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September 22, 2003

Dear Provider:

Re: DHS Conditional Families Only

All New York City Tier II Shelters, serving conditional families, are now required to provide limited family immediate need and emergency services to all conditional families at the point of admission to the facility. Once the family is determined eligible by the Emergency Assistant Unit (EAU) or within 10 working days of the admission date to the facility, whichever period is shorter, the facility must complete a full family needs assessment of the family.  (Facilities currently housing conditional families and providing full assessment services to families upon admission may continue to do so.). Note:  All other eligible families admitted to the facility are held to the provisions as outlined in OTDA’s August 6, 2003 directive. 

Conditional Placement Procedures

Effective immediately, all DHS Tier II facilities that are accepting conditional placements must implement the following Conditional Placement Procedures as established by OTDA.   These procedures will serve as minimal standards and will be subject to OTDA periodic reviews.  These standards are necessary to ensure the safety and quality of care provided to families and support staff.  Upon admission to the facility and to the extent possible, the forms attached must be completed in its entirety with the family.  

STEP I

INCOMING FAMILY REFERRAL DATA SHEET  

· The Incoming Family Referral Data Sheet (Attachment I) will capture pertinent information on the family prior to the family’s admission to the facility.  The referring agency is obligated to provide the facility with as much information as necessary to ensure that the identified family is correctly being referred to the appropriate facility.  Family admissions and referrals to facilities are bound by provisions as outlined in 900.6.  It is important that all information on this form be completed in its entirety so as to ensure that adequate preparations are made for the new family.  
STEP II

EMERGENCY FAMILY INFORMATION 

· The Emergency Family Information form (Attachment II) must be completed at the point of the family’s arrival prior to room assignment.   The information in this document may be minimized and posted on a 3 X 5 card and maintained at the security desk.  Facility staff must verify the identity of all new family members prior to admission.

· A sample Facility Rules form (Attachment III) must be provided to all conditional families upon admission.  The facility may modify the sample Facility Rules form to conform to special needs as approved in the facility’s most recent approved operation plan.

· A sample Fire Evacuation Procedure/Plan (Attachment IV) must be provided to all conditional families upon admission.  The facility may modify the sample Fire Evacuation Plan to conform to the facility’s most recent approved operation plan.

· A sample Bed Hold Policy form (Attachment V)  must be provided to all conditional families upon admission to the facility.  The facility may modify the attached Bed Hold Policy to  conform to the facility’s most recent approved operation plan.

· A sample Apartment Inventory form (Attachment VI) is a guide that is currently being used in many facilities.  Each facility has different service needs and provides different level of services to families.  For example, facilities preparing meals vs facilities with self-contained units will provide different household items for families.   
· Facilities with self-contained units should ask all new families, upon entry, if they need emergency food staples or utensils for the preparation for food.  In some cases, a referral to a local food pantry may be the appropriate.  If local resources are limited, and families are without food stamps or restaurant allowance, the facility may opt to provide minimal emergency food staples.   
· OTDA is requesting that minimal budgetary utility items be provided to eligible as well as conditional families. A minimal sampling of budgeted items are listed under Part 900.12(d)(e)(f)(&(g).  Provisions under 900.12(g)(1) refers to the preparation and the serving of food in a self contained unit.  Food preparation items may include: pots, pans, spoons, forks, etc.   

· Facilities, with self contained units, that provide extensive prepackaged food start-up kits may need to evaluate the need to continue to provide extensive prepackaged items.  Guidelines for emergency food service may be found in provisions 900.13(a)(b(c)(d)(e)&(f).  Facilities providing extensive support services to families through other resources are encouraged to do so.

· OTDA is requesting that all facilities, providing start-up kits to families, review the cost of their prepackaged items and determine if they are within their budgetary limits.  It should also be noted that families referred to your facility should have access to food stamps and restaurant allowance upon their entry.  All facilities must establish and maintain a relationship with the following vendors:

· A local hardware store;

· Grocery store that accepts food stamps; and a

· A local restaurant that accepts restaurant allowance.

Some facilities have established a voucher system with local merchants whereby residents can purchase specific inventory items.  Facilities that have established voucher relationships with local merchants have expressed the following benefits:

· They no longer have to store a large inventory of starter kits on-site.

· A voucher is prepared listing only the items that the family needs thereby reducing the cost of storing and issuing start-up kits. 

· Local merchants will benefit from the business.

