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Policy 001: Introduc1on and Purpose of the Manual 
 

1. Introduction 
The [COMPANY NAME] Policies and Procedures Manual serves as the foundation for organizational 
operations. This document establishes the standards and protocols necessary to achieve the 
organization’s mission, vision, and service goals while ensuring compliance with regulatory 
requirements. 

 
1.1 Purpose 
The purpose of this manual is to: 

• Define and standardize procedures across the organization. 
• Promote accountability, consistency, and efficiency in service delivery. 
• Ensure alignment with the mission and vision of [COMPANY NAME]. 
• Facilitate compliance with local, state, and federal regulations, including the Mississippi 

Department of Mental Health (DMH) standards. 
 

1.2 Scope 
This manual applies to: 

• All employees, contractors, and volunteers of [COMPANY NAME]. 
• All programs and services provided by the organization, including outpatient, intensive 

outpatient, day treatment, and community-based care. 
• Governance, clinical operations, and administrative functions. 

 
1.3 Definitions 
The following terms are defined to ensure clarity: 

• Behavioral Health Services: A range of services addressing mental, emotional, and 
substance use challenges. 

• Psychosocial Rehabilitation (PSR): An evidence-based therapeutic approach for 
individuals with severe mental illnesses focusing on recovery and life skills. 

• Wraparound Services: Individualized care plans emphasizing strengths-based, team-driven 
solutions for children and youth with complex needs. 

• Medication Management: The ongoing process of prescribing, monitoring, and adjusting 
medications for mental health conditions. 

• Recovery and Community Support (Peer and Community Support): Programs providing 
accessible mental health services regardless of financial or geographical barriers. 

• Day Treatment: Intensive outpatient care enabling individuals to maintain home life while 
attending regular therapeutic sessions. 

• Outpatient Therapy: Outpatient rehabilitation services for managing addiction through 
various interventions like counseling and family therapy. 

• Peer Support Specialist: Certified professionals using their lived experience to support 
others in recovery. 

 
1.4 Organizational Background 
[COMPANY NAME] specializes in providing a range of mental health and substance use services 
tailored to senior adults and other populations. The organization’s multidisciplinary team includes: 

• Psychiatric Nurse Practitioners 
• Licensed Professional Counselors 
• Intake Coordinators/Case Managers 
• Clinical and Marketing Directors 
• Licensed Social Workers (LCSW, MSW) 
• Mental Health Therapists 
• Community Support Specialists 
• Peer Support Specialists 

 
1.5 Mission and Vision 
Mission: Our mission at [COMPANY NAME] is to make comprehensive mental healthcare more 
accessible to those diagnosed with co-occurring mental illness by creating a strong network of 
resources and community-based services. 
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Vision: [COMPANY NAME] supports society's mental health and overall wellness by employing 
compassionate and knowledgeable professionals. The organization focuses on sustainable change, 
guiding individuals to live beyond addiction and mental illness with integrity, dignity, humility, and 
grace. 
 
Motto: “At [COMPANY], there is only one way that you can go, and that is up!” 

 
Service Overview 
Clients at [COMPANY NAME] receive individualized care in a safe and supportive environment. 
Programs include: 

• Intensive Outpatient (Adult and adolescent) Program/Care (IOP): Structured, time-limited 
support combining group and individual therapy, family counseling, psychoeducation, and 
medication management. 

• Outpatient Therapy: Outpatient programs for adults and adolescents emphasizing recovery 
through therapy, education, and medication. 

• Day Treatment: Intensive outpatient care enabling individuals to maintain home life while 
attending regular therapeutic sessions. 

• Psychosocial Rehabilitation (PSR): Focused on life skills, social relationships, and 
community reintegration for severe mental illnesses. 

• Recovery and Community Support (Peer and Community Support): A wide array of 
accessible mental health services delivered in community settings. 

• Wraparound Services: Holistic, team-based planning focused on individual strengths and 
needs. 

• DUI Services 
• Wraparound services 
• Telehealth 
• Psychiatric Services and Medication Management 
• Opioid Treatment Program 
• Assessment and Referrals 
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Policy 002: Organiza1on and Management 
Effective Dates: [Insert Effective Date] 
Reviewed and Revised Dates: [Insert Reviewed/Revised Dates] 
 
2.1 Purpose 
The purpose of this policy is to detail the organizational structure, operational procedures, and 
governance standards at [COMPANY NAME]. This ensures compliance with the Mississippi 
Department of Mental Health (DMH) Operational Standards, promotes effective management, and 
aligns with our mission of providing comprehensive, person-centered mental health services to 
individuals with co-occurring mental health conditions. 
 
2.2 Additional Authority 

• Miss. Code Ann. § 41-4-7 
• DMH Operational Standards for Mental Health, Intellectual/Developmental Disabilities, and 

Substance Use Community Service Providers 
 

2.3 Scope 
This policy applies to all administrative, clinical, and governance staff at [COMPANY NAME], ensuring 
accountability, compliance, and consistent implementation of practices across all programs and 
services. 
 
2.4 Responsible Parties 
The Board of Directors oversees governance and strategic direction. The Executive Director ensures 
day-to-day compliance with governance and operational requirements. Clinical Directors, Managers, 
and staff implement and adhere to established policies and procedures. 
 
2.5 Definitions 

1. Governing Authority: The legal and operational oversight entity for [COMPANY NAME]. 
2. Policies and Procedures Manual: A document outlining operational standards and 

responsibilities to guide staff and management in fulfilling organizational goals. 
3. Operational Plan: A yearly document detailing services, funding, and objectives in 

compliance with DMH requirements. 
 

2.6 Policy Statement 
[COMPANY NAME] maintains a structured governance framework, supported by comprehensive 
policies and procedures, to ensure effective management and compliance with all regulatory 
requirements. The organization emphasizes transparency, accountability, and meaningful 
participation of individuals served in service planning and evaluation. 
 
Organizational Structure 

 
 

Crista Lovett:Chief 
Executive Director 

Clinical Director

LMSW/LMFT /LPC 
Staff 

Community/Peer 
Supervisor

Day Treatment 
Supervisor 

IOP/PSR

Medical Director 

Nurse 

Compliance Officer

Human Resource 
Director 

Billing Administrator 

Administrative Officer

Receptionist/ Office 
Administrator

Intake Coordinator 

Jessica Sanders: 
Deputy Director 
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2.7 Policy 
2.7.1 Governing Authority 

1. [COMPANY NAME] establishes its governance authority through documented bylaws, 
defining roles, election processes, and committee structures. 
a. The Board of Directors meets quarterly, with additional sessions convened as necessary to 
address urgent matters. 
b. Bylaws outline quorum requirements and voting procedures. 

2. Meeting minutes are recorded for all Board meetings and maintained by the Executive 
Assistant, ensuring accessibility for audits and reviews. 

3. Board meetings are open to the public when applicable, with notice provided through the 
organization’s website and local publications. 

4. The organizational structure, as defined by the governance framework, includes an 
organizational chart detailing lines of authority and communication. 
 

2.7.2 Annual Review by Governing Authority 
1. The Board of Directors annually reviews and approves the following: 

a. Budget proposals for the upcoming fiscal year, prepared by the Chief Financial Officer 
(CFO). 
b. Updated policies and procedures, ensuring alignment with DMH standards. 
c. An Emergency and Continuity of Operations Plan, developed collaboratively by the 
Executive Director and Quality Assurance Manager. 

2. The Board evaluates the Executive Director’s performance, documenting results to support 
leadership development and accountability. 

3. A summary of quality assurance measures and outcomes, prepared by the Clinical Director, 
is submitted annually for Board review. 
 

2.7.3 Policies and Procedures Manual 
1. [COMPANY NAME] maintains a comprehensive Policies and Procedures Manual, which is: 

a. Reviewed annually by the Board of Directors, with approval documented in meeting 
minutes. 
b. Updated as needed by the Executive Director and Clinical Director, with changes 
communicated to staff through training sessions and memos. 
c. Accessible at all service locations, ensuring all staff can reference it during daily 
operations. 

2. Employees sign an acknowledgment form upon receipt of updated policies, with 
documentation retained in personnel files. 
 

2.7.4 Annual Operational Plans 
1. The Executive Director, in collaboration with the CFO and Clinical Directors, prepares and 

submits an Annual Operational Plan by July 1 each year. 
a. This plan includes details of required services, geographical service areas, and projected 
funding sources. 
b. It addresses performance metrics from the prior fiscal year and outlines projections for the 
upcoming year. 

2. The Board reviews and approves the plan before submission to DMH. 
3. The Quality Assurance Manager develops a sustainability plan within 90 business days if 

deficiencies are identified by DMH. 
4. The Executive Director coordinates corrective actions, ensuring compliance within the six-

month probationary period if deficiencies persist. 
 

2.7.5 Regional Collaboration and Oversight 
1. For regional commissions, [COMPANY NAME] ensures that agreements and managed care 

contracts meet DMH standards and secure necessary prior approvals. 
a. Public education activities promoting mental health awareness are documented and 
reviewed during annual planning. 
b. Documentation of hazard, casualty, and liability insurance is maintained and updated 
annually. 

2. The Board engages with county supervisors and other stakeholders during annual budget 
presentations, ensuring transparency and collaborative planning. 
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2.8 Procedure 
2.8.1 Governance Implementation 

1. Board Operations: 
a. The Board of Directors convenes quarterly to discuss strategic objectives, financial status, 
and compliance updates. 
b. The Executive Assistant records meeting minutes, distributing them to Board members 
within five business days for review and approval. 

2. Policy Review and Approval: 
a. The Executive Director initiates an annual review of the Policies and Procedures Manual, 
incorporating feedback from Clinical Directors and staff. 
b. Revisions are presented to the Board of Directors during the first quarterly meeting of the 
year. 

3. Organizational Structure Maintenance: 
a. The Human Resources Manager updates the organizational chart annually, reflecting 
changes in staff roles or reporting lines. 
b. The updated chart is distributed to all employees and included in onboarding materials for 
new hires. 

2.8.2 Annual Planning and Reporting 
1. Budget Preparation: 

a. The CFO prepares a detailed budget, including revenue projections and expense 
allocations, for Board approval by June 15. 
b. Variance reports are generated monthly, with findings shared during Board meetings. 

2. Operational Plan Development: 
a. The Executive Director and Clinical Directors compile data on services provided, 
geographical coverage, and performance outcomes. 
b. The Quality Assurance Manager contributes a report on quality measures and client 
satisfaction surveys. 

3. Submission to DMH: 
a. The finalized plan is submitted to DMH by July 1, with acknowledgment of receipt 
documented. 
b. The Executive Director ensures timely responses to any DMH feedback or requests for 
clarification.  
 

2.8.3 Emergency Preparedness 
1. Plan Development: 

a. The Quality Assurance Manager develops an Emergency and Continuity of Operations 
Plan, addressing scenarios such as natural disasters, cybersecurity breaches, and public 
health crises. 
b. The plan is reviewed annually and updated based on lessons learned from prior incidents. 

