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	Organization Name:     


	1st Quarter (09/01 – 11/30)


 FORMCHECKBOX 
 Original


 FORMCHECKBOX 
 Revised

DUE:  December 30, 2014
	2nd Quarter (12/01 – 02/29)


 FORMCHECKBOX 
 Original


 FORMCHECKBOX 
 Revised

DUE:  March 31, 2015
	3rd Quarter (03/01 – 05/31)


 FORMCHECKBOX 
 Original


 FORMCHECKBOX 
 Revised

DUE:  July 1, 2015
	4th Quarter (06/01 – 08/31)


 FORMCHECKBOX 
 Original


 FORMCHECKBOX 
 Revised

DUE:  October 1, 2015

	Number of Unduplicated Clients to be Served in FY15
	​     

	Are you on track to serve this number of clients?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	
If no, please explain:       


	Quality Assurance Activities This Quarter

	Describe in detail recent successes and/or a new initiative:

	If you do not have any recent, new initiatives, please provide a client success story.

Please do not include any HIPAA-relevant information in these narratives, and use People First language.



Describe community outreach efforts to raise awareness about the program or specific
	 services provided:

	     


	List any staffing changes for positions funded by the CSHCN Services Program (if none, please mark N/A):
Section I.Q of the FY2015 Statement of Work:
In the event of staff vacancies, Contractor will notify DSHS program in writing within 10 business days of the position(s) becoming vacant.  Contractor’s award may be decreased in an amount equal to the salary savings.
Describe any proposed changes in service areas listed in the contract (written notification is required and must be approved by the CSHCN Services Program before change can be implemented): (if none, please mark N/A)
     
Describe any assistance needed from the CSHCN Services Program central or regional office regarding your contract or contract activities 
(if none, please mark N/A)
Please be as specific as possible. 
For those contractors providing Medical Home Supports, provide an update on your progress toward the Medical Home Support activities outlined in your work plan.
     



	Performance Measures This Quarter

	Use the space below to report on the progress toward your goals and objectives for this quarter (including narrative and specific numerical data).  For the Program-specific performance measures developed by your program, you will need to utilize the format below.  Include information on any barriers or challenges encountered in attaining these performance measures and your plan for addressing these issues.  (Additional information may be requested).

	Program-specific performance measure (EXAMPLE)

	Goal: Emergency preparedness needs of families of children/youth with special health care needs are met.
Objectives:

· 100% of children/youth and families served will have a complete, accurate, up-to-date emergency information form developed within 60 days of implementation of the Individual Service Plan.

Numerical Data: 25 of 50 (50%) children and families completed the emergency prep form within 60 days of the ISP implementation.
Narrative:  During this quarter the agency was able to complete the form with only ½ of the clients and families served.  This was due to a staffing vacancy that is currently being filled (please see page 1 of the Quarterly Report).  Plans are to fill the vacancy and our staff has a list of the families needing this form and this will be addressed on the follow-up visit.  

· 100% of children/youth and families served will be provided with emergency preparedness resources (for example, DSHS Emergency Document Bags) within 60 days of implementation of the Individual Service Plan.

Numerical Data: 25 of 50 (50%) of children and families were provided emergency prep resources within 60 days of the ISP implementation.
Narrative:  During this quarter the agency was able to provide resources to only ½ of the clients and families served.  This was due to a staffing vacancy that is currently being filled (please see page 1 of the Quarterly Report).  Plans are to fill the vacancy and our staff has a list of the families needing this information and this will be addressed on the follow-up visit.  

Additional Activities:  Staff utilized the Facebook page to share resources about emergency preparedness.  Staff participated in training designed for EMS providers and discussed partnering with our children and families. 

	Program-specific performance measure #1

	Goal: Comprehensive case management services are provided to or on behalf of children/youth with special health care needs.

Objectives:

· 100% of children/youth will have, or be assisted in finding, a primary care provider (i.e., a physician or nurse practitioner for both preventive care – checkups and immunizations – and for when the child/youth is sick) within 60 days of implementation of the Individual Service Plan. 

Numerical Data: These numbers should match the data reported in the numerical portion of the report. 

Reporting on SMART criteria: 

How many clients? What services? Timeframes?
[number of clients who received the service/information]  of  [total number of clients served] (percentage)
X  of  Y, percentage = X/Y x 100 
Narrative:  If you did not meet the objective, give a brief explanation. What are you plans to address the issue in the next quarter? If possible, include information on outcomes, or resources used.
· 100% of youth 14 years of age and older who are served will receive information about and/or assistance with health care transition and/or with finding health care providers who serve adults. Information and/or assistance may be provided individually, in conjunction with other transition services, such as at school Admission Review and Dismissal (ARD) meetings, or through group meetings or transition-related events.

