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Organizational Governance 

I. PURPOSE
The purpose of this section is to define the governance framework of [AGENCY NAME] to
ensure ethical, transparent, and effective management of operations. This governance
framework enables compliance with the New Jersey Department of Human Services’
Division of Developmental Disabilities (DDD) standards and supports the agency’s mission
to provide high-quality services to individuals with developmental disabilities.

II. POLICY
1. Governance Documentation
[AGENCY NAME] maintains comprehensive governance documents that outline the
structure, responsibilities, and oversight mechanisms of the Governing Authority. These
documents are readily available for review by the Division upon request to demonstrate
compliance with operational, ethical, and legal standards.
2. Disclosure and Transparency
The agency commits to full transparency by ensuring that the names, affiliations, and
potential conflicts of interest of all board members and stockholders are documented and
disclosed.

• At a minimum, board members’ and stockholders’ names are publicly available on
the agency’s website.

• Any potential conflicts of interest are identified, documented, and addressed through
established procedures to prevent unethical practices.

3. Compliance with Legislation and Corporate Governance
[AGENCY NAME] adheres to all legal and regulatory requirements associated with its
designation as a for-profit entity. This includes:

• Regular reviews of corporate governance and financial management practices to
ensure alignment with applicable legislation.

• Ongoing training and audits to uphold standards outlined in Division Circulars and
other regulatory directives.

4. Governing Authority Responsibilities
The Governing Authority oversees the ethical and effective management of [AGENCY
NAME]’s operations. Its responsibilities include:

• Setting strategic direction aligned with the agency’s mission and values.
• Monitoring compliance with regulatory standards, financial practices, and ethical

policies.
• Reviewing and approving key operational decisions, including policy updates and

quality improvement initiatives.
5. Public Access and Accountability
Governance information is accessible to stakeholders and regulatory bodies. Requests for
governance documents, including bylaws and disclosures, are processed promptly, ensuring
transparency and accountability in alignment with DDD expectations.
6. Non-Compliance Consequences
[AGENCY NAME] recognizes that failure to adhere to board policies, including governance
and transparency requirements, may result in dis-enrollment as an approved provider of
Division services. Proactive measures are in place to ensure full compliance at all times.

Policy Title: Organizational Governance Policy Number: 1.0 

Category: Organizational Governance Effective Date: TBD  

Reference Number: 001 Revision Date: TBD 

Scope: All Services 
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III. PROCEDURE 
1. Governance Documentation 

• The Agency Director develops and maintains governance documents, including: 
o Bylaws 
o Conflict of Interest Policy 
o Roles and responsibilities of board members and stakeholders 

• These documents are reviewed annually by the Governing Authority to ensure 
alignment with updated legislation and Division standards. 

• Upon request from the Division, the Agency Director produces governance 
documentation within two business days. 

2. Board Member Disclosure and Publication 
• New board members and stockholders submit a disclosure form during their 

onboarding process. This form includes: 
o Name 
o Professional affiliations 
o Financial interests related to the agency 
o Any potential or actual conflicts of interest 

• The Agency Director reviews disclosure forms and ensures they are maintained in 
secure governance files. 

• A list of board members and stockholders is updated on the agency’s website 
annually or upon any changes. 

3. Conflict of Interest Management 
• Potential conflicts of interest are reviewed by the Governing Authority during 

quarterly meetings. 
• If a conflict is identified: 

o The involved board member recuses themselves from related discussions or 
decisions. 

o The Agency Director documents the conflict and resolution in board meeting 
minutes. 

o Mitigation strategies, such as revised policies or reassignment of 
responsibilities, are implemented. 

4. Compliance Monitoring and Audits 
• The Director of Compliance conducts quarterly audits to ensure adherence to 

governance policies, including the disclosure of board member information. 
• Findings from these audits are presented to the Governing Authority during quarterly 

meetings. 
• Any identified gaps are addressed through corrective actions, which are documented 

and monitored for resolution. 
5. Public Access to Governance Information 

• Stakeholders may request access to governance documents by submitting a written 
request to the Agency Director’s office. 

• Requests are processed within five business days, with copies of relevant 
documents provided as required. 

6. Training on Governance Responsibilities 
• All board members and stockholders participate in an annual governance training led 

by the Director of Compliance. 
• Training topics include: 

o Legal and regulatory updates affecting for-profit entities in the developmental 
disabilities sector. 

o Ethical management practices and transparency requirements. 
o Strategies for effective oversight and decision-making. 

7. Corporate and Legislative Compliance 
• The Governing Authority ensures all corporate governance practices comply with 

New Jersey state laws and DDD requirements. 

© 2025 The Write Direction Inc. All rights reserved.
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• Quarterly reviews of governance policies are conducted to incorporate updates from 
Division Circulars and other regulatory communications. 

• The Director of Compliance documents these reviews and reports findings to the 
board. 

8. Consequences of Non-Compliance 
• The Governing Authority proactively identifies risks of non-compliance through 

regular audits and reviews. 
• If a compliance issue arises, the Agency Director notifies the Division and 

implements an action plan to address the issue. 
• All corrective actions are tracked and documented to ensure resolution within 

required timeframes. 

 
REFERENCES 

• New Jersey Department of Human Services Division Circulars: #15, #54 
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Personnel Policies                                            
I. PURPOSE 
The purpose of this section is to define the policies and procedures for personnel 
management at [AGENCY NAME]. This ensures compliance with the New Jersey 
Department of Human Services’ Division of Developmental Disabilities (DDD) standards. 
The policies prioritize hiring qualified personnel, conducting mandatory background and 
exclusion checks, maintaining robust personnel records, and delivering mandated training to 
meet regulatory expectations. 

 
II. POLICY 
Background and Exclusion Checks 
[AGENCY NAME] ensures all employees, board members, and contracted vendors meet 
eligibility requirements for working with individuals with developmental disabilities. The 
agency conducts thorough background checks, including Criminal History Background 
Checks, Child Abuse Record Information (CARI) checks, and Central Registry checks. 
1. Standards for Background Checks 

• Criminal History Background Checks are conducted for all employees at the time of 
hire and every two years thereafter. 

• CARI checks are completed electronically during onboarding, and results are 
reviewed within 24 hours of notification. Employees are authorized to work while the 
CARI check is pending. 

• Central Registry checks are conducted for all employees, board members, and 
contractors, ensuring they are not excluded from Medicaid-funded service delivery. 

2. Monthly Database Verification 
The Personnel Activities Manager verifies staff eligibility monthly by checking the following 
databases: 

• State of NJ Debarment List 
• Federal Exclusions Database 
• NJ Treasurer’s Exclusions Database 
• NJ Division of Consumer Affairs Licensure Database 
• NJ Department of Health Licensure Database 

Verification results are documented, and any discrepancies are addressed immediately. 

 
Personnel Records Management 
[AGENCY NAME] maintains comprehensive personnel records for all employees. These 
records include documentation of qualifications, background checks, training logs, and 
performance evaluations. 
1. Required Personnel Records 
Personnel records include: 

• Completed consent forms for CARI, Criminal History Background, and Central 
Registry checks. 

• Fingerprinting results and renewal logs. 
• Verified copies of licenses, certifications, and educational degrees. 
• Documentation of training completion and annual performance evaluations. 

2. Maintenance and Accessibility 
The Personnel Activities Manager ensures records are up-to-date, securely stored, and 
accessible for audits or internal reviews. 
 

Policy Title: Personnel Policies                                           Policy Number: 2.0 

Category: Personnel Policies                                                Effective Date: TBD  

Reference Number: 002                                   Revision Date: TBD 

Scope: All Services 

© 2025 The Write Direction Inc. All rights reserved.

jomjom

jomjom

jomjom

jomjom

jomelynlao
Highlight

jomelynlao
Highlight



 

 

 7 

 Support Coordination Agency in New Jersey 

 |     POLICIES AND PROCEDURES 

MANUAL 

 
3. Reporting Staff Changes 

• All staff changes, including hires, terminations, and promotions, are reported to the 
Division promptly. 

• The Personnel Activities Manager updates caseload assignments and notifies 
individuals and families of staff changes as appropriate. 

 
Qualifications for Support Coordinators (SCs) and Support Coordination Supervisors (SCSs) 
1. Support Coordinators (SCs): 

• Bachelor’s degree or higher in any field. 
• At least one year of documented experience working with adults with developmental 

disabilities. 
o Experience may include paid work, volunteer service, or caregiving. 
o Experience with mixed populations may be considered through a waiver 

request to the Division. 
• Successful completion of mandated training before service delivery. 

2. Support Coordination Supervisors (SCSs): 
• Meet all SC qualifications. 
• No familial relationship to individuals whose plans they supervise. 
• Provide oversight without managing their own caseloads. 
• Maintain current knowledge of all Division policies and updates. 

 
Mandatory Training and Orientation 
[AGENCY NAME] ensures all personnel complete mandatory orientation and training within 
prescribed timelines. 
1. Orientation 
Orientation is conducted by the Support Coordinator Supervisor and includes: 

• Agency mission, philosophy, and goals. 
• Personnel policies. 
• Understanding and implementing Individualized Service Plans (ISPs). 
• Documentation and record-keeping. 
• Health and safety practices, including Danielle’s Law. 

2. Mandatory Training Modules 
Training is completed through the College of Direct Supports (CDS) or equivalent platforms. 
Required training includes: 

• Prevention of Abuse, Neglect, and Exploitation. 
• Incident Reporting and Cultural Competence. 
• Medicaid-specific training for SCs. 

3. Ongoing Training Requirements 
• Personnel complete at least 12 hours of professional development annually through 

workshops, webinars, or CDS modules. 
• Training records are maintained by the Personnel Activities Manager. 

 
III. PROCEDURE 
Background and Exclusion Checks 
1. Authorization and Consent 

• New hires complete consent forms for CARI, Criminal History Background, and 
Central Registry checks during onboarding. 