2. Training and Drills: 
a. Staff participate in quarterly emergency drills, coordinated by the Operations Manager. 
b. Training records are maintained in personnel files and reviewed during audits. 

3. Plan Implementation: 
a. In the event of an emergency, the Executive Director activates the Emergency Operations 
Center and delegates responsibilities to designated team leads. 
 

2.8.4 Quality Assurance and Compliance 
1. Performance Monitoring: 

a. The Quality Assurance Manager collects and analyzes data on service delivery, client 
outcomes, and staff performance. 
b. Findings are presented during monthly staff meetings, with recommendations for 
improvement. 

2. Staff Training: 
a. The Clinical Director ensures all employees complete annual training on updated policies, 
compliance standards, and client care practices. 
b. Training sessions are documented, with evaluations conducted to assess understanding. 

3. Continuous Quality Improvement (CQI): 
a. CQI meetings are led by the Clinical Director quarterly, focusing on reducing emergency 
department usage and improving care coordination. 
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b. Action plans are developed and monitored for effectiveness, with updates shared during 
Board meetings. 

 
2.9 Review and Revision 
The Board of Directors reviews this policy annually to ensure alignment with DMH standards and 
organizational goals. Revisions are documented in meeting minutes and communicated to all staff. 

 
2.10 References 

• Miss. Code Ann. § 41-4-7 
• DMH Operational Standards 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  

© 2025 The Write Direction Inc. All rights reserved.



 

 
 9 

 [COMPANY NAME] 

 |     POLICIES AND PROCEDURES 
MANUAL 

Policy 003: Quality Assurance 
 
Effective Dates: [Insert Effective Date] 
Reviewed and Revised Dates: [Insert Reviewed/Revised Dates] 
 
3.1 Purpose 
The purpose of this policy is to ensure that [COMPANY NAME] maintains a robust quality 
management system that adheres to the operational standards set forth by the Mississippi 
Department of Mental Health (DMH). This policy establishes processes for monitoring, evaluating, 
and improving service delivery to uphold the highest standards of care for clients with mental health, 
intellectual and developmental disabilities (IDD), and substance use disorders (SUD). 
 
3.2 Additional Authority 

• Mississippi Code Annotated § 41-4-7 
• DMH Operational Standards, Chapter 9: Quality Assurance 

 
3.3 Scope 
This policy applies to all programs, services, and staff members at [COMPANY NAME], including 
contractors and volunteers engaged in providing mental health, IDD, and SUD services under the 
auspices of the DMH. 
 
3.4 Responsible Party 
The Quality Assurance Director at [COMPANY NAME] oversees the implementation, monitoring, and 
enforcement of this policy. The Director collaborates with program managers, compliance officers, 
and service providers to ensure adherence to quality standards. Contact: [Insert Contact Information]. 
 
3.5 Definitions 

• Quality Management: The systematic process of ensuring services meet established 
standards and continuous improvement goals. 

• Performance Indicators: Quantifiable measures used to evaluate the quality and 
effectiveness of services. 

• Cultural Competency: The ability to provide services that respect and respond to the cultural 
and linguistic needs of diverse populations. 

• Person-Centered Practices: Approaches that prioritize the individual needs, preferences, 
and goals of clients. 

 
3.6 Policy Statement 
[COMPANY NAME] is dedicated to delivering high-quality, person-centered care that complies with 
the DMH Operational Standards. The organization incorporates evidence-based practices, 
stakeholder feedback, and performance data to achieve continuous improvement. This policy aligns 
with DMH Rule 9.1 to ensure comprehensive quality management across all services. 

 
3.7 Policy 
3.7.1 Performance Indicators and Data Collection 

1. The Quality Assurance Director ensures the collection of DMH-required performance 
indicators, including unduplicated client counts, service utilization metrics, hospital admission 
rates, and crisis intervention outcomes. 

2. Data is collected monthly by program managers and reviewed quarterly by the Quality 
Assurance Committee to identify trends and address gaps in service delivery. 

3. Demographic data, including ethnicity, language, and cultural needs, is analyzed to enhance 
cultural competency and accessibility of services. 

3.7.2 Oversight and Analysis 
1. The Quality Assurance Director coordinates periodic reviews of agency-wide performance 

metrics, incident reports, and client feedback to ensure compliance with DMH Operational 
Standards. 

2. Program managers evaluate service-specific outcomes, including recovery and resiliency 
activities, to develop actionable improvement plans. 

3. Serious incidents are analyzed within 72 hours by the Quality Assurance Team to determine 
root causes and implement corrective actions. 
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3.7.3 Plans of Compliance 
1. The Compliance Officer develops and implements DMH-required Plans of Compliance for 

identified deficiencies. 
2. The Quality Assurance Committee reviews all compliance plans and ensures completion 

within DMH-specified timelines. 
3. Documentation of compliance efforts is maintained for auditing and reporting purposes. 

3.7.4 Person-Centered Practices and HCBS Compliance 
1. The Clinical Director ensures that all IDD services adhere to the Home and Community-

Based Services (HCBS) Settings Final Rule by promoting person-centered practices and 
community inclusion. 

2. Any restrictions to the HCBS Settings Final Rule are documented in individual service plans, 
justified by assessed needs, and approved by the client or their legal representative. 

 
3.8 Procedures 
3.8 Procedures 
3.8.1 Collection and Reporting of Performance Indicators 

1. Monthly Data Collection 
a. Program managers at [COMPANY NAME] consistently collect required performance 
indicators using the standardized Mississippi Department of Mental Health (DMH) reporting 
templates. The data collection process begins immediately after services are delivered to 
ensure accurate and up-to-date documentation. 
b. Indicators collected include detailed metrics such as service utilization rates (number of 
client sessions, types of services delivered, and length of sessions), demographic profiles 
(age, gender, ethnicity, and geographic location of clients), and crisis intervention statistics 
(frequency, duration, and outcomes of crisis events). These indicators provide a holistic view 
of service delivery and client engagement. 
c. Data collection is an ongoing, collaborative effort. Each program manager coordinates with 
clinical and administrative staff to ensure that all client interactions, service outcomes, and 
demographic details are accurately captured. Staff use electronic health record systems 
integrated with DMH requirements to minimize errors and enhance efficiency. 
d. The Quality Assurance (QA) Coordinator reviews the data collected by program managers 
on a bi-weekly basis to identify any discrepancies or gaps. If inconsistencies are noted, the 
QA Coordinator communicates with program managers to address the issue promptly. This 
ensures that the monthly dataset is accurate and ready for review by the Quality Assurance 
Team. 

2. Quarterly Review 
a. The Quality Assurance Committee meets at the end of each quarter to comprehensively 
review all performance data collected during the preceding months. Committee members 
include the Quality Assurance Director, program managers, clinical leads, and the 
Compliance Officer. This diverse representation ensures that data is reviewed from multiple 
perspectives, enhancing the depth of analysis. 
b. During these meetings, the team identifies trends that emerge from the data, such as 
increases in service utilization, gaps in care delivery, or patterns in demographic 
representation. They also pinpoint areas requiring improvement, such as low engagement in 
specific programs or delays in service delivery. 
c. Findings from these discussions are meticulously documented in the Quality Assurance 
Quarterly Report, which includes a summary of trends, identified challenges, corrective 
actions implemented, and planned interventions for the next quarter. These reports serve as 
a reference point for annual reviews and help shape the organization’s strategic objectives. 
d. The Quality Assurance Committee also uses quarterly review sessions to evaluate the 
effectiveness of existing data collection methods and recommend enhancements. This 
iterative process ensures that [COMPANY NAME]’s data management practices remain 
responsive to organizational needs and regulatory requirements. 

3. Annual Reporting 
a. At the close of each fiscal year, the Quality Assurance Director consolidates all 
performance data, quarterly findings, and key trends into a comprehensive annual 
performance summary. This report aligns with the DMH’s prescribed format and provides an 
in-depth overview of the organization’s performance over the year. 
b. The annual report includes a detailed analysis of compliance with DMH Operational 
Standards, emphasizing areas where [COMPANY NAME] has achieved excellence and areas 
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requiring further development. Additionally, the report outlines specific recommendations for 
systemic improvements, such as enhanced training programs, expanded service offerings, or 
updated policies to address gaps. 
c. Once finalized, the annual report is submitted to DMH by the required deadline. It is also 
presented to the Executive Leadership Team and shared with staff during the annual 
organizational meeting to ensure transparency and collective accountability. 

 
3.8.2 Incident Analysis and Corrective Actions 

1. Incident Reporting 
a. All staff members at [COMPANY NAME] are trained to report incidents promptly and 
accurately. Incidents are defined broadly to include any event that compromises client safety, 
service quality, or regulatory compliance. Examples include client injuries, staff errors, data 
breaches, or non-compliance with policies. 
b. Staff complete the Incident Reporting Form within eight hours of discovering an incident. 
This form captures essential details, such as the date, time, and location of the incident; 
individuals involved; a description of the event; and immediate actions taken to mitigate harm. 
c. Once completed, the form is submitted to the Compliance Officer, who verifies its accuracy 
and completeness. The Compliance Officer logs the incident in the organization’s Incident 
Management System, ensuring that all reports are centralized for easy access and analysis. 

2. Analysis 
a. The Quality Assurance Team conducts a root-cause analysis (RCA) for each reported 
incident within 72 hours. This analysis involves reviewing documentation, interviewing 
relevant parties, and examining contributing factors. The goal is to identify underlying causes, 
such as systemic weaknesses, training gaps, or procedural lapses. 
b. Based on the RCA findings, the Quality Assurance Team develops a set of corrective 
actions. These actions are designed to address both immediate concerns (e.g., client safety) 
and long-term solutions (e.g., process redesign). Corrective actions are prioritized based on 
their potential impact and feasibility. 
c. The Compliance Officer ensures that the proposed corrective actions are reviewed and 
approved by the Executive Leadership Team before implementation. 

3. Follow-Up 
a. After corrective actions are implemented, the Compliance Officer monitors their 
effectiveness over a designated period, typically 30 to 60 days. This involves tracking relevant 
performance indicators, conducting follow-up interviews, and observing changes in service 
delivery practices. 
b. Results of the follow-up are summarized in the Quarterly Quality Assurance Report, 
highlighting the extent to which corrective actions resolved the identified issues. If additional 
measures are needed, the Compliance Officer coordinates with the Quality Assurance Team 
to refine the approach. 

 
3.8.3 Cultural Competency and Linguistic Services 

1. Demographic Monitoring 
a. Intake Coordinators collect demographic information for each client during the initial 
assessment. This information includes not only standard identifiers like age and ethnicity but 
also specific cultural and linguistic preferences that may influence service delivery. 
b. Collected data is reviewed monthly by the Quality Assurance Team to identify patterns and 
trends, such as shifts in the client population or emerging needs for specific linguistic 
services. The team also evaluates whether existing services align with the demographic 
profile of the clients served. 