Numerical Data:      
Narrative:       
Additional Activities:  Were there any other activities this quarter than support the overarching goal?

	Program-specific performance measure #2

	Goal: Staff is competent in the provision of comprehensive case management services.

Objectives:

· 100% of staff funded through the CSHCN Services Program will complete the one hour online course through Texas Health Steps on “Cultural Competence.”  

Numerical Data:      
Narrative:       
Additional Activities:  

	Program-specific performance measure #3

	Goal: Families are satisfied with services provided.

Objectives:

· 100% of families served will be given the opportunity to provide feedback through a satisfaction survey/questionnaire at least once per year.

Numerical Data:      
Narrative:       
· 100% of families who respond to the survey/questionnaire will report satisfaction on 80% or more of the questions. 

Numerical Data:      
Narrative:       
Additional Activities:       

	Program-specific Performance Measures developed by the agency

	Program-specific performance measure developed by the agency #1

	Goal:        
Objectives:

·      
Numerical Data:      
Narrative:       
·      
Numerical Data:      
Narrative:       
Additional Activities:  

	Program-specific performance measure developed by the agency #2

	Goal:        
Objectives:

·      
Numerical Data:      
Narrative:       
·      
Numerical Data:      
Narrative:       
Additional Activities:  

	Program-specific performance measure developed by the agency #3

	Goal:        
Objectives:

·      
Numerical Data:      
Narrative:       
·      
Numerical Data:      
Narrative:       
Additional Activities:  


	NEW CLIENTS SERVED THIS QUARTER

	A New Client is a child with special health care needs who is provided comprehensive case management services for the first time in this fiscal year (whether or not he or she was served in a previous fiscal year).  Each new client should only be counted once each fiscal year.  DO NOT count clients who were only provided Information & Referral (I&R) services.

	Unduplicated Count of New Clients 
	1st Quarter
	2nd Quarter
	3rd Quarter
	4th Quarter

	Beginning New Client Count 
	0
	     
	     
	     

	New Clients Served This Quarter
	     
	     
	     
	     

	Total New Client Count Served This Fiscal Year
	     
	     
	     
	     


	Age 
	1st Quarter
	2nd Quarter
	3rd Quarter
	4th Quarter

	Birth – 3
	     
	     
	     
	     

	4 – 6 
	     
	     
	     
	     

	7 - 12
	     
	     
	     
	     

	13 – 17 
	     
	     
	     
	     

	18 – 20 


(include clients that turned 21 during the quarter)
	     
	     
	     
	     

	21 and older with a diagnosis of Cystic Fibrosis
	     
	     
	     
	     

	TOTAL 


(should equal the number of New Clients Served This Quarter above)
	     
	     
	     
	     


	Gender 
	1st Quarter
	2nd Quarter
	3rd Quarter
	4th Quarter

	Male
	     
	     
	     
	     

	Female
	     
	     
	     
	     

	TOTAL 


(should equal the number of New Clients Served This Quarter reported on Page 1)
	     
	     
	     
	     

	Race/Ethnicity
	1st Quarter
	2nd Quarter
	3rd Quarter
	4th Quarter

	White (non-Hispanic)
	     
	     
	     
	     

	Hispanic / Latino
	     
	     
	     
	     

	African American or Black
	     
	     
	     
	     

	Native American or Alaskan Native
	     
	     
	     
	     

	Asian or Pacific Islander
	     
	     
	     
	     

	Other:      

(specify)
	     
	     
	     
	     

	TOTAL:


(should equal the number of New Clients Served This Quarter reported on Page 1)
	     
	     
	     
	     


	Health Care Funding Source*
*The CSHCN Services Program does not fund case management for Medicaid clients.
	1st Quarter
	2nd Quarter
	3rd Quarter
	4th Quarter

	CHIP
	     
	     
	     
	     

	Private Insurance

(cannot have Medicaid or CHIP)  
	     
	     
	     
	     

	CSHCN Services Program Health Care Benefits – Active Clients 
(active clients only with no other health care funding source)
	     
	     
	     
	     

	CSHCN Services Program Health Care Benefits – Waiting List Clients
(waiting list clients only with no other health care funding source)
	     
	     
	     
	     

	No Health Care Coverage

(may include clients with an indigent care funding source such as a hospital district card)
	     
	     
	     
	     

	TOTAL:

(should equal the number of Total New Clients Served This Quarter reported on Page 2)
	     
	     
	     
	     


	Case Management Intensity 

(do not count a client in more than one level.)
	1st Quarter
	2nd Quarter
	3rd Quarter
	4th Quarter

	High Intensity*
	     
	     
	     
	     

	Moderate Intensity*
	     
	     
	     
	     

	Low Intensity*
	     
	     
	     
	     

	TOTAL 


(should equal the number of New Clients Served This Quarter reported on Page 2)

*As defined in the 2015 Request for Proposals (RFP)
	     
	     
	     
	     


	Medically Fragile 
	1st Quarter
	2nd Quarter
	3rd Quarter
	4th Quarter

	Number of New clients who meet the definition of Medically Fragile below.
	     
