Support Coordinators to build trust, rapport, and 
successful working relationships with clients, families, colleagues, and other professionals.  
 
All staff at [COMPANY NAME] are expected to: 
 

● Communicate information clearly, accurately, and concisely, using language 
appropriate for the audience 

● Treat all individuals with respect, courtesy, and professionalism, both verbally and 
nonverbally 

● Actively listen to understand the needs and concerns of others 
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● Demonstrate empathy and understanding when communicating with clients and 
families 

● Be mindful of cultural differences and adapt communication styles accordingly 
● Maintain the privacy and confidentiality of all client information 
● Ensure written communication is clear, grammatically correct, and professional. 
● Be responsive to inquiries and requests in a timely manner 
● Document all key communication points and decisions. 

 
NON-DISCRIMINATION 
 
[COMPANY NAME] is committed to providing services in a fair and inclusive manner, free 
from discrimination. The agency strives to create a work environment where everyone feels 
respected and valued. 
 
The agency does not tolerate discrimination on the basis of  

● Race 
● Age 
● Ethnicity 
● National origin 
● Religion 
● Sex (including pregnancy) 
● Sexual orientation 
● Gender identity 
● Disability 
● Political affiliation 

 
This policy applies to all aspects of employment and service delivery, including: 

● Hiring and promotion practices 
● Client interactions 
● Team collaboration 
● Workplace environment 

 
Examples of discrimination include 

● Making offensive comments or jokes based on a protected characteristic 
● Providing unequal service or opportunities based on a protected characteristic 
● Creating a hostile work environment for an employee based on a protected 

characteristic. 
 
Employees or clients who believe they have experienced or witnessed discrimination can 
report the incident to their supervisor, Human Resources department, or a designated 
compliance officer. All reports of discrimination must be investigated promptly and 
confidentially. 
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h. On-call Policy for SCs and SCSs 
 
POLICY  
 
[COMPANY NAME] currently operates core hours between 8am and 6pm, Monday to Friday. 
However, the agency recognizes the importance of supporting critical services outside of 
these core hours including nights, weekends, and holidays through the 24 hour on-call 
contact number: 
 

973-219-9831 
 
This policy provides a framework to ensure:  
 

● Response and services can be adequately supported, and an effective response and 
resolution provided to matters requiring urgent attention outside of core business 
hours 

● A consistent approach to the implementation of on-call arrangements, and  
● Employees who may be required to provide essential on-call services in order to 

respond to individual needs and to operational service requirements are rewarded 
on a consistent, fair, and equitable basis. 

 
This policy applies to [COMPANY NAME] employees only, paid on the single pay, who 
participate in an approved on-call arrangements to deliver business-critical services outside 
core hours.  
 
On-call is defined as “non-work time, during which members of staff are required to be 
available to handle job-related activities and emergencies out of hours”. An employee is on-
call when, as part of an established arrangement expressly approved by the SCS, they are 
available outside of core service hours to work as required and to physically attend if the 
matter cannot be dealt with remotely. There is no expectation that an employee must 
remain at their home whilst on-call provided they comply with the employee responsibilities 
set out. An employee who is on-call must be directly contactable by telephone and email 
and remain in an area of mobile phone and internet connectivity at all times. 
 
Employee responsibilities include: 
 

● Responding to a contact communication (e.g., telephone call, text, email, system 
alert) immediately and contact the SCS on call within one hour 

● Directing individuals to appropriate resources and/or making phone calls, including 
but not limited to 911, emergency personnel, and relevant government entities 

● Where specified by the Support Coordination Supervisor, having access to a mobile 
device (or PC/laptop if required by the local on-call arrangements) that is connected 
to the internet within 1 hour of being informed of a matter requiring attention in 
order to access systems (IRecord,) and address the matter 

● Remaining capable of carrying out the duties required 
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● Being able to attend a meeting the next morning/day, if the matter cannot be dealt 
with remotely 

● Developing a contingency plan to address the issue 
● Operating within the policies and protocols of [COMPANY NAME] at all times when 

on-call 
● Keeping other on-call employees and the on-call Support Coordination Supervisors 

informed and updated of progress in dealing with an issue and escalate key decision 
points to the on-call Support Coordination Supervisor as appropriate 

● Keeping the Support Coordination Supervisor informed of any changes to their 
contact details, any booked annual leave, or any other circumstances preventing 
them from carrying out on-call duties. 

 
By nature of the service, on-call may take place in many different scenarios and situations, 
and may present challenging situations of increased risk to health and safety. There is, 
therefore, the need for the designated Support Coordination Supervisor to act in a 
particularly vigilant manner with regard to the safety of those affected by the incident.  
 
