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SERVICE COORDINATION 
The Service Coordinator assures that each component of the Service Coordination Process is completed for each eligible participant.

Service Coordination includes:

· Outreach/Identification and Referral/Application 

· Review information to evaluate the need for further action and/or referral to other resources. 

· Document information in the BSHCN Information Systems. 

· Eligibility Determination 

· Determine eligibility for BSHCN Service 

· Determine need for referrals to programs/agencies other than BSHCN 

· Document information in the BSHCN Information Systems 

Service Coordination Activities include:

· Assessment of the Needs of the Participant/Family 

·  Complete the Annual Service Coordination Assessment (SCA)   (Appendix B)
· Service Plan Development 

· Identify outcomes desired by the participant/family 

· Determine criteria for outcomes and services necessary to reach outcomes 

· Identify funding options for needed services 

· Determine available resources 

· Complete activities necessary to obtain services 

· Implementation of the Service Plan  

· Complete activities necessary to enroll the participant in appropriate BSHCN services 

· Refer to other agencies and programs as needed 

· Communicate with members of the care team 

· Assist participant/family in accessing a Medical Home as needed and desired 

· Identify the need for additional service/equipment 

· Advocate for services as needed 

· Organize/participate in team conferences 

· Monitoring and Evaluation 

· Review the service plan for continuity of care 

· Assess satisfaction and compliance with services 

· Modify the service plan as indicated 

· Assess the benefit/value of service to quality of life and cost 
· Transition

· Participants should have a transition plan in place for all appropriate times of transition, such as age, service discontinuation, change in a Service Coordinator or agency, or major life event.

· Discussions about transition begin as soon as the participant is enrolled in a BSHCN program and continue periodically throughout enrollment.  Discussions should include expected outcomes and behaviors appropriate to Health Care, Educational/Vocational, and Independent Living.  

· Collaborate with other agencies to identify appropriate transition team members including the participant and the caregiver/family. 

· When possible, schedule a transition meeting with the family and other appropriate key players within 6 months of the anticipated transition.

· Complete the BSHCN Transition Plan form, identifying action steps, timelines, and person(s) responsible, incorporating participant’s/family’s concerns and priorities.  Document that a Transition Plan is on file in the participant file and that a copy of the Transition Plan was provided to the participant/family and transition team members.

· Closure 

· Determine if the terms of the service plan have been completed 

· Determine if services are still needed and/or desired 
· Determine if the responsibility for service coordination should be transferred to another agency
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