2. Training 
a. Cultural competency training is conducted annually for all staff members. These sessions 
cover topics such as understanding cultural differences, addressing implicit bias, and 
effectively communicating with clients from diverse backgrounds. 
b. Specialized training on serving clients with Limited English Proficiency (LEP) is provided for 
staff in direct client-facing roles. This includes instruction on using interpretation services, 
accessing translated materials, and employing culturally appropriate communication 
techniques. 
c. The Human Resources Manager, in collaboration with the Quality Assurance Director, 
evaluates the effectiveness of these training programs by administering pre- and post-training 
assessments and collecting participant feedback. 
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3. Service Adaptation 
a. The Quality Assurance Team uses demographic findings to adapt services to better meet 
client needs. For instance, if a significant portion of clients speaks a language other than 
English, the organization invests in translating client forms, informational brochures, and 
consent documents into that language. 
b. Interpreters are made available during client sessions, either in-person or via virtual 
platforms, to ensure effective communication. These adaptations are reviewed annually to 
determine their impact on client satisfaction and service outcomes. 

 
3.8.4 HCBS Settings Compliance 

1. Service Design 
a. The Clinical Director collaborates with program managers to design services that align with 
the Home and Community-Based Services (HCBS) Settings Final Rule. This includes 
promoting community integration, supporting individual autonomy, and facilitating access to 
natural supports. 
b. Service plans are reviewed quarterly to ensure they reflect the client’s current needs and 
preferences. Adjustments are made as needed to enhance the client’s quality of life and 
community participation. 

2. Documentation 
a. Any restrictions to HCBS requirements, such as limitations on community access, are 
documented in the client’s individual service plan. These restrictions must be based on a 
thorough assessment of the client’s needs and include a clear rationale. 
b. The Clinical Director reviews all documented restrictions to ensure compliance with HCBS 
standards and client consent requirements. 

 
3.8.5 Consumer Satisfaction Surveys 

1. Administration 
a. The Quality Assurance Director oversees the annual administration of the DMH-approved 
Consumer Satisfaction Survey. Surveys are distributed to all clients and caregivers, with 
accommodations made for clients requiring assistance or alternative formats. 
b. A multi-channel approach is used to maximize participation, including in-person 
distribution, email surveys, and follow-up reminders. 

2. Analysis 
a. Survey responses are aggregated and analyzed by the Quality Assurance Team to identify 
strengths and areas for improvement. Particular attention is given to recurring themes, such 
as accessibility, service quality, and staff responsiveness. 
b. Results are compared year-over-year to track progress and identify long-term trends. 
Findings are incorporated into the annual Quality Assurance Plan to guide strategic planning. 

3. Feedback Loop 
a. Survey results and proposed actions are shared with staff during annual training sessions 
and departmental meetings. This ensures that all team members are aware of client feedback 
and their role in implementing improvements. 
b. The organization communicates improvements made in response to survey feedback 
through newsletters and client meetings, reinforcing the value of client input in shaping 
services. 

 
3.9 Review and Revision 
The Quality Assurance Policy is reviewed annually by the Quality Assurance Committee to ensure 
compliance with evolving DMH standards. Revisions are approved by the Executive Director and 
documented in the policy manual. 

 
3.10 References 

• Mississippi Code Annotated § 41-4-7 
• DMH Operational Standards for Mental Health, Intellectual/Developmental Disabilities, and 

Substance Use Community Service Providers, Chapter 9 
 

3.11 Policy Review and Approval 
• Executive Director: _______________________________________ Date: ___________ 
• Quality Assurance Director: _______________________________ Date: ___________ 
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3.12 Policy Distribution 
• Hard copies are distributed to program managers and clinical staff. 
• An electronic version is available on the [COMPANY NAME] intranet. 
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Policy 004: Fiscal Management 
 
Effective Dates: [Insert Effective Date] 
Reviewed and Revised Dates: [Insert Reviewed/Revised Dates] 
 
4.1 Purpose 
The purpose of this policy is to establish a structured and transparent fiscal management framework 
at [COMPANY NAME] that ensures accountability, compliance with the Mississippi Department of 
Mental Health (DMH) standards, and the responsible use of financial resources. This policy delineates 
practices for budgeting, financial reporting, auditing, purchasing, and accounting systems to 
safeguard resources and maintain service quality. 

 
4.2 Additional Authority 

• Mississippi Code Annotated § 41-4-7 
• DMH Operational Standards, Chapter 10: Fiscal Management 

 
4.3 Scope 
This policy applies to all financial operations conducted by [COMPANY NAME], including budgeting, 
accounting, purchasing, auditing, and reporting. It encompasses all staff, contractors, and 
stakeholders involved in financial management. 

 
4.4 Responsible Party 
The Chief Financial Officer (CFO) of [COMPANY NAME] oversees the implementation and adherence 
to this policy. The CFO collaborates with the Executive Director, Compliance Officer, and program 
managers to ensure fiscal operations align with DMH standards. Contact information is available 
internally for fiscal inquiries. 

 
4.5 Definitions 

1. Annual Budget: A detailed projection of revenues and expenses for the fiscal year, 
categorized by program and funding source. 

2. Fiscal Management System: An integrated framework for recording, monitoring, and 
analyzing financial transactions and performance. 

3. Generated Income: Revenue generated from contracts, services, or other non-grant 
sources, documented for compliance and utilization. 

4. Internal Controls: Procedures implemented to safeguard financial assets, ensure accuracy, 
and prevent fraud or misuse. 

 
4.6 Policy Statement 
[COMPANY NAME] adopts stringent fiscal management practices to ensure compliance with DMH 
guidelines, transparency in financial operations, and ethical stewardship of resources. The 
organization prioritizes accountability, efficiency, and adherence to federal and state financial 
regulations in all fiscal activities. 

 
4.7 Policy 
4.7.1 Annual Budget Preparation and Maintenance 

1. The CFO at [COMPANY NAME] prepares an annual program-oriented budget that details 
expected revenues and expenditures. 

2. Revenue is categorized by source, such as grants, private payments, and federal funds. 
3. Expenditures are allocated by program type, service category, or grant requirements. 
4. Federal funds are accounted for separately in accordance with the Single Audit Act of 1984. 
5. The budget is reviewed and approved by the Executive Director and governing authority 

before the fiscal year begins. 
 

4.7.2 Fiscal Management System Requirements 
1. The fiscal management system generates monthly financial reports that compare budgeted 

amounts to actual revenues and expenditures. 
a. These reports ensure no grant allocations are exceeded. 

2. The CFO presents monthly financial reports to the Executive Director and governing 
authority, with documentation recorded in meeting minutes. 
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3. Accounts receivable and payable are monitored weekly by the accounting team to maintain 
cash flow and control write-offs. 

4. Evidence of generated income accounts and their audits is maintained for DMH inspections. 
4.7.3 Financial Statements and Auditing 

1. [COMPANY NAME] contracts an independent CPA to prepare audited financial statements 
annually if the organization generates more than $1,000,000 in revenue. 

2. For revenue under $1,000,000, the CFO coordinates the preparation of a compilation report. 
3. Audited financial statements include foundations, component units, and related organizations. 
4. Financial statements are submitted to DMH no later than nine months after the fiscal year 

ends. 
 

4.8 Procedures 
4.8.1 Budget Development and Monitoring 

1. Preparation of the Budget: 
a. The CFO collaborates with program managers in December to draft the annual budget. 
b. Each program manager provides projections for service utilization, staffing needs, and 
operational costs. 
c. Revenue streams are categorized by grants, federal allocations, and private payments. 

2. Budget Review and Approval: 
a. The draft budget is reviewed by the governing authority and Executive Director by January 
15. 
b. Approved budgets are documented in board meeting minutes. 

3. Monthly Monitoring: 
a. The accounting team generates monthly financial reports comparing actual expenditures to 
the approved budget. 
b. Discrepancies exceeding 5% of budgeted amounts are flagged by the CFO for corrective 
action. 
 

4.8.2 Accounting Systems and Internal Controls 
1. General Ledger Maintenance: 

a. The accounting team updates the general ledger, payroll journal, and cash receipts journal 
monthly. 
b. Reconciliations are conducted to identify discrepancies and ensure accuracy. 

2. Internal Controls: 
a. Duties such as receipt collection, purchasing, and reporting are segregated among staff to 
prevent fraud. 
b. All checks require dual signatures from authorized personnel. 

3. Transaction Documentation: 
a. Invoices, canceled checks, and justification for cost allocations are archived by the CFO. 
b. Time and attendance records support payroll and travel reimbursements. 

4. Contract Management: 
a. Written contracts are signed by authorized personnel for all services funded by DMH 
grants. 
b. Contracts specify service terms, costs, and validity dates. 
 

4.8.3 Auditing and Financial Statements 
1. Selection of CPA: 

a. The CFO solicits bids from independent CPAs in January for annual audits. 
b. A CPA is selected and engaged by February 1 to ensure timely completion of financial 
statements. 

2. Audit Process: 
a. The accounting team prepares documentation for the CPA, including ledgers, contracts, 
and transaction records. 
b. The audit report is reviewed by the Executive Director and submitted to DMH by the 
specified deadline. 

3. Surplus Funds: 
a. Any surplus funds exceeding half the annual budget are allocated for capital improvements 
or DMH-approved projects. 
b. The CFO submits a surplus utilization plan to DMH within 45 days of fiscal year-end. 
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4.8.4 Purchasing Policies 
1. Procurement Procedures: 

a. Purchasing requests are initiated by program managers and approved by the CFO. 
b. Purchase orders, bids, and invoices are retained as proof of compliance. 

2. Inventory Management: 
a. All grant-purchased equipment is tagged with a unique inventory number. 
b. A master inventory list is maintained and reconciled quarterly. 

3. Approval for Disposition: 
a. The CFO obtains written approval from DMH before disposing of grant-funded equipment. 
b. Proceeds from sales are returned to the service for which the items were purchased. 
 

4.8.5 Compliance with Financial Policies 
1. Fee Schedules and Sliding Scales: 

a. The CFO maintains a written schedule of fees, charges, and discounts. 
b. Clients receive written financial agreements outlining charges, payment periods, and 
refund policies. 

2. Non-Discrimination Policies: 
a. Services are provided without discrimination based on race, gender, disability, or ability to 
pay. 

3. Bonding and Insurance: 
a. All personnel handling funds are bonded for protection against theft. 
b. Insurance policies covering liability, fire, and disaster are reviewed annually for adequacy. 

 
4.9 Review and Revision 
This policy is reviewed annually by the CFO and Compliance Officer to ensure alignment with DMH 
standards and regulatory changes. Revisions are approved by the Executive Director and 
documented in meeting records. 