Whenever an employee is in any doubt of their own level of competence they must seek 
appropriate support from the SCS fellow staff, utility providers, and/or emergency services. 
 
 

This policy is effective as of [Date]   ______________________ 
 
This policy is approved by [Name, Title] ______________________ 
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5. CLIENT ADMISSIONS 
 

a. Admissions Process 
 
The admissions process serves to gather essential information about a potential client and 
determine their eligibility for services. Intake steps include: 
 

1. Initial inquiry by a potential client or their representative will get in touch with the 
agency to inquire about services 

2. Staff will then work to collect basic information 
3. Staff will send a copy of the SCA selection form to the family either by email or USPS. 

 
Once an individual is assigned to the agency an in depth intake interview will be followed to 
understand the individual's needs and develop a personalized support plan. For this, the 
Support Coordinator will conduct a comprehensive interview with the client, including 
(where feasible) family members or caregivers, to gather information about: 
 

● The client's medical history, conditions and medications 
● The client's functional ability to perform daily living activities like bathing, dressing, 

and eating 
● Identifying the client's strengths, interests, challenges, and areas where support is 

needed 
● Assessing the availability of the client's support network, including involvement of 

family, friends, and informal supports 
● The client's goals for independent living and desired support services. 

 
When feasible, standardized assessment tools must be used to evaluate specific areas like 
cognitive functioning or communication skills. The Support Coordinator will collaborate with 
other professionals involved in the client's care, if necessary, such as doctors, therapists, or 
case managers. 
 
Following the assessment, the Support Coordinator will 

● Develop a personalized Individualized Support Plan (ISP) outlining the client's goals, 
specific services needed, and service providers in collaboration with the client 

● Develop the Person Centered Planning Tool 
● Assist the client in connecting with appropriate service providers and initiate service 

coordination. 
 
The intake and assessment process must always be conducted with respect for the client's 
privacy and preferences. Communication throughout the process must ensure the client 
understands the procedures and has the opportunity to ask questions. Depending on the 
agency's structure and service offerings, other personnel like social workers may be 
involved in the intake and assessment process if feasible. 
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By following a well-defined intake and assessment protocol, [COMPANY NAME] can 
efficiently personalize support plans, and connect individuals with disabilities to the services 
they need to live fulfilling lives. 
 
 

b. Initial Contact and Inquiry 
 
The initial contact and inquiry process that an individual or family makes is the first step a 
potential client may take to connect with the agency's care management and support 
coordination services. The agency strives to make this process welcoming, informative, and 
efficient to encourage potential clients to consider its services.  
 
[COMPANY NAME] staff will be trained to respond to inquiries promptly, politely, and 
professionally, and briefly explain the agency's mission and the types of services offered.  
 

1. During the initial contact, staff will gather the client's basic contact details for follow-
up communication, and the nature of the inquiry to briefly understand what services 
the potential client is interested in 

2. If [COMPANY NAME] is deemed not to be the best fit for the person inquiring, the 
agency will offer resources for further information on disability services in the 
community and a copy of the SCA Selection Form. 

 
[COMPANY NAME] staff will be trained on effective communication skills for handling 
inquiries, including active listening and addressing concerns empathetically. The agency will 
ensure all contact channels are accessible to individuals with disabilities. The privacy of any 
personal information collected during initial contact must be ensured. 
 
 

c. Information Gathering and Assessment 
 
Client information will be gathered using the following techniques: 
 

● Structured or semi-structured interviews with the client, family members, and 
caregivers, to gather information about the person's history, needs, strengths, and 
goals 

● Medical records review (with client consent), to provide valuable insights into 
diagnoses, medications, and functional limitations 

● Observing the client's home environment to identify potential safety hazards or 
accessibility barriers 

● Questionnaires or checklists that assess the client's needs in various domains, such 
as communication, social interaction, and transportation 

● Tools that allow the client to express their own priorities, preferences, and desired 
outcomes. 

 
Assessment tools must be culturally appropriate and avoid biases. 
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The information gathered from various tools needs to be analyzed and interpreted to 
develop a comprehensive understanding of the client's situation. 
 
 

d. Admissions Policy and Procedures 
 
REFERENCE NO:  17.18.5.3 & 17.18.5.4 
 
[COMPANY NAME] will ensure that new individuals assigned to the agency or through the 
CSA selection process will be guaranteed a timely introduction, first meeting and plan 
development that meet all DDD standards set forth in the Supports and Community Care 
Program manuals. [COMPANY NAME] has a zero-rejection policy.  
 