• The Personnel Activities Manager ensures forms are submitted to the Employment 
Controls and Compliance Unit (ECCU) within seven business days. 

2. Criminal History and Central Registry Checks 
• Fingerprinting is conducted during onboarding, and results are received 

electronically. 
• The Personnel Activities Manager tracks renewal dates for fingerprinting every two 

years and coordinates compliance. 

© 2025 The Write Direction Inc. All rights reserved.
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3. Monthly Exclusion Verification 

• The Personnel Activities Manager conducts monthly checks across the required 
databases. 

• Documentation of verification is maintained in personnel records. 
• Any discrepancies are reported to the Agency Director, who coordinates resolution 

with the Division. 
4. CARI Check Review 

• Results of CARI checks are reviewed by the Personnel Activities Manager within 24 
hours of receipt. 

• Staff are notified immediately of any restrictions or required actions. 

 
Personnel Records Management 
1. Documentation Requirements 

• The Personnel Activities Manager verifies educational credentials and professional 
certifications during onboarding. 

• Verified documents are stored securely and reviewed annually for updates. 
2. Reporting Staff Changes 

• Staff changes are reported to the Division within 10 business days. 
• Individuals and families are notified of caseload changes through written 

communication. 

 
Training and Orientation 
1. Orientation Schedule 

• New hires complete orientation within their first week of employment. 
• Training is conducted by the Support Coordinator Supervisor and includes a review 

of the agency’s policies and practices. 
2. Training Compliance 

• The Personnel Activities Manager monitors training completion, ensuring mandatory 
modules are finished within 90 days of hire. 

• Annual training requirements are documented, and non-compliance is addressed 
through corrective action plans. 

 
Responsibilities of Key Personnel 
Personnel Activities Manager: 

• Oversees the background check process and monthly exclusion verification. 
• Maintains up-to-date personnel records. 
• Tracks and documents training completion for all staff. 

Support Coordination Supervisor: 
• Conducts orientation sessions for new hires. 
• Reviews and approves training logs for compliance. 
• Facilitates ongoing professional development. 

Agency Director: 
• Ensures the agency complies with Division standards for personnel management. 
• Reviews audit findings related to staff qualifications and training. 

 
References 

• New Jersey Department of Human Services Division Circulars 
• CARI Check Portal and ECCU Resources 
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Admission, Assignment, and Discharge 
 
I. PURPOSE 
The purpose of this section is to define the policies and procedures governing admission, 
assignment, and discharge processes at [AGENCY NAME]. These processes ensure that 
individuals with developmental disabilities receive high-quality, person-centered care and 
that services are provided in compliance with the New Jersey Department of Human 
Services, Division of Developmental Disabilities (DDD) standards, including relevant Division 
Circulars and the Support Coordination Agency (SCA). 

 
II. POLICY 
Admission/Enrollment 
[AGENCY NAME] adheres to an inclusive admission policy to serve individuals with 
developmental disabilities. The agency implements a zero-reject policy, ensuring equitable 
access to services for all eligible individuals referred to the agency. 
1. Criteria for Admission 

• The individual must be eligible for services under the DDD Supports Program (SP) or 
Community Care Program (CCP). 

• The individual must agree to work with the assigned Support Coordinator (SC) and 
actively participate in the planning process. 

• A Participant Enrollment Agreement, signed by the individual or their legal guardian, 
is required before service commencement. 

2. Assignment of Support Coordinators (SCs) 
The Support Coordination Supervisor (SCS) assigns an SC to each individual referred to the 
agency within two business days of receiving the referral. Assignments prioritize staff 
caseload capacity and the compatibility of the SC’s expertise with the individual’s needs. 
3. Initial Contact and Orientation 
The assigned SC contacts the individual or family within two business days of assignment to 
introduce themselves and outline the planning process. During the initial contact, the SC 
provides an overview of the agency’s policies and procedures, a copy of the SP & CCP 
Manual, and the Participant Enrollment Agreement. 

 
Individualized Planning Process 
The agency emphasizes a person-centered approach to planning, ensuring that services 
align with the individual’s goals, preferences, and needs. 
1. Deliverables and Documentation 

• The Person-Centered Planning Tool (PCPT) and Individualized Service Plan (ISP) 
are completed within 30 days of enrollment or as required by changes in the 
individual’s circumstances. 

• Monthly contact, quarterly face-to-face visits, and an annual home visit are 
conducted and documented on the SC Monitoring Tool. 

• The ISP is submitted for approval to the DDD and is distributed to the individual and 
the planning team upon approval. 

2. Service Orientation 
The SC provides a detailed explanation of the ISP, including: 

• Goals and desired outcomes. 
• Budget parameters and available services. 
• Emergency protocols and grievance procedures. 

Policy Title: Admission, Assignment, and Discharge                     Policy Number: 3.0 

Category: Admission, Assignment, and Discharge                            Effective Date: TBD  

Reference Number: 003                                      Revision Date: TBD 

Scope: All Services 
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Discharge and Transition Policies 
[AGENCY NAME] ensures smooth transitions for individuals leaving the agency, whether 
due to voluntary discharge, relocation, or a change in eligibility status. 
1. Criteria for Discharge 

• Completion of program goals. 
• Voluntary withdrawal by the individual or their legal guardian. 
• Determination by the planning team that the individual requires services beyond the 

agency’s scope. 
2. Notification and Transition Plan 

• The SC provides written notice to the individual and family at least 30 days before 
the discharge date. 

• A transition meeting is facilitated by the SC to ensure continuity of care and to 
connect the individual with alternative services or agencies. 

3. Grievance and Appeal Process 
If the individual or family disagrees with the discharge decision, the SC Supervisor outlines 
the grievance process and provides support during the appeal. 

 
III. PROCEDURE 
Admission/Enrollment 
1. Referral and Intake Process 

• The SC Supervisor reviews all referrals received from the Division within 24 hours. 
• The SC Supervisor assigns an SC within two business days of the referral, ensuring 

caseload capacity and compatibility. 
• The assigned SC initiates contact with the individual or family within two business 

days of assignment. 
2. Participant Enrollment Agreement 

• During the initial contact, the SC provides the Participant Enrollment Agreement to 
the individual or their legal guardian. 

• The SC explains the terms of the agreement, including participant rights and 
responsibilities, and ensures it is signed and returned within five business days. 

3. Orientation 
• The SC conducts an orientation session within seven business days of the initial 

contact. This session includes: 
o Overview of the agency’s mission, goals, and policies. 
o Review of the SP & CCP Manual. 
o Introduction to the PCPT and ISP processes. 

4. Documentation 
• The SC records all steps in the individual’s file, including the referral date, initial 

contact, signed agreements, and orientation details. 

 
Assignment of Support Coordinators (SCs) 
1. Assignment Criteria 

• The SC Supervisor evaluates SC caseloads weekly to ensure capacity for new 
assignments. 

• The SC Supervisor considers the specific needs of the individual, including 
behavioral, medical, or cultural factors, when assigning an SC. 

2. Communication of Assignment 
• The SC Supervisor notifies the SC of their assignment via email within one business 

day of determining the match. 
• The SC contacts the individual or family within two business days to confirm the 

assignment and initiate planning. 
3. Caseload Monitoring 

• The SC Supervisor monitors SC caseloads monthly to ensure compliance with 
Division standards and to address any imbalances. 

© 2025 The Write Direction Inc. All rights reserved.
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Planning and Documentation 
1. Person-Centered Planning Tool (PCPT) 

• The SC facilitates completion of the PCPT within the first 15 days of enrollment. 
• The SC uses the tool to identify the individual’s strengths, preferences, and goals. 

2. Individualized Service Plan (ISP) 
• The SC drafts the ISP within 30 days of enrollment or as required by a change in 

circumstances. 
• The SC Supervisor reviews and approves the ISP using the ISP Quality Review 

Checklist before submission to the Division. 
• The ISP is distributed to the individual and the planning team within three business 

days of approval. 
3. Monitoring and Follow-Up 

• The SC conducts monthly contacts, quarterly face-to-face visits, and an annual home 
visit to review and update the ISP as needed. 

• All contacts are documented on the SC Monitoring Tool and uploaded to iRecord. 

 
Discharge and Transition 
1. Notification of Discharge 

• The SC provides a written notice of discharge to the individual or family at least 30 
days in advance. 

• The SC Supervisor reviews and approves the discharge notification before it is 
issued. 

2. Transition Plan 
• The SC schedules a transition meeting within two weeks of the discharge notice to 

develop a plan for continuity of care. 
• The SC identifies alternative service providers and assists the individual in navigating 

the transition process. 
3. Documentation and Follow-Up 

• The SC records the discharge details and transition plan in the individual’s file. 
• The SC Supervisor conducts a follow-up review within 30 days of the discharge to 

confirm successful transition. 

 
Responsibilities of Key Personnel 
Support Coordination Supervisor (SCS): 

• Reviews referrals and assigns SCs within two business days. 
• Monitors SC caseloads and approves ISPs. 
• Oversees the discharge process, including grievance management. 

Support Coordinator (SC): 
• Conducts initial contact and orientation for new individuals. 
• Completes the PCPT and ISP within required timeframes. 
• Facilitates monthly, quarterly, and annual contacts and documents all interactions. 

Agency Director: 
• Ensures the agency’s policies align with Division standards. 
• Reviews performance data related to admissions, assignments, and discharges. 
• Implements corrective actions as needed to maintain compliance. 

 
References 

• New Jersey Department of Human Services Division Circulars: #15, #54 
• SP & CCP Manual 
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Discharge and Disenrollment                                      
I. PURPOSE 
The purpose of this section is to define the comprehensive policies and procedures that 
guide the discharge and disenrollment processes at [AGENCY NAME]. This ensures that 
individuals receiving services experience continuity of care, compliance with the New Jersey 
Department of Human Services Division of Developmental Disabilities (DDD) regulations 
and are fully supported during transitions. These processes are grounded in a commitment 
to transparency, respect, and collaboration, ensuring alignment with the standards outlined 
in relevant Division Circulars and the Support Coordination Agency (SCA). 