 
4.10 References 

• Mississippi Code Annotated § 41-4-7 
• DMH Operational Standards, Chapter 10 

 
4.11 Policy Review and Approval 

• Executive Director: _______________________________________ Date: ___________ 
• Chief Financial Officer: _________________________________ Date: ___________ 

 
4.12 Policy Distribution 

• A hard copy of this policy is provided to the accounting team and program managers. 
• An electronic version is available on the [COMPANY NAME] intranet. 
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Policy 005: Personnel Policies and Procedures 

Effective Dates: [Insert Effective Date] 
Reviewed and Revised Dates: [Insert Reviewed/Revised Dates] 

5.1 Purpose 
The purpose of this policy is to ensure that personnel management practices at [COMPANY NAME] 
align with all applicable state and federal laws and are consistent with the organization’s mission to 
provide comprehensive mental healthcare for individuals diagnosed with co-occurring mental 
illnesses. This policy outlines structured approaches for recruitment, employment, development, 
evaluation, and dismissal of employees while ensuring equity, transparency, and accountability in all 
personnel-related matters. 

5.2 Additional Authority 
• Mississippi Department of Mental Health Operational Standards (Title 24, Part 2, Chapter 11) 
• Miss. Code Ann. § 41-4-7 
• Americans with Disabilities Act (ADA) 
• Fair Labor Standards Act (FLSA) 
• Family and Medical Leave Act (FMLA) 

5.3 Scope 
This policy applies to all employees, volunteers, and interns associated with [COMPANY NAME], 
regardless of role, employment status, or location. It ensures compliance with state and federal laws 
governing employment practices, wage administration, employee benefits, and workplace safety. 

5.4 Responsible Party 
The Director of Human Resources at [COMPANY NAME] is responsible for implementing and 
monitoring this policy. Contact: [Insert Contact Information]. 

5.5 Definitions 
• Employee: Any individual employed by [COMPANY NAME], including full-time, part-time, 

and contractual staff. 
• Volunteer: Any individual who provides services without compensation. 
• Intern: A student or trainee who works under supervision to gain work experience or satisfy 

educational requirements. 
• Peer Support Specialist: An individual certified to provide support services based on their 

lived experience with mental health or substance use challenges. 

 
Policy Statement 

[COMPANY NAME] demonstrates its commitment to fair employment practices and personnel 
management that comply with federal and state regulations. The organization values diversity, equity, 
and inclusion, fostering a supportive work environment to attract and retain highly skilled 
professionals dedicated to its mission. All personnel procedures are designed to enhance operational 
efficiency, ensure legal compliance, and support professional growth. 

 
Policy 

5.7.1 Wage and Salary Administration 
1. The Chief Financial Officer (CFO) oversees wage and salary administration to ensure 

equitable and competitive pay based on market analysis, job responsibilities, and employee 
qualifications. 
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2. Salary structures are reviewed annually, with adjustments made as necessary to maintain 
compliance with FLSA standards and to address changes in market trends or organizational 
priorities. 

3. All employees receive a written offer of employment detailing their compensation, benefits, 
and any applicable terms and conditions. 

5.7.2 Employee Benefits 
1. The HR Department administers employee benefits, including health insurance, retirement 

plans, and paid time off (PTO). 
2. All eligible employees are informed about their benefits package during onboarding and 

provided with an employee handbook outlining these details. 
3. Employee benefit programs comply with applicable state and federal requirements, including 

COBRA and FMLA provisions. 

5.7.3 Working Hours 
1. The HR Department establishes standard working hours and communicates these during 

employee onboarding. 
2. Flexible work arrangements, including remote work options, are available based on job 

requirements and with supervisor approval. 

5.7.4 Vacation, Sick Leave, and Other Types of Leave 
1. Employees accrue vacation and sick leave based on their employment status and years of 

service. 
2. Requests for leave are submitted via the organization's HR software at least two weeks in 

advance, except in cases of emergencies or unforeseen illness. 
3. FMLA leave is granted upon proper documentation and approval. 

5.7.5 Annual Job Performance Evaluations 
1. Supervisors conduct written performance evaluations annually, using a standardized 

evaluation form provided by HR. 
2. Evaluations include an employee self-assessment, supervisor feedback, and goal-setting for 

the next performance cycle. 
3. The HR Department ensures evaluations are filed in the employee's personnel record and 

that employees are informed of their rights to appeal. 

5.7.6 Suspension or Dismissal of Employees 
1. Supervisors recommend suspensions or terminations in cases of policy violations, poor 

performance, or other just causes. 
2. The HR Director reviews recommendations to ensure compliance with state and federal laws 

before final decisions are made. 
3. Employees are notified in writing, with clear explanations of the reasons and any applicable 

appeal processes. 

5.7.7 Private Practice by Employees 
1. Employees must disclose any private practice or external work that may present a conflict of 

interest. 
2. The Compliance Officer reviews and approves such disclosures to ensure adherence to 

organizational policies. 

5.7.8 Utilization of Peer Support Services 
1. Certified Peer Support Specialists with lived experiences are actively recruited and integrated 

into care teams, under direct supervision by the Clinical Director. 
2. Peer support services comply with DMH Operational Standards, ensuring individuals are 

certified and have completed required training. 

5.7.9 Background and Registry Monitoring 
1. The Compliance Officer conducts regular checks of employees’ background and child registry 

statuses to identify any new incidents affecting employment eligibility. 
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2. Additional checks are performed annually or as required by DMH regulations. 

 
Procedures 

5.8.1 Personnel Record Maintenance 
The Human Resources (HR) Department at [COMPANY NAME] ensures comprehensive and secure 
maintenance of personnel records for every employee. These records serve as the official repository 
of employment-related documentation and include the following: 

1. Content of Personnel Files: a. Documentation includes, but is not limited to, employment 
applications, resumes, offer letters, signed employment contracts, tax forms (I-9, W-4), 
background check results, and child registry checks. 
b. Copies of professional licenses, certifications, and training completions are added, 
ensuring compliance with regulatory and job-specific requirements. 
c. Records of performance evaluations, disciplinary actions, and documented feedback from 
supervisors are meticulously maintained. 

2. Security of Personnel Files: 
a. Physical records are stored in locked, fireproof filing cabinets located within the HR 
Department’s restricted-access area. 
b. Digital personnel files are housed on a secure HR management software platform with 
multi-factor authentication and encrypted storage. 

3. Access Restrictions: 
a. Access to personnel records is limited to authorized personnel, including the HR Director, 
HR staff, and senior management, when necessary. 
b. Employees may request to review their records by submitting a written request to HR, and 
access is granted under supervised conditions to ensure confidentiality. 

4. Retention and Disposal: 
a. Personnel records are retained for a minimum of seven years following an employee’s 
separation, in compliance with applicable laws. 
b. Secure shredding services are employed for physical records, while digital files are 
permanently deleted from all systems upon the conclusion of the retention period. 

5. Auditing and Review: 
a. HR conducts quarterly audits of personnel files to verify the accuracy, completeness, and 
compliance of records. 
b. Any discrepancies or missing documentation are rectified within 30 days, ensuring all files 
meet organizational and regulatory standards. 

 
5.8.2 Dissemination of Employment Information 
The HR Department ensures the effective dissemination of employment information to all employees, 
ensuring transparency and up-to-date knowledge of workplace policies, procedures, and benefits. 

1. Onboarding Distribution: 
a. New hires receive a comprehensive onboarding packet containing the employee 
handbook, policy manual, benefits guide, and workplace safety protocols. 
b. Onboarding sessions include a dedicated presentation by HR, where key policies are 
explained, and employees are guided on how to access additional resources. 

2. Annual Updates: 
a. All employees are provided with updates to policies and procedures at the beginning of 
each fiscal year. These updates are distributed via email and made available on the 
organization’s intranet. 
b. HR organizes informational webinars or in-person meetings to address significant changes 
in policies, ensuring employees understand the implications of the updates. 

3. Policy Accessibility: 
a. An easily navigable digital repository of all employment policies and procedures is 
maintained on the company intranet. 
b. Hard copies are available at the HR Department for employees who prefer physical 
documents or lack access to digital platforms. 
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4. Employee Acknowledgment: 
a. Employees are required to sign an acknowledgment form confirming their receipt and 
understanding of all policies. 
b. The HR Department tracks and files these acknowledgment forms in the respective 
personnel records. 

5. Change Notification: 
a. When policies are revised mid-year, the HR Department notifies employees via email with 
a summary of the changes and directs them to the intranet for full details. 
b. HR ensures follow-up discussions are available for employees with questions, providing 
one-on-one clarification sessions as needed. 

6. Communication Channels: 
a. HR utilizes multiple communication channels, including email, newsletters, and town hall 
meetings, to ensure all employees are informed. 
b. Feedback mechanisms, such as suggestion boxes or online surveys, are implemented to 
gauge employee understanding and satisfaction with the dissemination process. 

 
5.8.3 Processing Employment Forms 
Processing employment forms is a critical component of ensuring compliance and seamless 
integration of new employees into [COMPANY NAME]. The HR Department follows detailed 
procedures to manage this process efficiently. 

1. Completion of Required Forms: 
a. During onboarding, employees complete mandatory federal and state employment forms, 
including I-9 (Employment Eligibility Verification) and W-4 (Employee’s Withholding Allowance 
Certificate). 
b. Additional forms, such as direct deposit authorization and emergency contact information 
forms, are collected and securely filed. 

2. Verification of Employment Eligibility: 
a. HR conducts verification of employee eligibility to work in the United States using the E-
Verify system within three days of employment. 
b. Copies of identification documents used for I-9 verification are securely stored in 
compliance with federal guidelines. 

3. Documentation and Submission: 
a. All completed forms are scanned and uploaded to the secure HR management system. 
b. HR submits necessary documentation to external agencies, such as the IRS and state tax 
authorities, within the required timeframes. 

4. Follow-Up on Missing or Incomplete Forms: 
a. HR tracks the submission of employment forms through a checklist system. 
b. Employees with incomplete or missing forms are notified promptly, and HR assists in 
completing the documentation process within five business days. 

5. Annual Review of Employment Forms: 
a. HR conducts an annual review of employee records to ensure all forms remain accurate 
and up to date. 
b. Updates, such as changes to tax withholdings or banking details for direct deposit, are 
facilitated through the HR self-service portal. 

6. Record Retention and Compliance: 
a. Employment forms are retained for three years after termination, as per federal 
requirements. 
b. HR ensures all forms are securely stored and that access is restricted to authorized 
personnel only. 

 
5.8.4 Volunteer and Intern Management 
The HR Department plays an integral role in managing volunteers and interns at [COMPANY NAME]. 
This process ensures that their contributions align with organizational goals while maintaining 
compliance with all regulatory standards. 
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1. Defining Scope and Objectives: 
a. HR collaborates with department heads to outline the roles, responsibilities, and objectives 
for volunteers and interns. 
b. Each position is defined in a detailed job description, specifying required qualifications, 
expected outcomes, and reporting structures. 