	     
	     
	     

	A medically fragile client is a child with special health care needs who requires access to a complex array of services, 
depends on medical, nursing, and/or health supervision 24 hours a day, AND is dependent on technology to sustain life.

Examples: ventilator dependent, total parenteral nutrition (TPN), G-tube, etc.


	Primary Care Provider (PCP) Information 
	1st Quarter
	2nd Quarter
	3rd Quarter
	4th Quarter

	New Clients This Quarter who have a PCP at the time of the first encounter.  
	     
	     
	     
	     

	New Clients This Quarter who have seen their PCP in the past 12 months.  
	     
	     
	     
	     

	New Clients This Quarter assisted in finding a PCP, or re-establishing a connection with a PCP during the quarter.
	     
	     
	     
	     

	For any new client not assisted in finding a PCP or re-establishing a connection with a PCP during the quarter, please explain why assistance could not be provided: 

     


	Primary Language 

(only count New Clients whose primary language is NOT English)
	1st Quarter
	2nd Quarter
	3rd Quarter
	4th Quarter

	Spanish
	     
	     
	     
	     

	Vietnamese
	     
	     
	     
	     

	Other:      

(specify)
	     
	     
	     
	     

	Other:      

(specify)
	     
	     
	     
	     


	Services Provided For ALL Clients This Quarter

	Include ALL clients provided comprehensive case management services during the current quarter by CSHCN Services Program contract funding. 


	Contacts/Service Encounters for ALL Clients 

(there may be multiple encounters with a single client within a quarter.)
	1st Quarter
	2nd Quarter
	3rd Quarter
	4th Quarter

	Phone Visits
	     
	     
	     
	     

	Face-to-Face Visits
	     
	     
	     
	     

	Home Visits
	     
	     
	     
	     


	
	1st Quarter
	2nd Quarter
	3rd Quarter
	4th Quarter

	Medical Home Activities

	Total number of clients provided medical home services
	     
	     
	     
	     

	Assisting with Health Insurance Applications


(e.g. assist client with applications to the CSHCN Services Program, Medicaid, CHIP, etc.)
	     
	     
	     
	     

	Finding Behavioral/Mental Health Resources

(e.g. Local Authority (formerly MH/MRs) referrals, find therapist)
	     
	     
	     
	     

	Assisting with Emergency Preparedness Planning


(e.g. discuss/plan emergency activities, CSHCN Emergency Planning Form) 
	     
	     
	     
	     

	Providing School Support Services


(e.g. assist with IEP development, attend ARD meetings, coordinate with school nurse)
	     
	     
	     
	     

	Finding Dental Services
	     
	     
	     
	     

	Assisting with Connection to Specialty Care
(e.g. assist client with finding a specialist, specialized therapies, care coordination) 
	     
	     
	     
	     

	Other:      

(specify)
	     
	     
	     
	     

	Other:      

(specify)
	     
	     
	     
	     

	Transition Activities

	Total number of clients provided transition services
	     
	     
	     
	     

	Preparing for Independent Living as an Adult
 (e.g. discuss/develop plans for accessing Medicaid programs, transportation, housing)
	     
	     
	     
	     

	Preparing for Medical Needs as an Adult
 (e.g. find adult providers, develop health care transition plan, prepare medical summary)
	     
	     
	     
	     

	Preparing for Employment
 (e.g. job coaching, supported employment)
	     
	     
	     
	     

	Preparing for Legal Needs

(e.g. guardianship, alternatives to guardianship, special needs trusts)
	     
	     
	     
	     

	Preparing for Educational Needs

(e.g. assist with IEP development, attend ARD meetings, vocational training, post-secondary planning)

	     
	     
	     
	     

	Preparing for Financial Needs as an Adult

(e.g. SSI, special-needs trust)
	     
	     
	     
	     

	Other:      

(specify)
	     
	     
	     
	     

	Other:      

(specify)
	     
	     
	     
	     