 
II. POLICY 
Discharge from the Division 
[AGENCY NAME] facilitates the discharge of individuals from Division services under 
specific circumstances while prioritizing their rights and dignity. Discharges occur based on 
an individual's functional eligibility, Medicaid status, residency, or personal choice. 
1. Criteria for Discharge 
An individual is discharged from Division services under the following conditions: 

• Functional criteria for developmental disability eligibility are no longer met. 
• Voluntary withdrawal from services is initiated by the individual or their legal 

guardian. 
• Medicaid eligibility is not maintained. 
• Residency in the State of New Jersey is no longer established. 
• Noncompliance with Division policies or waiver program requirements. 

2. Supporting Documentation for Discharge 
[AGENCY NAME] requires individuals or their legal guardians to complete and submit the 
"Move to Discharge" form (Appendix D) to formalize their decision. The agency ensures all 
required documentation and notifications are completed during this process. 

 
Disenrollment from the SP & CCP 
Disenrollment from the Supports Program (SP) and Community Care Program (CCP) occurs 
when an individual no longer accesses services or is found to be ineligible under program 
requirements. 
1. Circumstances for Disenrollment 
Disenrollment is initiated when: 

• The individual engages in willful misrepresentation, fraud, exploitation, or abuse 
related to the services. 

• Waiver services are not accessed for more than 90 consecutive days. 
• The Division identifies a lack of need for SP/CCP services. 

2. Notification and Escalation 
[AGENCY NAME] ensures that all service providers and individuals are notified promptly 
following disenrollment alerts from iRecord. The Support Coordinator (SC) or a designated 
agency staff member communicates changes within 24 hours of receiving the alert. 

 
 
 
Responsibilities of Key Personnel 
Support Coordinator (SC): 

Policy Title: Discharge and Disenrollment                                     Policy Number: 4.0 
Category: Discharge and Disenrollment                                            Effective Date: TBD  
Reference Number: 004                                      Revision Date: TBD 
Scope: All Services 
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• Verifies individual eligibility during monthly contacts, ensuring all Division 
requirements are met. 

• Assists individuals in navigating discharge and disenrollment processes while 
providing emotional and logistical support. 

• Documents and monitors each step of the process to ensure compliance and 
continuity of care. 

Support Coordination Supervisor (SCS): 
• Oversees the implementation of discharge and disenrollment procedures, ensuring 

adherence to Division guidelines. 
• Acts as the primary liaison with Division personnel to address extenuating 

circumstances. 
• Reviews all discharge and disenrollment documentation to verify accuracy and 

completeness. 
Agency Director: 

• Reviews agency-wide compliance with discharge and disenrollment policies. 
• Monitors feedback from individuals and families to improve service delivery during 

transitions. 
• Oversees appeals or Fair Hearing processes in cases of contested disenrollment. 

 
III. PROCEDURE 
I. Discharge from Division Services 
A. Verification of Eligibility Criteria 
1. Monthly Verification 

• The Support Coordinator (SC) conducts a detailed review of eligibility criteria 
during monthly contact with each individual. 

• The SC ensures that individuals meet the functional requirements of having a 
developmental disability, as defined by the Division. 

o Verification includes assessing documentation of a chronic physical and/or 
mental impairment that: 

▪ Manifested before age 22. 
▪ Is lifelong in nature. 
▪ Substantially limits at least three life activities (self-care, learning, 

mobility, communication, self-direction, economic self-sufficiency, or 
independent living). 

• The SC ensures Medicaid eligibility by verifying active enrollment and documenting 
Medicaid status in the individual's case file. 

2. Identifying Concerns 
• If the SC identifies potential non-compliance with functional or Medicaid eligibility, the 

SC documents the issue in iRecord and notifies the Support Coordination 
Supervisor (SCS) for review. 

• The SC communicates with the individual and their planning team to address any 
discrepancies or risks to eligibility. 

 
B. Voluntary Discharge Process 
1. Communication of Intent 

• When an individual or legal guardian expresses the intent to voluntarily withdraw 
from Division services, the SC provides immediate support and guidance. 

• The SC explains the process and provides the "Move to Discharge" form (Appendix 
D) for documentation of their decision. 

2. Form Completion and Submission 
• The SC ensures the "Move to Discharge" form is completed and signed by the 

individual or legal guardian. 
• Within three business days, the SC submits the form to the SCS for review and 

approval. 
3. Planning for Transition 

© 2025 The Write Direction Inc. All rights reserved.
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• The SC schedules a transition meeting with the individual, legal guardian (if 
applicable), and planning team within seven business days of the discharge request. 

• During the meeting, the SC: 
o Reviews the individual’s current services and identifies any unmet needs. 
o Provides referrals to alternative resources or services outside Division 

programs. 
o Develops a written transition plan outlining support during the discharge 

process. 
• The SC uploads the transition plan to iRecord and maintains a copy in the 

individual's case file. 
4. Notification and Finalization 

• The SC informs all service providers supporting the individual about the pending 
discharge within 24 hours of receiving the completed discharge form. 

• Once the transition plan is implemented, the SC uploads the final discharge 
summary to iRecord within 30 days. 

 
C. Discharge Due to Ineligibility 
1. Identifying Non-Eligibility 

• If the SC determines that an individual no longer meets functional or Medicaid 
eligibility requirements, the SC documents the findings in iRecord. 

• The SC notifies the SCS immediately, providing a detailed report of the non-eligibility 
status. 

2. Collaboration with the Division 
• The SCS contacts Division personnel to confirm the individual’s ineligibility and 

receives guidance on next steps. 
• The SC schedules a meeting with the individual and their planning team to 

communicate the findings and explore options. 
3. Development of a Transition Plan 

• The SC works with the individual to develop a transition plan similar to the voluntary 
discharge process. 

• The SC ensures that referrals and resources are provided to support the individual’s 
transition out of Division services. 

4. Documentation and Finalization 
• The SC finalizes the discharge summary and uploads all relevant documentation to 

iRecord. 
• The SCS reviews and approves the final discharge documentation. 

 
II. Disenrollment from SP & CCP 
A. Monitoring Service Utilization 
1. Monthly Monitoring 

• The SC reviews service utilization during monthly contact with each individual. 
• If the individual is not accessing SP/CCP services other than Support Coordination, 

the SC documents this in the individual's file and reminds them of the importance of 
accessing waiver services. 

2. Communication of Potential Disenrollment 
• The SC explains to the individual that failure to utilize SP/CCP services for 90 

consecutive days may result in disenrollment. 
• All communication regarding potential disenrollment is documented in iRecord. 

 
 
 
 
B. Process for Non-Utilization of Services 
1. Notification at 60 Days 
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• When an individual has not accessed SP/CCP services for 60 days, the SC provides 
a written notification explaining the potential disenrollment process. 

• The SC offers support to resolve barriers to service utilization, including: 
o Identifying service gaps or unavailability. 
o Connecting the individual with alternative resources. 

2. Escalation at 90 Days 
• At 90 days of non-utilization, the SC prepares a report detailing the individual’s 

circumstances and submits it to the Division. 
• The SC includes information about extenuating circumstances, such as lack of 

service availability or barriers to access. 

 
C. Division Notification and Follow-Up 
1. Written Notification from the Division 

• The Division issues a written notification to the individual and copies the SC, 
explaining the pending disenrollment and providing a 10-day response window. 

2. Support During Notification Period 
• The SC contacts the individual within 48 hours of receiving the Division’s notification 

to offer additional assistance. 
• The SC ensures that all relevant information is documented in the individual’s case 

file. 

 
D. Final Disenrollment Steps 
1. Updating iRecord 

• If the individual does not respond to the Division’s notification within 10 days, the 
Division finalizes disenrollment. 

• The SC updates the individual's ISP in iRecord to “inactive” status. 
2. Notification to Service Providers 

• The SC notifies all service providers supporting the individual of the disenrollment 
within 24 hours. 

• The SC provides a summary of the disenrollment status and ensures providers 
update their records accordingly. 

3. Documentation of Disenrollment 
• The SC prepares a final disenrollment report, including all relevant documentation, 

and submits it to the SCS for review. 
• The SCS ensures that all records are complete and compliant with Division 

standards. 

 
E. Appeals and Fair Hearings 
1. Notification of Rights 

• The SC informs the individual of their right to request a Fair Hearing as governed by 
Medicaid regulations. 

• The SC provides guidance on the Fair Hearing process and ensures the individual 
has access to necessary forms and resources. 

2. Assistance During the Appeals Process 
• The SC collaborates with the individual and their legal guardian to prepare 

documentation and evidence for the appeal. 
• The SCS reviews all appeal-related materials to ensure accuracy and completeness 

before submission. 
3. Coordination with the Division 

• The SC and SCS maintain open communication with Division personnel throughout 
the appeals process. 

• Updates on the appeal status are documented in iRecord and shared with the 
individual. 
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III. Staff Roles and Responsibilities 
Support Coordinator (SC): 

• Conducts monthly eligibility verifications and service utilization reviews. 
• Guides individuals through the discharge and disenrollment processes, ensuring 

compliance with Division requirements. 
• Documents all activities in iRecord and maintains accurate case files. 

Support Coordination Supervisor (SCS): 
• Reviews all discharge and disenrollment documentation for accuracy and 

compliance. 
• Coordinates with Division personnel to address complex cases or extenuating 

circumstances. 
• Oversees quarterly audits of discharge and disenrollment records. 