2. Recruitment Process: 
a. Volunteers and interns are recruited through partnerships with educational institutions, job 
boards, and community outreach programs. 
b. HR ensures all candidates complete an application process, including submission of 
resumes, recommendation letters, and proof of eligibility (if applicable). 

3. Orientation and Onboarding: 
a. Upon selection, volunteers and interns participate in a structured onboarding program that 
includes an overview of the organization’s mission, vision, policies, and workplace safety 
protocols. 
b. HR provides training tailored to their roles, ensuring they are adequately prepared to 
perform assigned tasks. 

4. Supervision and Oversight: 
a. Each volunteer or intern is assigned a supervisor who monitors their activities, provides 
feedback, and ensures adherence to organizational standards. 
b. Supervisors conduct weekly check-ins to assess progress and address any challenges 
faced by volunteers or interns. 

5. Performance Evaluation: 
a. Interns and volunteers receive periodic performance evaluations, with written feedback 
from their supervisors. 
b. Evaluations are shared with the HR Department and, in the case of interns, may also be 
forwarded to their educational institution to fulfill academic requirements. 

6. Prohibition on Replacing Employees: 
a. Volunteers and interns are not assigned tasks that would replace or duplicate the work of 
paid employees. 
b. HR monitors task assignments to ensure compliance with this policy and addresses any 
concerns raised by supervisors or employees. 

7. Recognition and Exit Process: 
a. Volunteers and interns are acknowledged for their contributions through formal recognition 
events, certificates of appreciation, and letters of recommendation (if applicable). 
b. Upon completion of their term, HR conducts an exit interview to gather feedback and 
document their overall experience. 

8. Recordkeeping and Compliance: 
a. HR maintains a separate record for each volunteer and intern, including their application, 
training documentation, and performance evaluations. 
b. Records are securely stored and reviewed periodically to ensure compliance with internal 
policies and external regulations. 

 
5.9 Review and Revision 

This policy is reviewed annually by the HR Department and revised as necessary to ensure continued 
compliance with state and federal laws, as well as alignment with organizational priorities. 

 
5.10 References 

• Mississippi Department of Mental Health Operational Standards (Title 24, Part 2, Chapter 11) 
• Americans with Disabilities Act (ADA) 
• Fair Labor Standards Act (FLSA) 
• Miss. Code Ann. § 41-4-7 

5.11 Policy Review and Approval 

• HR Director: ________________________________ Date: __________ 
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• Chief Executive Officer: _______________________ Date: __________ 

 
5.12 Policy Distribution 

1. Hard copies of this policy are distributed to all employees during onboarding. 
2. An electronic version is available on the organization's intranet. 
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Policy 006: Personnel Records 
 
Effective Dates: [Insert Effective Date] 
Reviewed and Revised Dates: [Insert Reviewed/Revised Dates] 
 
6.1 Purpose 
The purpose of this policy is to establish the systematic approach employed by [COMPANY NAME] in 
maintaining comprehensive, accurate, and secure personnel records. This ensures compliance with 
the Mississippi Department of Mental Health (DMH) Operational Standards while upholding the 
confidentiality and integrity of personnel data. 
 
6.2 Additional Authority 

• Mississippi Code Annotated § 41-4-7 
• Mississippi Code Annotated § 43-11-13 

 
6.3 Scope 
This policy applies to all employees, volunteers, and interns affiliated with [COMPANY NAME]. It 
encompasses all personnel records, documentation, and processes for maintaining compliance with 
DMH standards and applicable legal requirements. 
 
6.4 Responsible Party 
The Director of Human Resources at [COMPANY NAME] is responsible for implementing and 
maintaining this policy. Contact: [Insert Contact Information]. 
 
6.5 Definitions 

1. Personnel Record: A secure and confidential file containing employment-related documents 
for each staff member, including employees, volunteers, and interns. 

2. Background Check: A comprehensive investigation of an individual’s criminal history, 
registry checks, and other relevant records. 

3. DMH Operational Standards: Rules and requirements set forth by the Mississippi 
Department of Mental Health for certified service providers. 

 
6.6 Policy Statement 
[COMPANY NAME] commits to maintaining thorough personnel records for all employees, volunteers, 
and interns to ensure regulatory compliance, enhance service delivery, and support a safe working 
environment. All records are stored securely and accessed only by authorized personnel to protect 
confidentiality. This policy aligns with DMH Operational Standards and reflects the organization’s 
dedication to ethical, professional, and legal standards. 

 
6.7 Policy 
6.7.1 Personnel Record Maintenance 

1. Human Resources maintains an up-to-date personnel record for each employee, volunteer, 
and intern. 

2. Personnel files include: 
a. Employment application or resume detailing work history and relevant experience. 
b. Proof of educational qualifications, including transcripts or GED/high school diploma as 
applicable. 
c. Copies of current licenses or certifications required for the position. 
d. Valid driver’s license and proof of personal or agency insurance for designated drivers. 
e. Documentation of national criminal history background checks, including registry checks 
and fingerprinting results. 

6.7.2 Dissemination of Employment Information 
1. The Human Resources department provides comprehensive onboarding materials, including 

the employee handbook and organizational policies, during orientation. 
2. Updated policies or procedural changes are disseminated via email and the organizational 

intranet to ensure all staff are informed. 
6.7.3 Background Check Requirements 

1. Background checks are conducted pre-employment and prior to any contact with individuals 
receiving services. 
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2. Required checks include: 
a. National Criminal History Background Check. 
b. Vulnerable Adults Act convictions. 
c. Child Abuse Registry. 
d. Mississippi Nurse Aide Abuse Registry. 
e. Office of Inspector General (OIG) Exclusion Database. 

6.7.4 Volunteer and Intern Management 
1. Volunteer and intern roles are clearly defined with detailed objectives and responsibilities 

during recruitment. 
2. Supervisors ensure that volunteers and interns do not replace employees or perform tasks 

beyond their scope. 
6.7.5 Additional Requirements for HCBS Staff 

1. Staff providing Home and Community-Based Services undergo biannual national criminal 
background checks. 

2. Monthly registry checks ensure staff compliance with exclusion databases, maintaining 
service quality and safety. 

 
6.8 Procedures 
6.8.1 Personnel Record Maintenance Process 

1. Initial Documentation: 
a. HR collects and verifies all required documents during the onboarding process, including 
proof of education and licenses. 
b. Background check results are reviewed and recorded in the personnel file. 

2. Ongoing Maintenance: 
a. HR updates personnel files annually or as changes occur, ensuring all records are current. 
b. Files are stored in a secure, restricted-access location to prevent unauthorized access. 

6.8.2 Dissemination of Employment Information Procedure 
1. Orientation Materials: 

a. HR provides employees with an overview of policies and the organizational handbook on 
their first day. 
b. Policies are reviewed in detail to ensure employee understanding. 

2. Annual Updates: 
a. Updated policies are emailed to all employees and posted on the organizational intranet. 
b. Employees are required to acknowledge receipt and review of updates. 

6.8.3 Processing Employment Forms 
1. HR ensures all employment forms, including I-9 and W-4, are completed accurately during 

onboarding. 
2. Submitted documentation is filed appropriately, and compliance with E-Verify is maintained to 

confirm work eligibility. 
6.8.4 Volunteer and Intern Management Protocol 

1. Volunteers and interns complete an orientation session before beginning service. 
2. Supervisors provide ongoing training tailored to their roles and responsibilities. 

6.8.5 Monitoring Background Check Compliance 
1. Background checks are conducted for all employees, volunteers, and interns before they 

begin their roles. 
2. Regular audits are performed to ensure compliance with biannual and monthly registry check 

requirements. 
 

6.9 Review and Revision 
This policy is reviewed annually by the Director of Human Resources and updated as necessary to 
maintain compliance with DMH standards and operational requirements. 
 
6.10 References 

• Mississippi Code Annotated § 41-4-7 
• Mississippi Code Annotated § 43-11-13 
• DMH Operational Standards for Mental Health, Intellectual/Developmental Disabilities, and 

Substance Use Community Service Providers 
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Policy 007: Staffing Posi1ons – General Requirements 
 
Effective Dates: [Insert Effective Date] 
Reviewed and Revised Dates: [Insert Reviewed/Revised Dates] 
 
7.1 Purpose 
The purpose of this policy is to establish clear and consistent standards for staffing positions at 
[COMPANY NAME] in compliance with the Mississippi Department of Mental Health (DMH) 
Operational Standards. These requirements ensure that all personnel meet the educational, 
credentialing, and experience qualifications necessary to deliver high-quality services within the 
framework of state and federal regulations. 
 
7.2 Additional Authority 

• Mississippi Code Annotated § 41-4-7 
• Mississippi Department of Mental Health Operational Standards 

 
7.3 Scope 
This policy applies to all employees, contractors, and volunteers providing services under the 
auspices of [COMPANY NAME]. It includes all direct and indirect service providers, executive 
leadership, and other personnel responsible for supporting the organization’s operations and 
compliance with DMH standards. 
 
7.4 Responsible Party 
The Executive Director, in conjunction with the Human Resources (HR) Director at [COMPANY 
NAME], ensures compliance with the staffing requirements outlined in this policy. Contact: [Insert 
Contact Information]. 
 
7.5 Definitions 

1. Executive Director: The top-level administrator of [COMPANY NAME] responsible for 
overseeing compliance and organizational strategy. 

2. DMH Credential: A professional certification issued by the Mississippi Department of Mental 
Health to qualified practitioners. 

3. Provisional Certification: A temporary certification granted to a practitioner who meets initial 
requirements but must fulfill ongoing credentialing obligations. 

4. Full-Time Equivalent (FTE): A workload measure that represents one employee working a 
standard 40-hour week. 

 
7.6 Policy Statement 
[COMPANY NAME] adheres to DMH standards for staffing positions to ensure all personnel are 
appropriately qualified, credentialed, and authorized to deliver services. This policy reflects the 
organization’s commitment to maintaining a professional and legally compliant workforce. 

 
7.7 Policy 
7.7.1 Verification of Education 

1. [COMPANY NAME] HR department verifies all educational qualifications through official 
transcripts. 
a. Degrees must be conferred by an approved educational institution as defined in the DMH 
glossary. 
b. Letters from educational institutions indicating degree completion are not accepted. 
c. Diplomas or unofficial transcripts are not used for verification purposes. 

2. If DMH already holds an official transcript for an employee, HR notifies DMH and confirms 
verification through existing records. 
 

7.7.2 Employment Status Requirements 
1. Staffing and experience requirements are based on a full-time 40-hour work week unless 

otherwise indicated. 
2. When not specified, all requirements are interpreted as full-time commitments. 
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7.7.3 Credential Verification 
1. All personnel must maintain current and active credentials as required by their role. 

a. HR ensures that credentials align with the scope of practice defined by the respective 
licensing or credentialing entity. 
b. Practitioners comply with all applicable laws and regulations, such as the Nurse Practice 
Act for nursing personnel. 