STEP III

FAMILY IMMEDIATE NEEDS DETERMINATION 

· The Family Immediate Needs Determination Form (Attachment VII) is to be completed on the day the family arrive at the facility or the next working day.  For example, if a family arrives at the facility at a time when social service staff is not normally assigned, facility staff must complete the form on the next assigned working day.  Facility administration must make arrangements to complete this form in a timely manner should social service staff be on extended leave or vacations. 

For additional information regarding these procedures or an e-mail of the forms/procedures package, please contact James Dolan (212) 961-8223 or e-mail  James.Dolan@otda.state.ny.us.





Sincerely,






    


                    
Ruth Ann Pickering
                                                                                                                  
Director

                                                                                                                  
Bureau of Shelter Services                                                                                                                                  

(ATTACHMENT I)


FACILITY NAME:   _________________________________________

INCOMING FAMILY REFERRAL DATA SHEET             

EXPECTED ARRIVAL DATE:  ____/____/____          ROOM SIZE NEEDED: _______________________   APT: _________

H.O.H: _______________________   D.O.B: _____/_____/_____     SS#: _______________________

PRIMARY LANGUAGE: ______________         SPEAKS ENGLISH:  __________________

CONDITIONAL: _____     ELIGIBLE: _____     DATE OF ORIGIN:  _____/_____/_____     CASE #: _________________   IMC#: ______________

                                                                                    (Date client came into Homeless System)

IS CLIENT PREGNANT?  _____YES  _____NO     NUMBER OF CRIBS NEEDED: ________  FAMILY COMPOSITION:   ____/______

	FAMILY  NAME
	M/F
	D .O.B.
	AGE
	RELATIONSHIP
	 FAMILY NAME
	M/F
	D.O.B.
	   AGE
	RELATIONSHIP

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	


NAME OF REFERRAL WORKER: _____________________________     REFERRAL AGENCY: _______________________  TEL.# ______________

REFERRAL TAKEN BY: __________________________________       TODAY’S DATE: _____/_____/_____

IS THE FAMILY CURRENTLY RECEIVING THE FOLLOWING:   FOOD STAMPS?  _______    RESTAURANT ALLOWANCE?     _______ 

SPECIAL NEEDS/MEDICAL ISSUE FOR ANY FAMILY MEMBER: ____________________________________________________________________

(ATTACHMENT II)              

FACILITY NAME:   ____________________________

EMERGENCY FAMILY INFORMATION
Head of Household: _____________________________  Unit #: _________________________________ Ext: ____________

FAMILY COMPOSITION:
	FAMILY  NAME
	M/F
	D .O.B.
	SEX
	RELATIONSHIP
	 FAMILY NAME
	M/F
	D.O.B.
	   SEX
	RELATIONSHIP

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	


In Case of Emergency Contact:

1.     NAME: _________________________________________              2.      NAME: ___________________________________________________

                       ADDRESS: _____________________________________                        ADDRESS: ________________________________________________

                                            _____________________________________                                             ________________________________________________

                       PHONE #:  _____________________________________                         PHONE  #: ________________________________________________

                       RELATIONSHIP: _______________________________                         RELATIONSHIP: _________________________________________

I, _________________________________________________, give permission for the above person/s to take care of my children in case of an emergency.    

___________________________________________________________                        __________________________________________________________

HEAD OF HOUSEHOLD                                                                                                 DATE COMPLETED

___________________________________________________________                        __________________________________________________________

WITNESS                                                                                                                            DATE COMPLETED

ARE YOU CURRENTLY RECEIVING THE FOLLOWING: FOOD STAMPS?  ________    RESTAURANT ALLOWANCE?  _________

EMERGENCY MEDICAL INFORMATION: _________________________________________________________________________________________

Maintain on a 3 X 5 card at the security desk.

(ATTACHMENT IV)

FACILITY NAME:  __________________________________

SAMPLE FIRE EVACUATION PROCEDURE/PLAN

In the event an emergency occurs which requires the evacuation of the building, the following plan will be utilized:  

In Case of Fire

Suggested Instructions:

If the Fire is in the Apartment:

1. Leave the apartment immediately.  

2. Close the Door.

3. Alert all family members of the fire.
4. Call the main office via intercom after leaving your apartment.  
If the Fire is not in your Apartment:

        1.   Call the main office via intercom or if you have a phone dial (   ) _____-________

2. The main desk will advise you of any precautions to be taken.

3. Do not leave your apartment if: 

                    Door is hot

                    Heavy smoke is in the corridor

4. Stay low near an open window.  

If you must leave Apartment:

1. Close the windows & doors after leaving.

2. Proceed to the nearest smoke free stairway and exit from area of the fire.

3. Go immediately outside.  Stay quiet and keep family together while awaiting instruction from the fire department and/or staff.  Do not re-enter the building for anything!
I have been given a copy of the evacuation plan for the ________________ Family Residence.  Detailed plan information (procedures, escapes routes, contact persons, etc.) has also been explained by staff, in case there is ever a need to evacuate the apartment.  