Agency Director: 
• Ensures agency-wide adherence to discharge and disenrollment policies. 
• Monitors feedback from individuals and families to identify areas for improvement. 
• Oversees the appeals process and ensures timely resolution of disputes. 

 
IV. Timeframes and Milestones 
1. Discharge 

• Submission of "Move to Discharge" form: Within 3 business days of the individual’s 
decision. 

• Transition meeting: Scheduled within 7 business days of discharge request. 
• Final documentation: Uploaded to iRecord within 30 days. 

2. Disenrollment 
• Notification at 60 days of non-utilization: Written notice provided. 
• Escalation at 90 days: Report submitted to the Division. 
• Final disenrollment: Completed within 10 days of the Division’s notification. 

 

 
References 

• New Jersey Department of Human Services Division Circulars: #15, #54 
• SP & CCP Manual 
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Incident Reporting                                                           
I. Purpose 
The purpose of this section is to establish a comprehensive framework for identifying, 
reporting, and responding to incidents involving individuals served by [AGENCY NAME]. 
This policy ensures compliance with the guidelines outlined in Division Circular #14 and 
other applicable regulations, including N.J.S.A. 30:6D-73 et seq. It promotes a systematic 
approach to safeguarding individuals from abuse, neglect, exploitation, and other risks, while 
fostering accountability and transparency within the organization. The policy defines roles, 
responsibilities, and processes to protect the rights and well-being of all individuals served. 

 
II. Policy 
[AGENCY NAME] commits to: 

1. Reporting all incidents involving individuals served within mandated timeframes. 
2. Addressing allegations of abuse, neglect, exploitation, or safety hazards immediately. 
3. Collaborating fully with investigations conducted by relevant authorities. 
4. Ensuring all staff understand and follow reporting protocols as defined by Division 

Circular #14 and the Unusual Incident Reporting and Management System (UIRMS). 
By adhering to these practices, [AGENCY NAME] maintains the integrity of its services while 
ensuring the safety and rights of individuals under its care. 

 
III. Definitions 

1. Abuse: Any action or omission that results in physical pain, emotional harm, or 
sexual misconduct. This includes acts such as physical assault, verbal intimidation, 
psychological mistreatment, or sexual exploitation. 

2. Neglect: Failure to provide adequate supervision, care, or support, leading to harm 
or potential harm. Examples include withholding medical care, failing to address 
basic needs, or exposing individuals to unsafe environments. 

3. Exploitation: The improper use of an individual’s resources, time, or labor for 
personal benefit. 

4. Incident: Any occurrence that disrupts normal operations or poses a risk to the 
health, safety, or rights of individuals served. 

5. Unusual Incident: Reportable events as defined by Division Circular #14, including 
abuse, neglect, exploitation, and critical occurrences impacting service recipients. 

6. Safety Hazards: Environmental or procedural risks that could endanger individuals. 

 
IV. Procedures 

 
A. Incident Identification and Classification 

1. Recognizing Reportable Incidents: 
o All staff are trained to identify signs of abuse, neglect, exploitation, and safety 

hazards. 
o Examples of reportable incidents include but are not limited to: 

▪ Physical injuries caused by staff or others. 
▪ Verbal threats or psychological harm. 
▪ Misuse of funds or resources belonging to individuals. 
▪ Environmental risks, such as unsecured hazardous materials. 

2. Classifying Incidents: 

Policy Title: Incident Reporting                                                          Policy Number: 5.0 
Category: Incident Reporting                                                            Effective Date: TBD  
Reference Number: 005                                      Revision Date: TBD 
Scope: All Services 
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o Level A Incidents: Critical events requiring immediate reporting, such as 
abuse or severe injuries. 

o Level B Incidents: Moderate incidents requiring reporting within one 
business day, such as minor injuries or non-critical safety hazards. 

 
B. Immediate Response 

1. Ensuring Safety: 
o The first responder to an incident ensures the safety of all involved 

individuals. This includes: 
▪ Administering first aid if necessary. 
▪ Removing individuals from harmful environments. 
▪ Contacting emergency services for severe situations. 

2. Notifying Supervisors: 
o The staff member involved informs their immediate supervisor (e.g., the 

Support Coordination Supervisor) as soon as the situation is stabilized. 
o Details shared include: 

▪ Nature of the incident. 
▪ Immediate actions taken. 
▪ Preliminary observations. 

 
C. Incident Reporting 

1. Documentation: 
o The responsible staff member completes the Division of Developmental 

Disabilities (DDD) Initial Incident Report form, ensuring: 
▪ Date, time, and location are accurately recorded. 
▪ Detailed descriptions of the event are documented. 
▪ Notifications made to guardians or family members are logged. 

2. Submission to IR Unit: 
o Reports are submitted through the UPDOC system, a secure, web-based 

application preferred by the Division. 
o If UPDOC is inaccessible, the report is faxed to the appropriate Incident 

Reporting (IR) Unit based on the county: 
▪ Mays Landing IR Unit: 609-341-2340 (serving Atlantic, Burlington, 

Camden, Cape May, Cumberland, Gloucester, Salem counties). 
▪ Plainfield IR Unit: 609-341-2342 (serving Bergen, Essex, Hudson, 

Passaic, Somerset, Union counties). 
▪ Trenton IR Unit: 609-341-2343 (serving Hunterdon, Mercer, 

Middlesex, Monmouth, Ocean, Sussex, Warren counties). 
▪ ORM Central Office: DDD-CO.OQM-UIRS@dhs.nj.gov (serving out-

of-state individuals). 
3. Timelines for Submission: 

o Level A Incidents: Reported the same day of occurrence. 
o Level B Incidents: Reported within one business day. 

 
D. Additional Reporting Obligations 

1. Adult Protective Services (APS): 
o If an incident of abuse, neglect, or exploitation occurs in the home and does 

not involve a service provider, it is reported to APS immediately. 
o Contact information for the APS office in each county is maintained and 

accessible to staff. 
2. Law Enforcement Notifications: 

o For incidents involving criminal activity, the Support Coordination Supervisor 
contacts local law enforcement. 

 
 

© 2025 The Write Direction Inc. All rights reserved.

jomjom

jomjom

jomjom

jomjom

jomjom

jomjom

jomjom

jomjom

jomjom



 

 

 19 

 Support Coordination Agency in New Jersey 

 |     POLICIES AND PROCEDURES 

MANUAL 

3. Collaboration with Division Personnel: 
o The SCS acts as the liaison between [AGENCY NAME] and the Division to 

ensure full cooperation during investigations. 

 
E. Follow-Up Actions 

1. Investigation Process: 
o The SCS conducts a thorough investigation, including: 

▪ Interviews with witnesses and involved parties. 
▪ Review of documentation and environmental conditions. 
▪ Root cause analysis to identify contributing factors. 

2. Corrective Actions: 
o Recommendations are implemented to address the root causes and prevent 

recurrence. 
o Training or policy adjustments are made as necessary. 

3. Submitting Follow-Up Reports: 
o A detailed follow-up report is prepared and submitted to the IR Unit, 

summarizing findings and corrective measures. 

 
F. Training and Awareness 

1. Initial Training: 
o All new employees participate in mandatory training covering incident 

definitions, reporting procedures, and use of reporting tools such as UPDOC. 
2. Ongoing Education: 

o Annual refresher courses include case studies and scenario-based exercises. 
o Updates to protocols are shared promptly through internal communication 

channels. 

 
G. Quality Assurance and Auditing 

1. Quarterly Audits: 
o Incident reports are reviewed quarterly by the Agency Director to ensure 

compliance with Division Circular #14. 
o Trends and areas for improvement are identified and addressed. 

2. Policy Updates: 
o Based on audit findings, the policy is updated to incorporate best practices 

and address identified gaps. 
3. Satisfaction Surveys: 

o Feedback from individuals served and their families is collected and used to 
refine incident management practices. 

 
H. Compliance Enforcement 

1. Staff Accountability: 
o Non-compliance with reporting requirements is addressed through corrective 

actions, including additional training or disciplinary measures. 
2. Legal Consequences: 

o Failure to report incidents in a timely manner may result in fines of $350 per 
day, as per N.J.S.A. 30:6D-73. 

 
V. Resources and References 

1. Division Circular #14 Documentation: 
o All related forms and instructions are accessible at: 

https://www.nj.gov/humanservices/dmhas/forms/ 
2. UPDOC Instructions: 

o Detailed guidance on using UPDOC is available at: UPDOC Instructions. 
3. Incident Report Template: 

o Appendix A contains a sample incident report template for staff reference. 

© 2025 The Write Direction Inc. All rights reserved.
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4. Contact Information for APS: 
o Updated contact details for county APS offices are maintained in the agency's 

internal resources. 
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Complaint/Grievance Resolution 
I. PURPOSE 
The purpose of this section is to outline the policies and procedures for handling complaints, 
grievances, and appeals within [AGENCY NAME], ensuring compliance with Division 
Circular #15 by the New Jersey Department of Human Services, Division of Developmental 
Disabilities (DDD). This section aims to provide clear and consistent processes that promote 
transparency, ensure resolution, and protect the rights of individuals receiving services. 

 
II. POLICY 
[AGENCY NAME] implements a comprehensive policy for addressing complaints and 
grievances to uphold service quality, ensure compliance with applicable regulations, and 
maintain trust with individuals and families served. This policy outlines how the agency 
manages complaints, investigates concerns, and provides an appeal process for resolution 
disputes. 

1. Complaint Management: 
[AGENCY NAME] emphasizes a culture of open communication where complaints 
are received, documented, and addressed promptly by appropriate personnel. All 
complaints, whether verbal or written, are treated with seriousness, professionalism, 
and confidentiality. 

2. Impartial Review: 
Complaints are reviewed by staff who are not directly involved in the matter under 
investigation, ensuring unbiased and objective evaluations. 