2. The HR department is responsible for verifying initial and ongoing compliance with 
credentialing requirements. 
 

7.7.4 Executive Director Responsibilities 
1. The Executive Director serves as the top-level administrator, with duties outlined in DMH 

submissions and organizational policies. 
2. Agencies referring to the position by other titles adhere to the same qualifications and 

responsibilities outlined by DMH standards. 
 

7.7.5 Scope of Authorization 
1. [COMPANY NAME] ensures all personnel and contractual providers are legally authorized to 

operate within their respective state licenses and certifications. 
2. Compliance extends to all federal, state, and local regulations, including applicable DOM 

billing policies. 
 

7.7.6 Provisional Certification Usage 
1. Personnel holding DMH provisional certifications are allowed to operate within the defined 

scope of their credentials without additional supervisory sign-off for services. 
a. This provision applies only to DMH credentials and does not override third-party payer 
requirements. 
 

7.7.7 Licensing and Certification Terminology 
1. Definitions of professional licenses are outlined in the DMH glossary and apply consistently 

across all staffing positions. 
2. Any title deviations do not exempt personnel from meeting required qualifications. 

 
7.7.8 Additional Requirements 

1. Human resources and staffing requirements not addressed in this policy are covered in 
relevant programmatic chapters of the DMH Operational Standards manual. 

 
7.8 Procedures 
7.8.1 Verification of Education Process 

1. Document Collection: 
a. HR requires official transcripts as proof of degree completion. 
b. Employees submit transcripts before starting employment. 

2. Verification: 
a. HR reviews the transcript for evidence of degree conferral, including the award date. 
b. If DMH holds an official transcript, HR confirms verification with DMH records. 

7.8.2 Credential Verification Process 
1. Initial Verification: 

a. HR confirms all credentials are active and in good standing during the onboarding process. 
b. Practitioners submit proof of licensure or certification at the time of hire. 

2. Ongoing Monitoring: 
a. HR conducts periodic reviews to ensure credentials remain current. 
b. Lapsed credentials result in immediate suspension of service delivery responsibilities until 
reinstatement. 

7.8.3 Compliance with Staffing Requirements 
1. Full-Time Equivalency Assessment: 

a. HR calculates FTE for all positions to ensure compliance with full-time or part-time 
requirements. 
b. Any deviations are documented and justified per DMH standards. 

2. Authorization Confirmation: 
a. HR ensures all personnel and contractors are authorized under state and federal law. 
b. Staff providing Medicaid-billable services comply with all DOM regulations. 
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7.8.4 Provisional Certification Management 
1. Service Scope: 

a. HR tracks provisional certifications and ensures practitioners operate within their defined 
scope. 
b. Supervisory sign-off is not required for provisional certifications, but ongoing evaluations 
are conducted to verify compliance. 

2. Payer Requirements: 
a. HR verifies third-party payer regulations for provisional certification usage. 
b. Any additional requirements are communicated to practitioners in advance. 

7.8.5 Executive Director Oversight 
1. Responsibility for Policy Implementation: 

a. The Executive Director oversees the implementation of all staffing policies at [COMPANY 
NAME]. 
b. This includes reviewing compliance reports, addressing discrepancies, and ensuring 
alignment with DMH operational standards. 

2. Collaboration with HR: 
a. The Executive Director collaborates with the HR Director to address emerging issues 
related to staffing compliance and credentialing. 
b. Any policy deviations are escalated to the Executive Director for resolution and 
documentation. 

3. DMH Liaison: 
a. The Executive Director acts as the primary contact for DMH communications concerning 
staffing and credentialing issues. 
b. All relevant correspondence is documented and filed in compliance records. 

7.8.6 Title and Functionality Review 
1. Alignment of Job Titles with Responsibilities: 

a. The HR Department evaluates job titles to ensure they align with the functional 
responsibilities outlined by DMH. 
b. Discrepancies in title or role functionality are addressed by issuing revised job descriptions. 

2. Documentation of Title Deviations: 
a. Any deviations from DMH-approved titles are documented with an explanation of 
equivalent responsibilities. 
b. These deviations are included in annual compliance reviews submitted to the Executive 
Director. 

7.8.7 Licensing and Certification Compliance 
1. State Licensing Adherence: 

a. All practitioners at [COMPANY NAME] maintain active state licenses or certifications in 
accordance with their scope of practice. 
b. HR verifies that all licenses are renewed before their expiration dates. 

2. Independent Licensing Boards: 
a. The HR Department ensures practitioners comply with standards established by their 
respective licensing boards. 
b. Practitioners are required to provide documentation of compliance upon request. 

3. Documentation Maintenance: 
a. Copies of licenses and certifications are stored securely in each employee’s personnel file. 
b. Expiration dates and renewal requirements are tracked in the HR database to prevent 
lapses. 

7.8.8 Third-Party Contractor Management 
1. Contractual Agreements: 

a. [COMPANY NAME] ensures that all third-party contractors providing services have valid 
licenses or certifications. 
b. Contracts specify the scope of services, informed consent procedures, and compliance 
with DMH standards. 

2. Annual Review: 
a. HR conducts an annual review of all contractual agreements to ensure compliance with 
DMH standards. 
b. Results of the review are documented and submitted to the Executive Director for approval. 

3. Contractor Credential Verification: 
a. HR verifies that all third-party contractors hold active credentials and are legally authorized 
to provide services. 
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b. Any changes to contractor status are updated in organizational records and communicated 
to the Executive Director. 

 
7.9 Review and Revision 
This policy is reviewed annually by the Executive Director and HR Director to ensure compliance with 
updated DMH standards and organizational needs. 
 
7.10 References 

• Mississippi Code Annotated § 41-4-7 
• Mississippi Department of Mental Health Operational Standards 

 
7.11 Approval Signatures 

• Executive Director: _______________________________________ Date: ___________ 
• HR Director: ____________________________________________ Date: ___________ 

 
7.12 Policy Distribution 

1. Distribution to Employees: 
a. Copies of this policy are distributed to all employees during onboarding and stored in the 
employee handbook. 
b. Updates to the policy are communicated via email and posted on the organization’s 
intranet. 

2. Distribution to Contractors: 
a. Contractual service providers receive copies of this policy as part of their onboarding 
documentation. 
b. Contractors are required to acknowledge receipt and understanding of the policy in writing. 
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Policy 008: General Qualifica1ons 
 
Effective Dates: [Insert Effective Date] 
Reviewed and Revised Dates: [Insert Reviewed/Revised Dates] 

 
8.1 Purpose 
The purpose of this policy is to ensure that all personnel employed, contracted, or volunteering with 
[COMPANY NAME] meet the qualifications necessary for delivering high-quality, compliant services 
to individuals with mental health, intellectual and developmental disabilities (IDD), or substance use 
challenges. By aligning with the Mississippi Department of Mental Health (DMH) standards, this policy 
establishes clear qualifications for various roles to guarantee the competence, integrity, and 
professionalism of staff across all service areas. 

 
8.2 Additional Authority 

• Miss. Code Ann. § 41-4-7 
• DMH Operational Standards for Mental Health, Intellectual/Developmental Disabilities, and 

Substance Use Community Service Providers 
 

8.3 Scope 
This policy applies to all employees, contractors, interns, and volunteers associated with [COMPANY 
NAME], including individuals providing direct care, supervisory, administrative, or specialized 
services. 

 
8.4 Responsible Party 
The Human Resources (HR) Director is responsible for ensuring compliance with this policy. 
Oversight includes maintaining accurate records of credentials, facilitating audits, and ensuring that 
qualifications align with DMH standards. The Executive Director collaborates with the HR Director to 
address non-compliance and implement corrective actions. 

 
8.5 Definitions 

• Direct Support Personnel: Employees providing direct care, support, and assistance to 
individuals, focusing on daily living activities and personal care in accordance with 
individualized service plans. 

• Professional License: A certification issued by a recognized authority authorizing an 
individual to perform professional duties as defined by their scope of practice. 

• Credential Verification: The process of confirming that staff meet all required qualifications 
through documented evidence. 

• Executive Director: The top administrator of [COMPANY NAME], responsible for strategic 
oversight and ensuring regulatory compliance. 

• Behavior Consultant: A professional responsible for conducting behavioral assessments 
and creating and implementing behavior support plans. 

• Certified Peer Support Specialist Professional (CPSSP): An individual with certification 
and training to provide peer support, often from lived experiences in mental health or 
substance use recovery. 

• ICORT: Intensive Community Outreach and Recovery Team focused on providing services to 
individuals with severe mental illness or emotional disturbance. 

• PACT: Programs of Assertive Community Treatment designed for individuals with persistent 
mental health conditions needing community-based, interdisciplinary care. 

 
8.6 Policy Statement 
[COMPANY NAME] upholds rigorous standards for personnel qualifications to ensure that individuals 
served receive the highest level of care. The organization adheres to DMH guidelines and related 
statutory requirements, maintaining comprehensive documentation to verify that staff members 
possess the education, training, and credentials needed for their roles. This policy reinforces the 
organization’s commitment to professionalism, compliance, and effective service delivery. 

 
8.7 Policy 
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8.7.1 Executive Leadership 
1. The Executive Director holds one of the following qualifications: 

a. A graduate-level degree (master’s or above) with a minimum of three years of full-time 
administrative experience in mental health, IDD, or substance use services. 
b. A bachelor’s degree with at least seven years of full-time administrative experience in 
related services. 
c. In the case of DMH/H and DMH/I Providers for in-home services, a bachelor’s degree in 
nursing with current licensure as a registered nurse (RN). 
d. An on-site designee meeting these criteria assumes responsibilities in the Executive 
Director’s absence. 

2. The HR Department verifies all qualifications through official transcripts and maintains these 
records in the personnel files. 

 
8.7.2 Directors of Service Areas 

1. Each Director overseeing specific service areas (e.g., Community Services, Adult and 
Children’s Day Treatment, Therapeutic Foster Care) meets one of the following qualifications: 
a. Holds a professional license in a relevant field. 
b. Possesses a DMH credential as a Mental Health Therapist, Addictions Therapist, or IDD 
Therapist. 
c. For DMH/H and DMH/I Providers, an RN may serve as Director, provided they meet DMH-
specific service requirements. 

2. Directors responsible for ID/DD Waiver Support Coordination or Wraparound services 
possess: 
a. A master’s degree in a related field with at least three years of supervisory experience in 
Home and Community-Based Services (HCBS). 
b. Alternatively, a master’s degree in a non-related field and five years of supervisory 
experience in HCBS. 

3. The HR Department conducts annual credential verifications for all Directors. 
 

8.7.3 Supervisory Roles 
1. Supervisors overseeing daily service delivery at specific locations (e.g., Psychosocial 

Rehabilitation, Adult Day Services) meet the following qualifications: 
a. A bachelor’s degree in a related field, under the supervision of a licensed or DMH-
credentialed professional. 
b. Supervisors for IDD services meet additional criteria, including two years of experience 
with the IDD population. 

