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PO #:
     




Funding Amount:      
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Agency Profile: Please complete all sections that apply to your funding award.

Program Operation: Year Round



        


 

 FORMCHECKBOX 
 Behavioral Health Services


Executive Director Contact Information:  

Program Contact Information: 

Name:      






Name:      
Address:      





Address:      
Phone:
     






Phone:      
Zip:      






Zip:      
Fax:      



        


Fax:      
E-mail:
     






E-mail:      
Administration Location: (if different)


Board of Director Chairperson: 

Name:
     






Name:      
Address:      





Address:      
Zip:      






Zip:      
Phone:
     






Phone:      
E-mail:
     






E-mail:      
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Contract Staff Person:




Fiscal Staff Person: (if different)

Name:
     






Name:      
Phone:
     






Phone:      
Fax:       






Fax:      


E-mail:
     






E-mail:      
Program Location/Site(s)(where the youth programming will take place): (List all site locations)

Address:      
Phone:      
Fax:      
Ward(s):      







Community Area(s):      
Is this program housed at a school location?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

Program Location/Site(s)(where the youth programming will take place): (List all site locations)

Address: 

Phone:      
Fax:      
Ward (s):      







Community Area (s):      
Is this program housed at a school location?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
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Program Location/Site(s)(where the youth programming will take place): (List all site locations)

Address:      
Phone:      
Fax:      
Ward (s):      







Community Area (s):      
Is this program housed at a school location?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

Program Information (Please initial your selection):

DFSS Youth Services Division funding as a primary source for your program site (>50% of funding):   FORMCHECKBOX 
 

DFSS Youth Services Division funding is supplemental funding for your program site:   FORMCHECKBOX 
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Program Requirements:

Please read the following program requirements.  Please refer to the Database user guide for further instructions.
(1) Data Entry:

Agencies are responsible for entering youth and program information into the database system (www.youthservices.net/chicago).
· Data entry includes, but is not limited to: youth enrollment and daily youth attendance. Agencies are strongly encouraged to enter attendance daily.

· The following documents are required to be uploaded into the data system:  Work Plan, DFSS youth Intake Forms, Program Schedule, Monthly Calendars, and Contractual Certification information.

· Use of the database system is a contract requirement for all DFSS Youth Services Division (YSD). Failure to maintain accurate information in the system may impact future funding.  Technical assistance on the use of DFSS YSD database management system will be provided to agencies.

(2) Performance Rating: To provide feedback on program quality and in agreement with contractual obligations, a performance system is implemented for each program.  The program metrics are broken into three categories; Program Management, Staff Compliance, Fiscal Compliance.  Performance rating letters are sent to the Executive Director and Alderman in the Ward where the program is operated. We highly recommend that you share with your Board Chair. Failure to meet performance metrics may impact future funding.

 (3) Program Outcomes:

Program Outcomes are selected DFSS/YSD.  Agencies are required to identify, track and document outcomes for youth. Program Outcomes must be captured in Cityspan on a quarterly basis.  DFSS will provide agencies with training and support.  

(4)  Incorporation of Physical Fitness and Nutritious Snacks:

1. If snacks are provided, they should be nutritious according to USDA standards. 

2. Programs that allow youth to bring snacks will encourage families to make nutritious choices.
3. Incorporate of physical activity if applicable.
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(5) Program Staff:

Program Staff is required to have a current CPR and First Aid certification.  All Staff and volunteers must have completed a Federal Fingerprint Background checks, online Mandated Reporter certificate, Mandated Reporter Acknowledgement Form, Child Abuse and Neglect Tracking System (CANTS) and the National Sex Offender Registry prior to employee start date.  CANTS, Mandated Report Certificate, and the NSOR should be conducted on a yearly basis.  This documentation must be current and uploaded in Cityspan for verification prior to program start date.  Agencies are required to have a written procedure for identifying and reporting suspected child abuse or neglect. 

 (6) Expenditure Rate:

Agencies contracted with DFSS and receiving funding are required to voucher monthly.  The table below illustrates what percentage of the grant should be expended quarterly. Note that you can only bill for personnel if you have the enrollment and or attendance to support it.  