3. Documentation and Transparency: 
Every complaint and grievance are thoroughly documented, and the outcomes are 
shared with the complainant within specified timeframes. Records are securely 
maintained and accessible for audits or regulatory reviews. 

4. Appeals Process: 
Individuals have access to a two-tiered appeal system if they are dissatisfied with the 
resolution. The process includes escalation to the Executive Director for final review 
and resolution. 

5. Compliance and Training: 
All staff members are trained annually on complaint management procedures, 
ensuring they understand how to respond to complaints and the importance of 
protecting the rights of individuals served. 

 
III. PROCEDURE 
A. Receiving and Documenting Complaints 

1. Initial Complaint Submission: 
o Any individual, including a family member, caregiver, or staff member, reports 

a complaint verbally, in writing, or via email. 
o Complaints are submitted directly to Support Coordinators (SCs) or the 

Support Coordination Supervisor (SCS). 
2. Documentation of Complaints: 

o The SC receiving the complaint logs all details in the agency’s complaint 
tracking system, including the date, time, individual’s name (if disclosed), and 
the nature of the complaint. 

Policy Title: Complaint/Grievance Resolution                               Policy Number: 6.0 
Category: Complaint/Grievance Resolution                                      Effective Date: TBD  
Reference Number: 006                                      Revision Date: TBD 
Scope: All Services 
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o The SC acknowledges the receipt of the complaint with the complainant 
within two business days via written or verbal confirmation. 

B. Review and Investigation Process 
1. Assignment of Investigator: 

o The SCS assigns the complaint to a reviewer who has no prior involvement 
with the issue to maintain impartiality. 

o The review process begins within three business days of complaint receipt. 
2. Investigation Steps: 

o The investigator gathers all relevant information, including interviews with the 
complainant, any involved staff, and witnesses. 

o Documentation such as Individualized Service Plans (ISPs), case notes, and 
communication records is reviewed to validate the claims. 

o If the complaint indicates immediate risk to the health or safety of an 
individual, the investigator works with the agency administrator to implement 
protective measures. 

3. Findings and Corrective Actions: 
o The findings are documented, and corrective actions, if required, are outlined 

in the report. 
o The investigator ensures all protective measures are executed promptly, such 

as reassigning staff or revising service plans. 
C. Notification of Findings 

1. Communicating Outcomes: 
o The SCS or investigator provides the complainant with a written summary of 

the findings and resolution within 14 business days. 
o If corrective actions are implemented, a detailed explanation of those steps is 

included. 
2. Further Actions: 

o If the complainant expresses dissatisfaction, they are guided on how to file a 
grievance or escalate to an appeal process. 

 
D. Grievance and Appeals Process 

1. First-Level Appeal: 
o Complainants submit grievances in writing to the SCS, who logs and 

acknowledges receipt within two business days. 
o The SCS reviews all documentation and re-evaluates the resolution, 

completing the process within 10 business days. 
2. Second-Level Appeal: 

o If the issue remains unresolved, the grievance is escalated to the Executive 
Director. 

o The Executive Director reviews all prior documentation and may conduct 
additional interviews if necessary. 

o A final resolution, including findings and any additional corrective actions, is 
communicated to the complainant within 10 business days. 

 
E. Maintenance and Retention of Records 

1. Complaint Records: 
o All records, including initial complaints, investigation notes, findings, and 

corrective actions, are maintained securely in the agency’s digital system. 
o Records are retained for a minimum of five years and are available for 

Division audits upon request. 
2. Trend Analysis: 

o The SCS conducts quarterly reviews of complaint records to identify trends or 
systemic issues. 

o Findings from these reviews inform quality improvement initiatives and staff 
training programs. 
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F. Training on Complaint Handling 

1. Annual Training: 
o The SCS oversees mandatory annual training for all staff on complaint 

management procedures, emphasizing timely reporting, unbiased 
investigations, and confidentiality. 

2. Onboarding for New Employees: 
o All new staff members complete a comprehensive orientation on the agency’s 

complaint and grievance procedures within their first week of employment. 

 
IV. COMPLAINT INVESTIGATION POLICY (Division Circular #15) 
[AGENCY NAME] follows Division Circular #15 standards for internal complaint 
investigations related to staff performance and service delivery. 

1. Responsibility for Investigation: 
o The SCS oversees the assignment and progress of investigations. 
o Staff conducting the review are selected to ensure impartiality and 

professionalism. 
2. Timeframe for Investigation: 

o Investigations begin within three business days of complaint receipt and are 
completed within 10 business days. 

3. Protective Actions During Investigation: 
o The agency administrator ensures that individuals’ health and safety are 

prioritized. 
o Temporary adjustments, such as staff reassignment, are implemented as 

needed. 
4. Documentation of Findings: 

o The investigator records findings in a comprehensive report, detailing the 
complaint, investigative steps, outcomes, and corrective actions. 

o The final report is shared with the Executive Director and securely stored in 
the agency’s records. 

5. Notification of Results: 
o The complainant is informed of the investigation results within the designated 

timeframe. 
o Communication is conducted respectfully and includes an explanation of any 

corrective actions taken. 

 
V. QUALITY MANAGEMENT 

1. Incorporating Complaint Trends: 
o Data from complaint records are included in the agency’s Quality 

Management Plan, with quarterly updates reviewed by the Executive Director. 
o Trends are analyzed to identify areas for systemic improvement, such as staff 

training needs or policy revisions. 
2. Policy Updates: 

o Based on complaint trends and Division updates, the agency revises policies 
and procedures to address recurring issues or regulatory changes. 

 
REFERENCES 

• Division Circular #15: Standards for complaint investigations and reporting. 
• New Jersey Department of Human Services, Division of Developmental 

Disabilities (DDD): Regulatory guidelines. 
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APPENDICES 

 
Appendix A: Sample Complaint Form Template 

[AGENCY NAME] 
Complaint Form 

Instructions: 
This form is used to document complaints or grievances regarding the services provided by 
[AGENCY NAME]. Please complete all sections to the best of your ability and submit the 
form to any staff member or directly to the Support Coordination Supervisor. 

 

Complainant Information: 

• Full Name: _____________________________________________ 
• Contact Information: (Phone) _______________ (Email) _______________ 
• Relationship to the Individual Receiving Services: 

( ) Individual Receiving Services 
( ) Family Member 
( ) Caregiver 
( ) Other (please specify): _________________________ 

 

Complaint Details: 

• Date of Incident: _____________________________________________ 
• Time of Incident: _____________________________________________ 
• Location of Incident: _________________________________________ 
• Description of the Complaint (include details of what happened, names of involved 

parties, and any other relevant information): 

 
 
 
 

Resolution Sought: 

• What resolution or action are you seeking? 

 
 
 

Acknowledgment of Receipt (for Office Use Only): 

• Complaint Received By: ______________________________________ 
• Date: ______________________________________________________ 
• Time: _____________________________________________________ 

© 2025 The Write Direction Inc. All rights reserved.
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Appendix B: Written Notification of Resolution Template 

[AGENCY NAME] 
Notification of Complaint Resolution 

[Date] 

[Complainant’s Name] 
[Address or Email Address] 

Dear [Complainant’s Name], 

Thank you for bringing your concerns to our attention regarding [brief description of the 
complaint]. At [AGENCY NAME], we are committed to addressing all complaints promptly 
and fairly to ensure quality services and satisfaction. 

Summary of Findings: 
After a thorough review of your complaint, we have determined the following: 

[Insert summary of investigation findings, including key details from the review process and 
relevant evidence or interviews.] 

Resolution: 
Based on our findings, the following actions have been taken to address your concerns: 

[Detail the corrective measures, if applicable, or explain why no further action is required. Be 
specific and professional in outlining the resolution.] 

Next Steps (if applicable): 
If you are dissatisfied with the resolution provided, you may file an appeal by submitting a 
written request to the Support Coordination Supervisor within [number] business days. If 
necessary, the appeal will be escalated to the Executive Director for further review. 

Thank you for giving us the opportunity to improve our services and ensure your satisfaction. 
Should you have any additional questions or require further clarification, please do not 
hesitate to contact us at [phone number] or [email address]. 

Sincerely, 
[Support Coordination Supervisor/Executive Director Name] 
[Title] 
[AGENCY NAME] 
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HIPAA Compliance and PHI                                                       
I. PURPOSE 
The purpose of this section is to ensure that [AGENCY NAME] maintains full compliance 
with the Health Insurance Portability and Accountability Act (HIPAA) and all associated 
regulations. This section establishes safeguards for the confidentiality, integrity, and 
availability of Protected Health Information (PHI) and describes the organization’s 
commitment to secure documentation practices and regulatory compliance. 

 
II. POLICY 
[AGENCY NAME] implements robust measures to secure and manage Protected Health 
Information (PHI) as required by HIPAA. The agency’s policy ensures that all 
documentation, both paper-based and electronic, adheres to regulatory standards, 
safeguarding the privacy and rights of individuals served. 

1. Documentation Standards: 
o All records, including Individualized Service Plans (ISPs), Person-Centered 

Planning Tools (PCPTs), and related documents, are maintained securely 
with appropriate physical and electronic safeguards. 

o Corrections to records, whether paper or electronic, are made in compliance 
with documented procedures, ensuring accuracy and accountability. 

2. Confidentiality and Access Control: 
o PHI is accessed only by authorized personnel who require the information to 

provide services or perform administrative tasks. 
o Access to paper records is restricted to locked file storage, and electronic 

records are safeguarded by password-protected systems and encryption 
technology. 

3. Release of Information: 
o Written authorization is obtained from individuals or their legal guardians 

before PHI is disclosed to third parties. 
o All disclosures are logged, and reasons for sharing information are 

documented to ensure transparency and compliance. 
4. Fraud Prevention: 

o All staff are trained to identify and prevent fraudulent documentation 
practices. 

o The agency ensures that all records are accurate, complete, and reflective of 
actual service delivery. 