2. HCBS Support Coordination and Wraparound services Supervisors meet the following 
criteria: 
a. A master’s degree with at least two years of relevant experience. 
b. Relevant experience includes direct work with individuals with IDD, disabilities, or mental 
illness. 

 
8.7.4 Specialized Services 

1. Therapists: 
a. Provide services in mental health, IDD, or substance use with a professional license or 
DMH credential. 
b. Therapists in Therapeutic Foster Care possess at least one year of experience working 
with children and youth with behavioral disturbances. 

2. Medical Services: 
a. Medication evaluation and prescribing are conducted by board-certified psychiatrists, 
psychiatric nurse practitioners, or other licensed medical professionals. 
b. Medical services are provided by licensed physicians under the Mississippi Board of 
Medical Licensure. 

3. Nursing Services: 
a. Nursing services are delivered by licensed RNs or LPNs practicing within their scopes of 
authority as defined by state licensure. 

4. Psychological Services: 
a. Licensed psychologists provide psychological services in accordance with the Mississippi 
Board of Psychology regulations. 
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8.7.5 Peer Support and Wraparound Services 
1. Peer Support Specialists: 

a. Certified Peer Support Specialists meet DMH educational and credentialing requirements. 
b. Peer Support Supervisors hold professional licenses or DMH credentials and complete 
supervisory training provided by DMH. 

2. Wraparound Care Coordinators: 
a. Hold DMH Community Support Specialist credentials and complete training through the 
Mississippi Wraparound Institute. 
b. Supervised by Wraparound Supervisors with appropriate licensure or credentials. 

 
8.7.6 Direct Support Personnel 

1. Direct Support Personnel meet the following qualifications: 
a. Hold a high school diploma or GED equivalent. 
b. Assist individuals in accordance with service plans under the supervision of professional 
staff. 

2. Personnel roles are individualized to meet client needs, as outlined in their Plans of Services 
and Supports. 

 
8.7.7 Behavioral Support Services Qualifications 

1. Behavior Consultants: 
a. Behavior consultants at [COMPANY NAME] meet one of the following standards: 
i. Licensed Psychologist. 
ii. Board Certified Behavior Analyst Doctoral (BCBA-D). 
iii. Board Certified Behavior Analyst (BCBA). 
iv. Licensed Professional Counselor (LPC) with coursework in behavior analysis and two 
years of experience conducting Functional Behavior Assessments (FBAs). 
v. Licensed Clinical Social Worker (LCSW) with coursework in behavior analysis and two 
years of experience in FBAs and behavior support plan implementation. 
vi. Master’s degree in a relevant field, two years of experience supporting individuals with 
IDD, and credentialing as a Certified Mental Health Therapist (CMHT) or Certified Intellectual 
and Developmental Disabilities Therapist (CIDDT). 

2. Behavior Specialists: 
a. Behavior specialists hold at least a bachelor’s degree in psychology, behavior analysis, 
social work, or another DMH-approved field. 
b. Specialists complete training in nationally approved behavior management techniques and 
are supervised by a qualified Behavior Consultant. 

 
8.7.8 Crisis Intervention Team Qualifications 

1. Each Crisis Intervention team includes: 
a. A Behavior Consultant meeting the qualifications in section 8.7.7. 
b. A Behavior Specialist trained in behavior management and de-escalation techniques. 
c. Direct support personnel with at least six months of experience supporting individuals with 
intellectual or developmental disabilities. 

2. The Program Director monitors compliance with these requirements through annual 
credentialing audits. 

 
8.7.9 Substance Use Services Qualifications 

1. Directors and Coordinators: 
a. Hold a professional license or DMH credential as a Mental Health or Addictions Therapist 
with two years of experience in substance use treatment or prevention. 

2. Therapists: 
a. Substance Use Disorder Therapists hold a professional license or DMH credential as a 
Mental Health or Addictions Therapist. 

3. Prevention Specialists: 
a. Hold a bachelor’s degree in a related field. 

4. Peer Support Specialist Professionals: 
a. Peer Support Specialists meet CPSSP standards with a specialization in substance use 
recovery. 

5. The HR Director tracks certifications and renewals for all team members working in 
substance use programs. 

© 2025 The Write Direction Inc. All rights reserved.



 

 
 32 

 [COMPANY NAME] 

 |     POLICIES AND PROCEDURES 
MANUAL 

 
8.7.10 Assertive Community Treatment (PACT) Team Qualifications 

1. Team Leader: 
a. The team leader holds a professional license or DMH credential as a Certified Mental 
Health Therapist. 

2. Psychiatrist or Psychiatric Nurse Practitioner: 
a. Licensed under applicable Mississippi state laws. 

3. Mental Health Professionals: 
a. Hold master’s degrees in nursing, social work, rehabilitation counseling, or psychology with 
clinical experience in severe mental illness. 

4. Peer Support Specialists: 
a. At least one full-time Certified Peer Support Specialist Professional is part of the team. 

5. The Program Supervisor ensures team composition aligns with PACT requirements. 
 

8.7.11 Intensive Community Outreach and Recovery Team (ICORT) Qualifications 
1. Team Leader: 

a. Holds a professional license or DMH credential as a Certified Mental Health Therapist. 
2. Registered Nurse: 

a. Licensed by the Mississippi Board of Nursing. 
3. Peer Support Specialists: 

a. Certified Peer Support Specialist Professionals included on the team. 
4. Community Support Specialists: 

a. Hold DMH certification and provide direct support to individuals in the program. 
 

8.8 Procedure 
8.8.1 Credential Verification 

1. The HR Department reviews official transcripts and licenses during the hiring process. 
2. Ongoing credential monitoring is conducted annually, with expiration dates tracked in the HR 

database. 
8.8.2 Training and Development 

1. All personnel complete mandatory DMH-approved training relevant to their roles. 
2. The Training Coordinator ensures that staff remain compliant with required certifications and 

schedules refresher courses as needed. 
8.8.3 Compliance Audits 

1. Quarterly audits are conducted by the HR Department to ensure all personnel meet DMH 
qualifications. 

2. The Executive Director addresses any cases of non-compliance, implementing corrective 
measures as necessary. 

 
8.9 Review and Revision 
This policy is reviewed annually by the Executive Director and HR Director to ensure compliance with 
DMH Operational Standards. Revisions are documented and communicated to all staff. 
 

 
8.10 References 

• DMH Operational Standards 
• Miss. Code Ann. § 41-4-7 

 
8.11 Approval Signatures 

• Executive Director: __________________________________ Date: ___________ 
• HR Director: _______________________________________ Date: __________ 
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Policy 009: Staff Orienta1on 
Effective Dates: [Insert Effective Date] 
Reviewed and Revised Dates: [Insert Reviewed/Revised Dates] 

9.1 Purpose 
The purpose of this policy is to outline the procedures and requirements for orienting all new 
employees, volunteers, and interns of [COMPANY NAME]. This ensures that each staff member is 
adequately prepared to perform their responsibilities effectively and in compliance with the Mississippi 
Department of Mental Health (DMH) Operational Standards. The orientation process promotes a 
cohesive understanding of the organization’s mission, procedures, and professional expectations. 

9.2 Additional Authority 
• Mississippi Code Annotated § 41-4-7
• DMH Operational Standards

9.3 Scope 
This policy applies to all new employees, interns, and volunteers of [COMPANY NAME], regardless of 
their role or position. Orientation requirements are tailored to align with the services provided, 
including mental health (MH), substance use disorder (SUD), and intellectual and developmental 
disabilities (IDD). 

9.4 Responsible Party 
The Human Resources Director oversees the implementation and monitoring of the orientation 
program. Clinical Supervisors ensure that new hires, interns, and volunteers’ complete population-
specific and service-specific orientation components before engaging in direct client interactions. 

9.5 Definitions 
1. General Orientation: A comprehensive introduction provided to all new personnel, covering

the organization’s structure, DMH Operational Standards, safety protocols, and other
foundational topics.

2. Direct Service Personnel: Staff members, including volunteers and interns, who have direct
interactions with clients.

3. Population-Specific Training: Orientation topics tailored to the specific needs of the
populations served, such as MH, SUD, or IDD clients.

9.6 Policy Statement 
[COMPANY NAME] provides a structured and thorough orientation program to all new personnel. 
This orientation equips employees, volunteers, and interns with the knowledge, skills, and resources 
needed to perform their roles competently, ethically, and in compliance with DMH Operational 
Standards. Orientation ensures consistency in service delivery and reinforces the organization’s 
commitment to quality care. 

9.7 Policy 
9.7.1 Orientation Delivery 

1. The Human Resources Director develops the General Orientation program and ensures it
meets DMH standards. This includes a combination of in-person training, approved online 
modules, and hands-on learning experiences. 

2. All new personnel complete General Orientation within 30 business days of their start date.
Direct service personnel, interns, and volunteers complete the required orientation topics 
before engaging in service delivery or having contact with clients. 

3. Clinical Supervisors customize population-specific orientation topics to align with the needs of
the specific groups served, such as MH, SUD, or IDD populations. 

9.7.2 Orientation Content 
1. Agency Overview:

a. The Human Resources Director explains the mission, vision, and organizational structure
of [COMPANY NAME]. 
b. Orientation includes a discussion on the range of services provided, such as IOP, Day
Treatment, and Wraparound Services. 
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2. DMH Operational Standards:
a. New personnel receive an overview of DMH Operational Standards applicable to
[COMPANY NAME]’s programs. 
b. Supervisors ensure population-specific standards are covered.

3. Record Keeping:
a. The Quality Assurance Coordinator trains personnel on DMH-compliant record-keeping
practices. 
b. Training includes documentation protocols and confidentiality requirements.

4. Basic First Aid and Medical Safety Procedures:
a. The Human Resources Director coordinates training on First Aid, including abdominal
thrust and choking procedures. 
b. All personnel complete Cardiopulmonary Resuscitation (CPR) certification through a live,
in-person session led by an American Red Cross or American Heart Association-certified 
instructor. 

5. Infection Control:
a. Training covers universal precautions, handwashing techniques, and food safety and
handling procedures for relevant staff. 
b. The HR Director ensures infection control practices comply with DMH-approved guidelines.

6. Workplace Safety:
a. The Safety Officer provides training on fire and disaster preparedness, emergency
response plans, and incident reporting. 
b. Personnel acknowledge their responsibilities under the Vulnerable Persons Act to report
suspected abuse, neglect, or exploitation. 

7. Rights of People Receiving Services:
a. Clinical Supervisors educate personnel on the rights outlined in Chapter 14 of DMH
Operational Standards. 
b. Training includes recognizing and respecting client rights during service delivery.

8. Confidentiality and Ethics:
a. New hires review policies on confidentiality and ethical conduct, including the DMH
Principles of Ethical and Professional Conduct. 
b. Topics such as a drug-free workplace, sexual harassment prevention, and acceptable
professional behavior are discussed. 