	Additional Permanency Planning Activities

(Activities that support a permanent, long-term living arrangement in a family within the community)

	Other:      

(specify)
	
	     
	     
	     

	Other:      

(specify)
	     
	     
	     
	     

	Other: 
(specify)
	
	
	
	

	Additional Case Management Activities

	Other:      

(specify)
	     
	     
	     
	     

	Other:      

(specify)
	     
	     
	     
	     


	Family Satisfaction Surveys
Report only surveys related to CSHCN Services Program
(must be surveyed at least once a year):
	1st Quarter
	2nd Quarter
	3rd Quarter
	4th Quarter

	Number of surveys distributed THIS quarter
	     
	     
	     
	     

	Number of surveys received THIS quarter
	     
	     
	     
	     


	Required Satisfaction Measures 
	1st Quarter
	2nd Quarter
	3rd Quarter
	4th Quarter

	1) Accessibility
	# yes
	     
	     
	     
	     

	
	# no
	     
	     
	     
	     

	2) Family-centered
	# yes
	     
	     
	     
	     

	
	# no
	     
	     
	     
	     

	3) Compassionate care
	# yes
	     
	     
	     
	     

	
	# no
	     
	     
	     
	     

	4) Cultural competency
	# yes
	     
	     
	     
	     

	
	# no
	     
	     
	     
	     

	5) Continuous care
	# yes
	     
	     
	     
	     

	
	# no
	     
	     
	     
	     

	6) Comprehensive care
	# yes
	     
	     
	     
	     

	
	# no
	     
	     
	     
	     

	7) Overall satisfaction
	# satisfied
	     
	     
	     
	     

	
	# not satisfied
	     
	     
	     
	     

	Comments received:      

	What steps were taken to address feedback from families?       



	Information and Referral (I&R)
(Count the number of responses to I&R Requests.
DO NOT count responses for clients enrolled in case management.)
	1st Quarter
	2nd Quarter
	3rd Quarter
	4th Quarter

	High Intensity
(approximately an hour or more invested)
	     
	     
	     
	     

	Moderate Intensity
(limited time invested – from about 15 min. to an hour)
	     
	     
	     
	     

	Low Intensity

(brief/minimal time invested - maximum of about 15 min.)
	     
	     
	     
	     


	COLLABORATION AND TRAINING

	Please list all meetings and trainings attended by staff funded through the CSHCN Services Program which included issues of interest to CSHCN and their families and/or the CSHCN Services Program, which are NOT internal meetings.

	Name of Group or Organization
	Date of Meeting
	Describe issues discussed that were relevant to CSHCN their families
	Plan of action
	Participation by Stakeholders, if applicable
Stakeholders are children with special health care needs and their family members.

	FQHC
	     
	http://findahealthcenter.hrsa.gov/Search_HCC.aspx
	     
	Estimated # of:

Stakeholders:     
Total attendees:      

	ADRC
	     
	http://www.dads.state.tx.us/services/adrc/locations.html
	     
	Estimated # of:

Stakeholders:     
Total attendees:      

	Emergency Preparedness
	     
	EMSC, webinars, etc.
	     
	Estimated # of:

Stakeholders:     
Total attendees: H     

	Mental Health Authority
	     
	http://www.dshs.state.tx.us/mhsa/lmha-list/
	     
	Estimated # of:

Stakeholders:     
Total attendees:      

	Health Services Regional Manager
	     
	http://www.dshs.state.tx.us/cshcn/CSHCN-Regional-and-Local-Offices.shtm
	     
	Estimated # of:

Stakeholders:     
Total attendees:      

	CRCG
	     
	http://www.hhsc.state.tx.us/crcg/Local_CRCGs/local_NEW.html
	     
	Estimated # of:

Stakeholders:     
Total attendees:      

	     
	     
	     
	     
	Estimated # of:

Stakeholders:     
Total attendees:      

	     
	     
	     
	     
	Estimated # of:

Stakeholders:     
Total attendees:      

	     
	     
	     
	     
	Estimated # of:

Stakeholders:     
Total attendees:      


	SIGNATURES

	All Quarterly quality assurance and FSR Reports must be reviewed, e-signed, and dated by the Project Manager.
  Identify a contact person who can answer questions regarding the content of the report.

	Project Manager:       

Date:  
     



Name of contact person for questions regarding this report:       


Phone number:     





	E-mail the completed Quarterly Report via E-Mail with a copy of the FSR (Form 269a) to:

	phsucontractors@dshs.state.tx.us  AND to:

The Regional Manager(s) of Specialized Health and Social Services 
in the Health Service Region(s) your agency serves with your client lists*.
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