5. Compliance Monitoring: 
o The Support Coordination Supervisor (SCS) performs quarterly reviews of 

records to ensure HIPAA compliance and identify areas for improvement. 
o Non-compliance is addressed immediately through corrective action plans 

and additional staff training. 

 
III. PROCEDURE 
A. Documentation and Storage of PHI 

1. Paper-Based Records: 
o Case records, including ISPs and PCPTs, are stored in locked file cabinets 

accessible only to authorized staff. 

Policy Title: HIPAA Compliance and PHI                                                      Policy Number: 7.0 
Category: HIPAA Compliance and PHI                                             Effective Date: TBD  
Reference Number: 007                                      Revision Date: TBD 
Scope: All Services 
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o Errors in paper records are corrected by drawing a single line through the 
incorrect entry, adding the initials of the correcting individual, and including 
the date of correction. No erasures, deletions, or whiteouts are permitted. 

2. Electronic Records: 
o All documentation is uploaded into the iRecord system. Once uploaded, 

documents cannot be altered. 
o If corrections are necessary, the responsible staff member enters a 

supplemental case note explaining the correction, including the date and time 
of the update. 

3. Secure Destruction: 
o Outdated or no longer needed paper records are shredded onsite to prevent 

unauthorized access. 
o Electronic files are permanently deleted following secure data destruction 

protocols. 
B. Release of Protected Health Information 

1. Authorization Process: 
o Individuals or their legal guardians complete a written authorization form 

before PHI is shared with external entities. 
o The Support Coordinator reviews the request to confirm the necessity and 

appropriateness of the disclosure. 
2. Logging Disclosures: 

o The agency maintains a disclosure log detailing the date, recipient, and 
purpose of shared information. 

o The SCS conducts monthly reviews of disclosure logs to ensure compliance 
with agency policies. 
 

C. Compliance with Required Documents 
[AGENCY NAME] ensures that the following documents are completed, stored, and 
reviewed in compliance with regulatory standards: 

• SC Monitoring Tool: Used for tracking the status of services and compliance with 
ISPs. 

• Person-Centered Planning Tool (PCPT): A detailed record of individual goals and 
preferences. 

• Individualized Service Plan (ISP): A comprehensive plan for each individual’s care 
and support. 

• Participant Statement of Rights and Responsibilities: Ensures individuals 
understand their rights regarding services and privacy. 

• ISP Quality Review Checklist: Ensures ISPs meet quality and compliance 
standards. 

• F3 Form – DVRS or CBVI Determination Form: Used for individuals eligible for 
Division of Vocational Rehabilitation Services (DVRS) or Commission for the Blind 
and Visually Impaired (CBVI) services. 

• F6 Form – Non-Referral to DVRS or CBVI Form: Documents non-referral reasons 
for individuals not seeking vocational services. 
 

D. Fraud Prevention Measures 
1. Training and Awareness: 

o Staff participate in annual training to identify fraudulent documentation 
practices and understand the consequences of non-compliance. 

2. Internal Monitoring: 
o The SCS conducts quarterly audits of both paper and electronic records to 

detect and address discrepancies. 
o Any discrepancies are reported to the Executive Director for further review 

and action. 
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IV. TRAINING AND EDUCATION 
1. HIPAA Training: 

o All staff receive HIPAA training upon hiring and annually thereafter. 
o Training covers confidentiality protocols, secure handling of PHI, and the 

process for correcting documentation. 
2. New Employee Orientation: 

o During onboarding, new hires review the agency’s HIPAA compliance policies 
and sign a confidentiality agreement. 

3. Ongoing Education: 
o The agency provides updates on HIPAA regulations and best practices during 

quarterly staff meetings. 

 
V. INCIDENT MANAGEMENT 

1. Reporting Breaches: 
o Any suspected breach of PHI is reported immediately to the Incident 

Reporting Officer. 
o A thorough investigation is conducted to determine the scope and impact of 

the breach. 
2. Corrective Actions: 

o The agency implements corrective actions, such as additional staff training or 
procedural updates, to prevent future occurrences. 

 
VI. QUALITY MANAGEMENT AND CONTINUOUS IMPROVEMENT 

1. Quarterly Audits: 
o The SCS reviews PHI management practices quarterly, focusing on 

documentation accuracy, storage security, and disclosure compliance. 
2. Feedback Integration: 

o Findings from audits and staff feedback are used to refine policies and 
enhance compliance strategies. 

3. Compliance with Updates: 
o The agency incorporates updates to HIPAA regulations into policies and 

provides training to ensure staff adherence. 

 
REFERENCES 

• HIPAA Privacy Rule: Standards for safeguarding Protected Health Information. 
• New Jersey Department of Human Services, Division of Developmental 

Disabilities (DDD): Regulatory framework for documentation and privacy. 
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APPENDICES 

Appendix A: PHI Authorization Form Template 

[AGENCY NAME] 
Authorization for Release of Protected Health Information (PHI) 

 

Individual Information: 
Name: ________________________________________ 
Date of Birth: _________________________________ 
Address: ______________________________________ 
Phone Number: ________________________________ 

 

Recipient Information: 
I authorize [AGENCY NAME] to release my PHI to: 

Name/Organization: _____________________________ 
Address: ______________________________________ 
Phone Number: ________________________________ 
Fax Number: ___________________________________ 

 

Purpose of Disclosure: 

☐ Coordination of Care 

☐ Legal Proceedings 

☐ Insurance Verification 

☐ Other (specify): ______________________________ 

 

Information to Be Disclosed: 

☐ Medical Records 

☐ Individualized Service Plan (ISP) 

☐ Progress Notes 

☐ Assessments and Evaluations 

☐ Other (specify): ______________________________ 

 

Expiration of Authorization: 
This authorization is valid until: __________________ (specific date) or until the following 
event occurs: ___________________________. 
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Acknowledgment and Consent: 
I understand that I may revoke this authorization in writing at any time, except to the extent 
that action has already been taken based on this authorization. I understand that information 
disclosed pursuant to this authorization may be subject to redisclosure by the recipient and 
no longer protected under HIPAA regulations. 

Signature: ______________________________________ 
Date: __________________________________________ 

Legal Guardian/Representative (if applicable): _________ 
Relationship to Individual: __________________________ 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

© 2025 The Write Direction Inc. All rights reserved.



 

 

 31 

 Support Coordination Agency in New Jersey 

 |     POLICIES AND PROCEDURES 

MANUAL 

Appendix B: HIPAA Compliance Checklist 

[AGENCY NAME] 
Quarterly HIPAA Compliance Audit Checklist 

Category Criteria Status Comments 

Documentation All case records are stored securely 
(locked cabinets for paper, encrypted 
systems for digital). 

☐ Compliant 

☐ Non-

Compliant 

 

 
Corrections are made per policy 
(single line, initials, date for paper; 
supplemental notes for digital). 

☐ Compliant 

☐ Non-

Compliant 

 

Access Control Only authorized staff have access to 
PHI. 

☐ Compliant 

☐ Non-

Compliant 

 

 
Passwords for electronic systems 
are regularly updated. 

☐ Compliant 

☐ Non-

Compliant 

 

Release of 
Information 

All PHI disclosures are logged and 
include purpose, recipient, and date. 

☐ Compliant 

☐ Non-

Compliant 

 

 
Written authorizations are obtained 
for all disclosures. 

☐ Compliant 

☐ Non-

Compliant 

 

Training All staff completed HIPAA training in 
the last 12 months. 

☐ Compliant 

☐ Non-

Compliant 

 

 
New hires completed HIPAA 
orientation within their first 7 days. 

☐ Compliant 

☐ Non-

Compliant 

 

Breach 
Management 

All reported breaches were 
investigated, and corrective actions 
were documented. 

☐ Compliant 

☐ Non-

Compliant 

 

Quality 
Improvement 

Feedback from audits has been 
incorporated into updated policies 
and training materials. 

☐ Compliant 

☐ Non-

Compliant 
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Emergency Procedure 
Purpose 
The purpose of this section is to detail the policies and procedures governing emergency 
responses and on-call coverage at [AGENCY NAME], ensuring compliance with New Jersey 
Department of Human Services, Division of Developmental Disabilities (DDD) Circulars #14, 
#20, and related regulations. This policy outlines staff responsibilities in life-threatening 
emergencies, reporting requirements for unusual incidents, and mechanisms for providing 
24/7 support coordination services, with a commitment to the safety, dignity, and rights of 
individuals served. 

 
Policy 
Emergency Responses and Reporting 
[AGENCY NAME] adheres to Division Circular #20, ensuring all emergencies, including life-
threatening situations, are managed promptly and appropriately. All staff members respond 
to emergencies by prioritizing individual safety and well-being, initiating emergency 
protocols, and contacting necessary emergency services, including 911, as mandated by 
Danielle’s Law. 

In alignment with Division Circular #14, incidents are documented and reported to the 
appropriate stakeholders, including the Division, individuals served, family members, 
guardians, and other designated parties. Each step of the incident response process 
ensures compliance with regulatory requirements while protecting individual rights and 
confidentiality. 

On-Call Coverage 
[AGENCY NAME] ensures continuous access to support coordination services by providing 
on-call availability outside of regular business hours. Support Coordinators (SCs) or 
designated on-call personnel respond promptly to emergent and non-emergent situations, 
coordinate necessary resources, and document all interactions. On-call services align with 
Division expectations, ensuring individuals served receive timely assistance regardless of 
the time or day. 

Business Hours and Holiday Schedule 
[AGENCY NAME] operates Monday through Friday, from 9:00 AM to 5:00 PM. After-hours 
coverage is provided via an established on-call system. The agency observes federal 
holidays, including New Year’s Day, Independence Day, Thanksgiving, and Christmas Day. 
On these days, emergency support remains accessible through the on-call mechanism. 