9. Behavior Support Principles (IDD Services):
a. Staff providing IDD services are trained in behavior support principles and procedures.

10. Transportation Safety:
a. Staff involved in transporting clients receive training on vehicle safety and transportation
protocols. 

11. Suicide and Overdose Prevention:
a. Training includes recognizing risk factors for suicide or overdose and implementing
intervention techniques. 
b. Family and peer staff roles in risk assessment and prevention are highlighted.

9.7.3 Specialized Orientation 
1. Opioid Treatment Programs:

a. Personnel complete training on overdose management, clinical issues, poly-drug addiction,
and infectious diseases such as HIV/AIDS and TB. 

2. Crisis Services:
a. Crisis Response staff receive certification in DMH-approved crisis intervention and de-
escalation techniques. 
b. Training includes suicide prevention, developing crisis support plans, and conducting Pre-
affidavit Screenings and Civil Commitment Examinations. 

3. Therapeutic Foster Care:
a. Resource parents complete CPR training and orientation before interacting with clients.

9.8 Procedure 
9.8.1 General Orientation 
Initial Training Schedule: 

1. Scheduling Orientation Sessions:
a. The Human Resources (HR) Director at [COMPANY NAME] establishes a comprehensive
calendar for General Orientation sessions to accommodate varying schedules of new hires, 
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interns, and volunteers. Orientation is offered on multiple days within the first month of hire to 
ensure timely completion and accessibility for all personnel. 
b. The HR Director prioritizes the scheduling of General Orientation within the first 30
business days of hire for all staff members. However, for direct service personnel, the 
orientation timeline is expedited to ensure that they complete all required topics before 
engaging in any client-facing roles. 

2. Notification of Orientation:
a. Upon hire, the HR Coordinator provides each new employee, intern, or volunteer with a
detailed orientation schedule, outlining mandatory attendance dates, location, and training 
topics. This communication includes pre-orientation materials such as handbooks and access 
to any online resources. 
b. Supervisors work in tandem with HR to ensure new personnel adjust their schedules to
attend orientation sessions, emphasizing the criticality of understanding agency operations 
and compliance. 

3. Orientation Format:
a. The HR Director designs a hybrid format for orientation, combining in-person training with
DMH-approved online training modules. This ensures that personnel who cannot attend all 
sessions in person still receive the necessary foundational knowledge. 
b. Orientation includes interactive workshops, role-playing scenarios, and video
demonstrations to enhance engagement and retention. 

4. Tracking Attendance:
a. Attendance is meticulously tracked for all orientation sessions through sign-in sheets and
electronic logs. Supervisors are responsible for ensuring the attendance of their direct reports 
and notifying HR of any absences. 
b. HR staff follow up promptly with individuals who miss sessions to schedule make-up
training. 

CPR Certification: 
1. Certification Coordination:

a. The HR Director arranges live, face-to-face CPR training for all employees who will have
direct client contact. This training is conducted by certified instructors from reputable 
organizations such as the American Red Cross or the American Heart Association. 
b. Training sessions are organized at least twice a month, allowing personnel to attend within
their first 30 business days. Priority is given to direct service personnel, who complete CPR 
training prior to their first client interaction. 

2. Training Components:
a. CPR training includes a hands-on component where participants practice techniques using
mannequins under the supervision of the instructor. 
b. The training also incorporates education on using Automated External Defibrillators (AEDs)
and managing choking incidents. 

3. Certification Documentation:
a. The HR Department records all certification details, including the names and credentials of
instructors, training dates, and certification expiration dates, in the personnel files of 
attendees. 
b. HR staff notify employees of upcoming recertification requirements at least three months in
advance to maintain compliance with DMH Operational Standards. 

4. Follow-Up for Non-Certified Staff:
a. Staff who fail to attend scheduled CPR sessions are contacted immediately by the HR
Coordinator to arrange the next available training. 
b. Supervisors monitor non-certified personnel to ensure they do not engage in direct client
care until certification is obtained. 

Infection Control Training: 
1. Universal Precautions Training:

a. The HR Director leads a mandatory training session on universal precautions, covering
handwashing protocols, use of personal protective equipment (PPE), and procedures for 
managing exposure to bloodborne pathogens. 
b. Training includes visual demonstrations and practical exercises to ensure participants
understand the correct techniques for minimizing contamination risks. 
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2. Food Safety and Handling Procedures:
a. Employees engaged in food preparation or handling complete DMH-approved training on
food safety and hygiene. Topics include proper food storage, prevention of cross-
contamination, and monitoring of food temperatures. 
b. The HR Coordinator schedules refresher courses annually to ensure ongoing compliance
and knowledge retention. 

3. Interactive Elements:
a. Role-playing scenarios are used to simulate real-life infection control challenges, such as
responding to a spill involving bodily fluids. 
b. Participants are assessed through quizzes and practical evaluations to confirm their
understanding of infection control protocols. 

4. Post-Training Review:
a. Supervisors verify that personnel demonstrate proper infection control practices during
their daily activities. 
b. HR staff document completion of infection control training in the personnel files and include
certificates of completion where applicable. 

Safety Training: 
1. Emergency Preparedness Training:

a. The Safety Officer conducts detailed fire and disaster training, including evacuation
procedures, use of fire extinguishers, and location of emergency exits and shelters. 
b. Training also covers the organization’s emergency response plan, with specific instructions
for maintaining continuity of operations during disasters. 

2. Incident Reporting Procedures:
a. Employees are trained to identify and report workplace incidents promptly, including
injuries, safety hazards, and near-misses. 
b. Supervisors guide staff on completing incident report forms accurately and submitting them
to the Safety Officer within the required timeframe. 

3. Vulnerable Persons Act Training:
a. The HR Coordinator provides an in-depth review of the Vulnerable Persons Act, outlining
employees’ responsibilities for reporting suspected abuse, neglect, or exploitation. 
b. Each participant signs an acknowledgment form affirming their understanding of reporting
obligations, which are retained in their personnel file. 

4. Ongoing Evaluation:
a. The Safety Officer conducts periodic drills to evaluate staff preparedness and identify areas
for improvement in emergency response protocols. 
b. Feedback from drills is incorporated into future training sessions to enhance effectiveness.

Documentation and Verification: 
1. Training Records Submission:

a. Upon completion of orientation sessions, Supervisors collect training attendance records
and submit them to the HR Department for review.
b. Supervisors ensure that employees who miss training sessions are rescheduled for
makeup sessions within two weeks.

2. Record Maintenance:
a. The HR Director oversees the maintenance of comprehensive training records, including
the following details for each session:
i. Name of the training session
ii. Instructor credentials
iii. Training dates
iv. Duration of training
v. Topics covered
b. Training records are securely stored in personnel files and are readily available for review
during compliance audits. 

3. Verification of Competency:
a. Supervisors assess the practical application of training during employees’ initial work
assignments.
b. Any gaps in knowledge or skills are addressed through supplemental training sessions
organized by the HR Department.
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9.8.2 Population-Specific Orientation 
IDD Services: 

1. Behavior Support Training:
a. Clinical Supervisors provide detailed instruction on behavior support principles,
emphasizing techniques for positive reinforcement, de-escalation, and crisis prevention. 
b. Training includes case studies and role-playing exercises to illustrate effective behavior
management strategies. 

2. HCBS Final Rules Compliance:
a. Clinical Supervisors educate staff on the Home and Community-Based Services (HCBS)
Final Rules, focusing on person-centered planning, community integration, and client choice. 
b. Supervisors monitor staff implementation of HCBS standards during routine service
delivery and provide corrective guidance as needed. 

3. Continuous Learning Opportunities:
a. Supervisors recommend additional training resources, such as webinars and workshops, to
deepen staff understanding of IDD-specific topics. 
b. Staff are encouraged to seek DMH-approved certifications to enhance their qualifications.

MH and SUD Services: 
1. Suicide Prevention Training:

a. Staff complete comprehensive training on identifying suicide risk factors, conducting risk
assessments, and implementing evidence-based intervention techniques. 
b. Family and peer staff roles in suicide prevention are discussed, emphasizing collaboration
and communication. 

2. Overdose Response Training:
a. Training covers the administration of naloxone, recognizing overdose symptoms, and
engaging emergency medical services. 
b. Staff participate in simulations to practice overdose response in real-life scenarios.

3. Peer and Family Roles:
a. Supervisors ensure that staff understand the contributions of family members and Certified
Peer Support Specialists in client care. 
b. Training highlights the importance of leveraging these roles to provide holistic support.

9.8.3 Crisis Services Orientation 
De-escalation Training: 

1. Certification in Crisis Intervention:
a. Crisis Response staff achieve certification in DMH-approved crisis intervention methods,
such as Nonviolent Crisis Intervention or MANDT® training, within 60 business days. 
b. Training emphasizes verbal de-escalation, recognizing escalation triggers, and managing
aggressive behaviors safely. 

2. Scenario-Based Learning:
a. Participants engage in role-playing exercises to practice de-escalation techniques in
controlled environments. 
b. Trainers provide feedback and reinforce best practices for maintaining client and staff
safety. 

Suicide Prevention: 
1. Training Content:

a. Crisis Response staff complete nationally recognized training on suicide prevention, such
as Applied Suicide Intervention Skills Training (ASIST). 
b. Topics include crisis assessment, intervention planning, and connecting individuals to
appropriate resources. 

2. Implementation in Practice:
a. Supervisors oversee the application of suicide prevention techniques during client
interactions and provide real-time coaching as needed. 
b. Staff participate in peer reviews to refine their skills and learn from one another’s
experiences. 

Civil Commitment Training: 
1. Pre-affidavit Screening Certification:

a. Supervisors ensure that master’s level staff receive certification to conduct Pre-affidavit
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Screenings for Civil Commitment. 
b. Training covers legal requirements, documentation protocols, and effective communication
with law enforcement and judiciary personnel. 

2. Ongoing Support:
a. Supervisors provide regular feedback to staff conducting screenings, ensuring adherence
to DMH guidelines and organizational standards. 

Seclusion and Time-Out Training: 
1. Initial Education:

a. Crisis Residential Services staff receive in-depth training on the safe and appropriate use
of seclusion and time-out techniques. 
b. Training includes legal and ethical considerations, with a focus on minimizing the use of
restrictive interventions. 

2. Practical Application:
a. Staff practice seclusion and time-out procedures in simulated environments to build
confidence and competence. 
b. Supervisors evaluate performance and address any areas of concern before staff engage
with clients. 

9.9 Review and Revision 
The Human Resources Director reviews this policy annually to ensure compliance with DMH 
standards and updates orientation materials as needed. All revisions are communicated to staff 
during annual reviews or through updated training sessions. 

9.10 References 
• Mississippi Code Annotated § 41-4-7
• DMH Operational Standards
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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