PROCEDURES 
 

1. Individuals will be assigned to a Support Coordinator within [COMPANY NAME] 
within 2 days of agency assignment 

2. The Support Coordinator Supervisor will send out a Welcome Packet to the family 
upon assignment 

3. SC will contact the individual within 3 days of being assigned 
4. SC will make a note in iRecord of the person they spoke with, the telephone number 

contacted and the date set for the meeting  
5. A meeting will be scheduled within 10 days of assignment, making sure the meeting 

date, time, and location are in the initial telephone note in iRecord. If there was no 
answer or a message was left, this will also be noted in iRecord. A call back will also 
be made a note of. 

6. SC will print out the intake document and NJCAT 
7. SC will fill the intake document with as much information as possible from the NJCAT 

and IRecord notes (if available) 
8. SC will read all notes in iRecord and add information to the intake document to gain 

insight into the client and facilitate the conversation at the first meeting 
9. SC will fill in Tier level, budget, and an acuity factor if available 
10. All info in NJCAT that is marked yes MUST be discussed in PCPT and ISP. Any 

discrepancies must be noted on PCPT AND ISP 
 
The following documents must be printed out and brought to the first meeting: 

Rights and Responsibilities, 2 copies 

Participant Enrollment Agreement, 2 copies 

Mental Health Checklist 

HIPAA, 2 copies  

NJCAT, 2 copies 

Welcome letter 

Budget amount 

Visit Verification Form  
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The following documents must be obtained by the SC at the first meeting or noted at the 
PCPT meeting: 

Signed Rights and Responsibilities - 1 copy to the family, 1 copy for the file 

Signed Participant Enrollment Agreement - 1 copy to the family, 1 copy for the file 

HIPAA completed and signed by an individual or legal guardian 

NJCAT - 1 copy to individual or family 

Completed MH Checklist, discussed with family, and information used to conduct the interview 

A list of all medications (dosage, frequency/time taken, taken for what and how it is taken) 

A discussion of current services receiving: DDD, PPL, and/or PPP by any other providers 

**** A copy of guardianship papers 

Completed intake form 

 
After the PCPT meeting (within one week): 

The following must be uploaded into iRecord under 'Documents': 
- Rights and Responsibilities 
- Participant Enrollment Agreement  
- HIPAA 
- Guardianship papers (noting the date the papers were issued) 
and sent via email to the SCS Mental Health Checklist 

PCPT must be completed in iRecord under 'Tools' 
All information must align with the NJCAT. If there is a discrepancy, it must be noted in a 'Case 
Note'. Any new or corrected information from the provider must be noted with 'According to: 
________'. 

Any other providers must be contacted, including name and phone number and relevant 
information about the client. 
The total number of hours/units they have attended or received services for from other 
providers must be noted before completing the ISP, so it can be added to the outcomes. A day 
habilitation worksheet or individual supports worksheet must be obtained from other 
providers, and uploaded in iRecord. 

An ISP must be completed in iRecord, ensuring it aligns with the PCPT and NJCAT. 
Any discrepancies must be noted in 'Case Note'. 
If the individual does not already attend a service, 'Outcomes' in ISP must be noted as 
exploratory (meaning services MUST be found within 3 MONTHS). 
A copy of the Service Detail Report (SDR) must be sent to the service provider, and 
confirmation received that the service and units are correct prior to holding the ISP meeting. 

A referral to DVRS online or complete F3 must be made if the individual will NOT be pursuing 
employment at this time. 
The referral must be saved and uploaded into 'Documents' in iRecord. 

ISP must be sent to review to SCS BEFORE the ISP meeting, to allow SCS to review and include 
changes that need to be made PRIOR to the meeting. It must be sent ONLY ONCE for review 
when all units have been included for services that the individual already has.  

The ISP meeting must be set, for the plan to be approved 30 DAYS from assignment to the 
agency. It is IMPERATIVE that the plan not be late. 

The ISP and PCPT must be reviewed in the meeting, and a signature for ISP obtained.  
If any changes are needed, a note must be made in 'Case Note'.  
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An email must be sent to the Support Coordinator Supervisor to say that the plan is ready to be 
reviewed. ISP IS DUE INTO REVIEW 2 WEEKS AFTER THE ASSIGNMENT. THIS WILL ALLOW FOR 
TIME FOR ADJUSTMENTS AND ANY REVISIONS THAT NEED TO BE MADE.  
THIS TIME FRAME IS NOT NEGOTIABLE UNLESS DISCUSSED WITH THE SUPERVISOR.  

SCS will review the plan and either send it back to you for revisions or approve the plan 

If changes are needed, the plan will be put into revision with general notes on changes that 
need to be made. It is important that these changes be made immediately to ensure plan 
approval. 