 
Procedure 
 
A. Emergency Response Protocol 
1. Life-Threatening Situations 
Immediate Action 
When a life-threatening emergency arises, the safety and well-being of the individual are 
prioritized above all else. Every staff member at [AGENCY NAME] is trained to recognize 
life-threatening scenarios, such as severe medical distress, injury, or environmental hazards. 
Upon witnessing or being alerted to such an emergency, the responding staff member 

Policy Title: Emergency Procedure                                                Policy Number: 8.0 
Category: Emergency Procedure and On-Call Coverage                 Effective Date: TBD  
Reference Number: 008                                     Revision Date: TBD 
Scope: All Services 
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immediately calls 911. This action is in full compliance with Danielle’s Law, which mandates 
that all direct support professionals take swift action to secure emergency assistance. 

The staff member remains with the individual to provide reassurance and gather critical 
information for emergency responders. This may include describing the individual’s 
condition, recounting the events leading to the emergency, and offering any known medical 
history or current medications. Continuous support ensures that the individual feels cared for 
during what could be a traumatic experience. 

Notifying Stakeholders 
After calling 911, the staff member promptly contacts the Support Coordination Supervisor 
(SCS). This notification ensures a coordinated response and adherence to reporting 
requirements. The SCS takes charge of informing relevant stakeholders, ensuring 
transparency and timely communication. Notifications are conducted as follows: 

• Family or Guardian: The individual’s family or legal guardian is informed within two 
hours of the incident. Communication is handled with sensitivity, providing clear and 
accurate details about the situation and actions taken. The SCS ensures that families 
are reassured of the individual’s care and safety. 

• Division Notification: The SCS prepares and submits the Division’s Initial Incident 
Report (UIR) form by the end of the business day. This report includes a detailed 
account of the emergency and actions taken. Submission deadlines are strictly 
observed to maintain regulatory compliance. 

• Local Law Enforcement: If the emergency involves potential criminal activity, 
abuse, neglect, or situations requiring further investigation, local law enforcement is 
contacted. The SCS ensures that all relevant information is provided, facilitating any 
necessary follow-up by authorities. 

2. Unusual Incident Reporting (UIR) 

Initial Documentation 
To ensure accurate and comprehensive reporting, the responding staff member completes 
the Division’s Initial Incident Report form before their shift ends. The report serves as an 
official record of the event and includes the following critical details: 

• Date, Time, and Location: Precise documentation of when and where the incident 
occurred ensures clarity and accountability. 

• Nature of the Incident: A detailed description of the event, written in factual and 
objective terms, outlines the sequence of actions taken and any contributing factors. 

• Involved Individuals: The report lists all parties involved, including the affected 
individual, witnesses, and staff present during the emergency. Names, roles, and 
contact information are included for follow-up purposes. 

Staff members are trained to avoid subjective language or assumptions in their 
documentation. Clarity, accuracy, and adherence to factual reporting standards are 
emphasized during regular training sessions. 

Review and Submission 
The completed report is immediately submitted to the SCS for review. The SCS evaluates 
the report for completeness, accuracy, and compliance with Division standards. Any gaps or 
inconsistencies are addressed through direct follow-up with the reporting staff. 
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Once approved, the SCS forwards the report to the Division’s Office of Risk Management 
within the specified timeframe. Adherence to these deadlines ensures that [AGENCY NAME] 
remains in good standing with regulatory bodies and demonstrates a commitment to 
transparent and responsible care. 

3. Post-Emergency Follow-Up 

Debriefing 
The day following an emergency, the SCS convenes a debriefing session with involved staff 
members. This meeting serves several purposes: 

• Incident Review: Participants analyze the sequence of events to identify strengths 
and weaknesses in the emergency response. 

• Policy Updates: If necessary, the SCS recommends updates to emergency 
procedures to address identified gaps or improve efficiency. 

• Staff Support: Debriefing sessions provide an opportunity for staff to process the 
event and discuss any emotional or psychological impacts. 

Support Services 
[AGENCY NAME] ensures that individuals and their families receive appropriate follow-up 
care after an emergency. The SCS coordinates the provision of counseling, therapy, or other 
resources as needed. Additionally, families are kept informed of any changes to the 
individual’s care plan, ensuring ongoing collaboration and trust. 

 

B. On-Call Coverage Protocol 

1. On-Call Scheduling 

Scheduling Responsibilities 
The Support Coordination Supervisor (SCS) creates and manages an on-call schedule to 
provide 24/7 coverage. Scheduling ensures that qualified Support Coordinators (SCs) are 
available during evenings, weekends, and holidays. The SCS balances staff workloads to 
prevent burnout and maintain consistent service quality. 

Each SC on the schedule is equipped with access to necessary tools, including a dedicated 
after-hours phone line (646-504-0655) and training in emergency protocols. Contact details 
and shift assignments are shared with all staff, individuals served, and their families during 
orientation sessions. 

2. Responding to After-Hours Emergencies 

Call Routing 
After-hours calls are automatically routed to the designated on-call SC via the agency’s 
phone system. This streamlined process ensures that individuals and their families can 
access assistance without delay. 

Assessment and Response 
Upon receiving a call, the on-call SC conducts an initial assessment to determine the nature 
and urgency of the situation. The SC follows these steps: 

© 2025 The Write Direction Inc. All rights reserved.
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• Emergency Services Coordination: If the situation is life-threatening, the SC 
immediately contacts emergency services, such as 911, and provides relevant 
information. 

• Resource Coordination: For non-life-threatening but urgent situations, the SC 
identifies and coordinates appropriate resources. This may include contacting 
medical providers, arranging temporary accommodations, or liaising with local 
agencies. 

• Follow-Up Planning: The SC schedules a follow-up meeting during regular business 
hours to ensure the issue is fully addressed and resolved. 
 

Each interaction is guided by a commitment to respect, empathy, and professionalism, 
reflecting the agency’s core values. 

3. Non-Emergent Issues 

Guidance and Support 
For concerns that do not require immediate action, the on-call SC provides clear guidance 
and reassurance to the individual or family. Common scenarios include questions about 
upcoming appointments, clarification of care plans, or requests for additional resources. 

The SC documents all interactions and schedules follow-up appointments as needed. This 
ensures that non-emergent issues are addressed promptly without disrupting the agency’s 
workflow. 

4. Documentation 

Comprehensive Record-Keeping 
All after-hours interactions are documented in iRecord, the agency’s centralized case 
management system. Each entry includes: 

• Caller Information: The name and contact details of the individual or family member 
initiating the call. 

• Nature of the Call: A summary of the issue, including whether it was emergent or 
non-emergent. 

• Actions Taken: A detailed account of the SC’s response, including referrals, 
resources provided, and any scheduled follow-ups. 

• Resolution Status: Notes indicating whether the issue was resolved during the call 
or requires additional action. 
 

The SCS reviews these records weekly to ensure accuracy and identify trends or recurring 
issues that may require policy adjustments. 

 
C. Training and Compliance 

1. Emergency Procedure Training 

o Initial Training: All new staff members receive comprehensive training on 
emergency procedures, including Danielle’s Law, during their orientation. 

o Ongoing Training: Regular refreshers ensure staff are familiar with current 
protocols and regulatory requirements. 
 
 

2. Evaluation and Oversight 

© 2025 The Write Direction Inc. All rights reserved.
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o The SCS conducts quarterly reviews of staff adherence to emergency and 
on-call protocols. Any deviations are addressed through corrective action 
plans. 

3. Collaboration with the Division 

o [AGENCY NAME] maintains open communication with Division 
representatives, providing updates on incident trends and procedural 
improvements. 

 
References 

• Division Circular #14: Reporting Unusual Incidents 
• Division Circular #20: Life-Threatening Emergencies and Danielle’s Law 
• [AGENCY NAME] On-Call Manual 
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Reporting Medical Waste, Fraud, and Abuse            
I. Purpose 
The purpose of this section is to establish a comprehensive framework for identifying, 
preventing, and reporting Medicaid waste, fraud, and abuse within [AGENCY NAME]. This 
policy ensures compliance with Division Circular #54 and related state and federal 
regulations. By detailing the procedures and responsibilities for handling such issues, the 
agency promotes transparency, accountability, and the ethical use of Medicaid funds while 
protecting the rights and confidentiality of individuals served and staff members. 

 
II. Policy 
Commitment to Compliance and Ethical Practices 
[AGENCY NAME] is dedicated to upholding the integrity of Medicaid-funded programs. All 
personnel are responsible for safeguarding public resources and ensuring that services 
provided align with legal and ethical standards. This policy outlines clear roles and 
responsibilities, mechanisms for reporting concerns, and protections for individuals who 
report suspected violations. 
 
Definitions 

• Medicaid Waste: Overutilization or misuse of resources resulting in unnecessary 
costs to the Medicaid program. 

• Medicaid Fraud: Intentional misrepresentation of information to secure unauthorized 
benefits or payments. 

• Medicaid Abuse: Practices inconsistent with accepted standards of care that result 
in unnecessary costs or reimbursement for medically unnecessary services. 
 

Compliance Expectations 
All staff members adhere to this policy by: 

1. Recognizing and addressing potential violations, including billing inaccuracies or 
service misrepresentation. 

2. Reporting concerns promptly using the designated reporting channels. 
3. Participating in training programs designed to increase awareness and reduce the 

risks of Medicaid waste, fraud, and abuse. 
 

[AGENCY NAME] implements preventive measures, including regular audits and internal 
reviews, to minimize risks and maintain compliance with Division Circular #54. 

 
III. Procedure 
A. Identification and Prevention 
1. Training and Awareness 

• The Agency Director ensures that all employees receive initial and ongoing training 
on Medicaid fraud, waste, and abuse. Training includes: 

o Definitions and examples of Medicaid fraud, waste, and abuse. 
o Common documentation errors and their consequences. 
o Whistleblower protections under federal and state laws. 
o Proper use of the Medicaid Fraud Division resources, including materials 

available at Medicaid Fraud Division. 