First quarter 20%
 Second quarter 50% 
     Third quarter 75%
     Fourth quarter 100%

(7) Meetings and Trainings:

Mandatory attendance at DFSS delegate agency meetings (Executive Director and Program Director or Coordinator). Your attendance is mandatory at community planning network meetings as scheduled by DFSS.   DFSS may also request and identify staff participation in professional development trainings, meetings and conferences, etc.  
(8) Programmatic Changes:

Please note if there are any changes to your Staff, facility, facility location or Work Plan you must notify in writing your DFSS Youth Services Coordinator and the Manager of the Youth Services Division.
(9) Program Close-Out Procedures:  If for any reason your program is closing you must follow the Departments Close Out Procedures.  
6 of 9

Program Name:




PO#:    




Funding Amount: $     
Please indicate the hours of operation for counseling services provided.  A client assessment should be completed yearly for each youth receiving services.  Client plans and goals should be created for each youth participant and reviewed every three months for progress.  Each youth participant should receive a minimum of two hours of direct services per month and hour of indirect.  Agency staff is expected to utilize evidence-based strategies, manualized curricula for small group sessions, and cultural informed best practices in their work with youth.  When clinically indicated, staff should incorporate trauma informed evidence-based practices.    Progress and completion of goals should be documented along with youth participation in each respective counseling service. DFSS Data Management System should be utilized to document all client interaction.  Direct Service Hours: Include face to face contact with youth participants through individual, group, family and workshop offerings. Indirect Service Hours: Include collateral contacts with school personal, referrals, parent or guardian. 
	
	January – March
	April – June
	July – September
	October – December
	Total Year

End Served

	Youth Participants
	 FORMCHECKBOX 
 6-9 #     
 FORMCHECKBOX 
 10-12#     
 FORMCHECKBOX 
 13-15#     
 FORMCHECKBOX 
 16-18#     
	 FORMCHECKBOX 
 6-9 #     
 FORMCHECKBOX 
 10-12#     
 FORMCHECKBOX 
 13-15#     
 FORMCHECKBOX 
 16-18#     
	 FORMCHECKBOX 
 6-9 #     
 FORMCHECKBOX 
 10-12#     
 FORMCHECKBOX 
 13-15#     
 FORMCHECKBOX 
 16-18#     
	 FORMCHECKBOX 
 6-9 #     
 FORMCHECKBOX 
 10-12#     
 FORMCHECKBOX 
 13-15#     
 FORMCHECKBOX 
 16-18#     
	 FORMCHECKBOX 
 6-9 #     
 FORMCHECKBOX 
 10-12#     
 FORMCHECKBOX 
 13-15#     
 FORMCHECKBOX 
 16-18#     

	Number of Assessments
	     
	     
	     
	     
	     

	Number of Clients Plans
	     
	     
	     
	     
	     

	Direct Service Hours
	     
	     
	     
	     
	     

	Indirect Service Hours
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This section must be completed with and Approved by your assigned Youth Services Coordinator

	Program Outcomes:

	
	OUTCOMES
	INDICATOR (S)
	DFSS Database & Onsite Data Source(s)


	DATA COLLECTION METHOD

	1.
	     
	     
	     
	     

	2.
	     
	     
	     
	     

	3.
	     
	     
	     
	     


Program Operation:   

	Day
	Scheduled Hours
	Site Name
	Address (include street, zip code)

	Monday
	     
	     
	     

	Tuesday
	     
	     
	     


	Wednesday
	     
	     
	     

	Thursday
	     
	     
	     

	Friday
	     
	     
	     

	Saturday
	     
	     
	     

	Sunday
	     
	     
	     


Will your program operate after 6 p.m. Yes:  FORMCHECKBOX 
 No:  FORMCHECKBOX 

Will your program operate on Saturday or Sunday, Yes:  FORMCHECKBOX 
 No:  FORMCHECKBOX 
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Behavioral Health Services Signature Page

All signatures are required for the Behavioral Health Services Work Plan to be approved. Signature of agency representative acknowledges the understanding of the program requirements and the agency’s commitment to implement the work plan as described in this document.
I have read and agree to comply with the program requirements. 
_____________________________________________


________________________________________


Executive Director
Signature

Date



Executive Director Name – Please Print
____________________________________________


________________________________________
Program Director Signature

Date



Program Director Name – Please Print



_________________________________________________

DFSS Representative (Youth Service Coordinator) Date

_____________________________________________

Earline Whitfield Alexander





 

Manager Family and Support Services, Youth Services
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Behavioral Health Services