 
 

This policy is effective as of [Date]   ______________________ 
 
This policy is approved by [Name, Title] ______________________ 
 
 

f. Individualized Service Plan (ISP) Development and 
Implementation 
 
The Individualized Service Plan (ISP) is a document supporting people with disabilities that 
outlines a person-centered approach to achieving their goals and living a fulfilling life.  
 
Developing ISPs 
 

1. A Support Coordinator will conduct a comprehensive assessment to understand the 
individual's needs, strengths, preferences, and goals using interviews with the client, 
family members, and caregivers to gather information on the client's medical 
history, functional abilities, and current support system. 

2. A meeting will be held with the client to collaboratively develop the ISP 
3. The Support Coordinator will facilitate the discussion, ensuring the client's voice and 

choices are central to the plan 
4. Specific needs and desired outcomes will be identified in various areas, such as 

independent living, health and wellness, education or employment, and social 
participation 

5. The Support Coordinator will explore various service options available to meet the 
identified needs and goals, including collaborating with other professionals and 
community resources 

6. The specific services to be provided will be outlined in the plan, the frequency and 
duration of services, and the responsible service providers 

7. Funding sources and limitations will be considered when developing the ISP, 
focusing on realistic outcomes, aligned with available resources. 

 
Implementing the ISPs 
 

1. The final ISP will be reviewed and approved by the client and relevant stakeholders 
2. The plan must be documented and maintained in the client's file 
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3. The Support Coordinator works with the identified service providers to ensure 
services are delivered as outlined in the ISP 

4. The process must be clearly communicated among all parties involved 
5. The ISP is a living document that will be reviewed and updated periodically and 

annually 
6. Progress towards goals will be monitored, and the plan will be adjusted as needed 

based on the client's evolving needs and circumstances 
7. Throughout the implementation process, the Support Coordinator will follow a 

person-centered approach to ensure client's preferences are met 
8. The ISP must be made accessible to the client, using clear language and format 
9. Support Coordinators must remain mindful of cultural considerations when 

developing and implementing ISPs 
10. Family members or caregivers (if feasible, and with the client's consent) will be 

invited to familiarize themselves with the ISP and help in its implementation 
11. If feasible, technology tools might be used to manage ISPs electronically and to 

facilitate communication and collaboration among stakeholders. 
 
By following a well-defined ISP development and implementation process, individuals with 
disabilities can better be supported in achieving their goals and living independently in the 
community. 
 
 

g. Monitoring and Updating the ISP 
 
Effective monitoring and updating of ISPs are essential to ensure they remain relevant and 
continue to meet the evolving needs and goals of the individual with a disability. 
 
ISPs will be monitored by: 
 

● Scheduling monthly routine meetings with the client, family members (if involved), 
and service providers to review progress toward goals outlined in the ISP 

● Developing mechanisms to track progress, such as data collection tools or progress 
notes to monitor specific skills acquisition, task completion rates, or improvements 
in areas like health or social participation 

● Encouraging open communication and feedback from all stakeholders involved in 
the client's support system, including the client themselves, family members, 
caregivers, and service providers. 

 
ISPs will be updated by noting: 
 

● Progress made, new goals identified, or changes in client's needs following review 
meetings 

● Unforeseen events like changes in health, housing situations, or access to funding, to 
note changing life circumstances 

● Client-directed updates to reflect the client's voice, evolving preferences, their 
changing priorities, and desired outcomes. 
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STRATEGIES FOR EFFECTIVE ISP MONITORING AND UPDATING 
 
The agency will monitor progress toward achieving the desired outcomes outlined in the 
ISP, not just service delivery. Data collected through monitoring to inform updates to the ISP 
will be applied to ensure evidence-based decision making. As the ISP is a flexible document, 
the agency will be prepared to adapt and update it as needed to best support the individual. 
 
Cultural sensitivity must be maintained throughout the monitoring and updating process. To 
ensure all stakeholders, including the client, have access to the ISP and can participate in 
updates, the Support Coordinator will play a crucial role in facilitating communication, 
monitoring progress, and leading the update process collaboratively. Training will be 
provided to staff on effective ISP monitoring and updating procedures. 
 
By implementing a systematic approach to monitoring and updating ISPs, Support 
Coordinators can ensure ISPs remain up-to-date and responsive to the changing needs and 
aspirations of the individuals they serve. The goal is to empower people with disabilities to 
improve their quality of life, and achieve their full potential. 
 
 

 
Note to Readers: 
 
Thank you for exploring this sample of our work. In order to maintain the brevity of our 
online showcase, we've provided only a selection from this piece. 
 
Should you be interested in viewing the complete work or wish to delve deeper into our 
portfolio, please don't hesitate to reach out. We're more than happy to provide extended 
samples upon request. 
 
Thank you, 
The Write Direction Team 
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