Policy Title: Reporting Medical Waste, Fraud, and Abuse           Policy Number: 9.0 
Category: Reporting Medical Waste, Fraud, and Abuse                   Effective Date: TBD  
Reference Number: 009                                     Revision Date: TBD 
Scope: All Services 
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• Training sessions are documented in the agency’s personnel records, with 
completion dates and signatures of participants. 

2. Risk Identification and Audit Process 
• The Agency Director appoints a Compliance Officer responsible for conducting 

regular audits to detect potential risks. 
• Audits involve a review of: 

o Billing records to identify duplicate claims or services not rendered. 
o Service plans to ensure alignment with assessments and evaluations. 
o Staff documentation for errors, omissions, or patterns suggesting misuse of 

funds. 
• Findings from audits are summarized in a compliance report reviewed by the Support 

Coordination Supervisor (SCS) and Agency Director. 

 
B. Reporting Medicaid Waste, Fraud, and Abuse 
1. Recognizing Violations 
Staff are trained to identify red flags, including but not limited to: 

• Billing for services not rendered (e.g., canceled appointments, no-shows). 
• Misrepresentation of service providers, such as unqualified staff. 
• Billing for duplicate services or incorrect dates of service. 
• Falsified or incomplete documentation, including missing signatures or reused 

content across multiple records. 
 

2. Internal Reporting Process 
• Concerns are reported immediately to the Compliance Officer. The reporting staff 

member provides: 
o A description of the issue, including dates and specific incidents. 
o Supporting documentation, if available. 

• The Compliance Officer logs the report, assigns a unique reference number, and 
initiates a preliminary review within 24 hours. 

3. External Reporting 
If the issue warrants external reporting, the Compliance Officer: 

• Contacts the Medicaid Fraud Division using the official hotline (1-888-9FRAUD5). 
• Prepares a detailed report, including: 

o The nature of the suspected violation. 
o Actions taken by the agency to investigate or address the issue. 
o Contact information for agency personnel involved in the case. 

• Submits the report to the NJ Office of the State Comptroller when required, following 
guidelines outlined on the Provider Compliance Program. 
 

4. Confidentiality and Protections 
• Reports are treated with strict confidentiality to protect the identity of the reporting 

individual. 
• Whistleblower protections are communicated to all staff, ensuring no retaliation 

occurs for good-faith reporting of suspected fraud, waste, or abuse. 

 
C. Investigating Reports of Medicaid Waste, Fraud, and Abuse 
1. Internal Investigation 

• The Compliance Officer initiates an investigation within 48 hours of receiving a 
report. This process includes: 

o Interviewing relevant staff and reviewing associated documentation. 
o Verifying claims and cross-checking records to identify discrepancies. 

• Findings are documented in an investigation report reviewed by the Agency Director. 
2. Corrective Actions 

• If violations are confirmed, corrective actions are implemented promptly, such as: 
o Disciplinary measures for staff involved in fraudulent activities. 
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o Revision of internal processes to prevent recurrence. 
o Enhanced training or supervision for staff with documentation errors. 

 
3. Collaboration with External Authorities 

• The agency cooperates fully with the Medicaid Fraud Division during external 
investigations. 

• All requested documentation is submitted promptly, and designated staff serve as 
points of contact for inquiries. 

 
D. Monitoring and Continuous Improvement 
1. Performance Metrics 

• The Compliance Officer tracks the following key performance indicators: 
o Frequency of reported concerns and types of violations. 
o Outcomes of internal audits and investigations. 
o Staff training completion rates. 

 
2. Regular Review of Policies 

• Policies related to Medicaid fraud, waste, and abuse are reviewed annually by the 
Agency Director and updated based on regulatory changes or identified gaps. 
 

3. Feedback Mechanisms 
• Staff and individuals served are encouraged to provide feedback on the agency’s 

compliance practices through: 
o Anonymous surveys. 
o Periodic meetings with the Compliance Officer. 

 
IV. Responsibilities 
1. Compliance Officer 

• Oversees training programs and ensures all staff understand their roles in preventing 
Medicaid waste, fraud, and abuse. 

• Conducts internal audits and investigations, maintaining detailed records of findings 
and actions taken. 

• Reports confirmed violations to external authorities in accordance with Division 
Circular #54. 

2. Agency Director 
• Reviews compliance reports and ensures corrective actions are implemented 

effectively. 
• Communicates the importance of ethical practices and supports a culture of 

accountability. 
 

3. Support Coordination Supervisor (SCS) 
• Monitors staff adherence to documentation standards and provides coaching as 

needed. 
• Liaises with the Compliance Officer to address audit findings or reported concerns. 

 
4. All Staff Members 

• Participate in training programs and report any concerns regarding Medicaid waste, 
fraud, or abuse. 

• Maintain accurate and honest records of services provided. 

 
V. References and Resources 

• Division Circular #54: Reporting Medicaid Waste, Fraud, and Abuse 
• NJ Medicaid Fraud Division: https://www.nj.gov/oag/medicaidfraud/ 
• NJ Office of the State Comptroller: https://www.nj.gov/comptroller/ 
• Medicaid Fraud Hotline: 1-888-9FRAUD5 
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Human Rights 
I. Purpose 
The purpose of this policy is to establish clear and detailed guidelines for [AGENCY NAME] 
staff to protect and advocate for the human and civil rights of individuals with developmental 
disabilities. The policy aligns with the requirements outlined in Division Circular #5 and 
ensures the dignity, respect, and inclusion of all individuals served by the organization. It 
also defines processes for documenting and addressing concerns regarding rights 
restrictions and provides a structured approach for referral to the Division Human Rights 
Committee (HRC) when necessary. 

 
II. Policy 
Commitment to Upholding Rights 
[AGENCY NAME] prioritizes the protection of the fundamental rights of individuals with 
developmental disabilities. Staff members at all levels are dedicated to respecting and 
safeguarding these rights while fostering an environment that supports independence, 
choice, and self-determination. This policy outlines specific roles, responsibilities, and 
processes for identifying, documenting, and resolving concerns regarding individual rights. 
 
Definitions 

• Human Rights: The basic rights and freedoms to which all individuals are entitled, 
including autonomy, privacy, dignity, and protection from harm. 

• Rights Restrictions: Any limitation or denial of an individual’s basic rights as part of 
their care plan, often implemented for safety or therapeutic reasons. 

• Human Rights Committee (HRC): A body designated by the Division to review and 
monitor rights restrictions and ensure compliance with applicable regulations. 
 

Compliance Standards 
The agency adheres to Division Circular #5 and related guidelines, which emphasize: 

1. Clear documentation of rights restrictions and the reasons for their implementation. 
2. Staff advocacy for the restoration of rights whenever feasible. 
3. Transparent communication with individuals, families, and guardians regarding their 

rights. 
 

All individuals and their guardians receive a signed copy of the Participant Rights and 
Responsibilities document upon admission to the program. 

 
III. Procedure 
A. Staff Responsibilities 
1. Advocacy and Awareness 

• All staff members are trained during onboarding and annually thereafter to 
understand the rights of individuals with developmental disabilities, as outlined in the 
Division Circular #5. 

• Support Coordinators (SCs) actively advocate for the restoration and protection of 
individual rights during all phases of care planning and service delivery. 

• The Support Coordination Supervisor (SCS) oversees compliance and provides 
additional guidance when concerns arise. 
 
 

Policy Title: Human Rights                                                              Policy Number: 10.0 
Category: Human Rights                                                                   Effective Date: TBD  
Reference Number: 010                                     Revision Date: TBD 
Scope: All Services 

© 2025 The Write Direction Inc. All rights reserved.

jomjom

jomjom

jomjom

jomjom

jomjom



 

 

 41 

 Support Coordination Agency in New Jersey 

 |     POLICIES AND PROCEDURES 

MANUAL 

2. Identification of Rights Concerns 
• Staff members monitor interactions, behaviors, and care plans for any indication of 

rights concerns. Examples include: 
o Limitations on an individual’s freedom of movement. 
o Restrictions on access to personal belongings or financial resources. 
o Decisions made without the individual’s input or consent. 

 
When a concern is identified, the staff member documents the issue in the individual’s 
record and notifies the SCS immediately. 
 
3. Documenting Restrictions 

• The SCS ensures that any rights restrictions are clearly documented in the 
individual’s case file, including: 

o The specific restriction and its justification. 
o The anticipated duration of the restriction. 
o Steps being taken to mitigate or remove the restriction. 

 
• Documentation includes input from the individual, their family or guardian, and other 

relevant stakeholders. 

 
B. Referral Process to the Human Rights Committee (HRC) 
1. When a Referral is Made 

• A referral to the HRC is required when: 
o A new rights restriction is proposed as part of an individual’s care plan. 
o An existing restriction requires extension or modification. 
o An individual, family member, or guardian disputes a rights restriction. 

 
2. Preparing the Referral 

• The SC prepares a referral packet containing: 
o A detailed description of the restriction and its rationale. 
o Supporting documentation, including assessments or incident reports. 
o Efforts taken to address the concern without imposing restrictions. 

 
• The SCS reviews the packet for completeness and forwards it to the HRC within five 

business days. 
 

3. Communication with Stakeholders 
• The individual and their family or guardian are informed of the referral and provided 

with a summary of the process. 
• The SC ensures that stakeholders understand their role in advocating for the 

individual’s rights during the review. 

 
 
 
Note to Readers: 
 
Thank you for exploring this sample of our work. To keep our online showcase concise, we 
have provided only a selection from this piece. 
 
Should you be interested in viewing the complete work or explore more of our portfolio, 
please don't hesitate to reach out. We're more than happy to provide additional samples 
upon request. 
 
Thank you, 
The Write Direction Team 
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