Signature of Resident                                                                                                  Date

Signature of Staff                                                                                                        Date

COPY TO:    Family

         
         File     

(ATTACHMENT III)

FACILITY NAME:   _________________________________
SAMPLE FACILITY RULES 

The following facility rules must be observed at all times to ensure the safety of all residents.

1)   NO DRUGS OR ALCOHOL ON PREMISES

2)   NO PETS

3)   NO OVERNIGHT GUEST(S) (INCLUDING CHILDREN)

4)   NO WEAPONS

5)   NO VIOLENCE OF ANY KIND (PHYSICAL OR VERBAL)

6)   NO CHILDREN UNDER THE AGE OF 16 LEFT IN THE  APARTMENTS UNSUPERVISED

7)   ALL VISITORS MUST SHOW AND LEAVE PHOTO ID WITH THE   

       GUARD AT THE SECURITY BOOTH AT EACH VISIT

8)   ALL VISITORS MUST SIGN IN AND OUT WHENEVER ENTERING 

      AND LEAVING THE BUILDING

9)   ALL VISITORS MUST BE ESCORTED TO THE APARTMENT BY  

      ADULT FAMILY MEMBER AT ALL TIMES

10)   NO VISITORS LEFT IN THE APARTMENT WITHOUT ADULT RESIDENTS

11)   VISITING HOURS:  SUNDAY – THURSDAY ___:___ - ___:___ AND 

         FRIDAY & SATURDAY ___:___-___:___.

12)   ALL RESIDENTS MUST SIGN IN AND OUT WHENEVER 

         ENTERING AND LEAVING THE BUILDING

13)   CURFEW HOURS ARE ___:___ UNTIL ___:___

I have read and understand the rules listed above and agree to abide by them.  Failure to comply with the above rules may lead to immediate discharge from this facility.  

___________________________      _______       ____________________________   ________  

RESIDENT SIGNATURE                 DATE           STAFF SIGNATURE                       DATE

COPY TO:   FAMILY

        
     FILE

(ATTACHMENT V)

FACILITY NAME:  ______________________________________

SAMPLE BED HOLD POLICY

______________________ reserves the right to give your apartment to another family after you have vacated your apartment for 48 hours or more without the consent of _________________________.  A vacate order will be enforced starting at the point of curfew on the day of your absence from the facility.  We reserve the right to remove your belongings from the said apartment.  We agree to store your belongings for a period of one week.  By the end of this time you must be prepared to remove them or they will be discarded, as storage is very limited.

I have read and understand _________________________ Bed Hold Policy.  My signature below indicates my agreement to this policy.

________________________________________        ______________________

Signature of Resident                                                      Date

________________________________________       ____________________

Signature of Staff                                                           Date

COPY TO:   Family

                     File

(ATTACHMENT VI)

SAMPLE APARTMENT INVENTORY

APARTMENT #: _________        
 RESIDENT’S NAME:    ___________________________________

NOTE:  The items listed below serve only as a guide.  See Part 900.12(d)(e)(f)&(g) and 900.13(a)(B)((c)(d)(e)&(f) for minimal requirements.

	ITEM
	QT
	APARTMENT SUPPLIES
	QUANTITY & SERIAL #
	COMMENTS

	POTS & PANS
	
	GARBAGE CONTAINER
	
	

	CAN OPENER
	
	MOP
	
	

	DINNER PLATES/CEREAL BOWLS/SALAD PLATES
	
	BROOM
	
	

	CUPS/SAUCERS
	
	BUCKET
	
	

	PLASTIC TUMBLERS
	
	DUST PAN
	
	

	TABLE KNIVES & FORKS
	
	SHOWER CURTAIN
	
	

	TEASPOONS & TABLESPOONS
	
	SHOWER CURTAIN HOOKS
	
	

	LADEL/SPATULA & SERVING SPOONS
	
	PLUNGER
	
	

	PILLOWS
	
	10 HANGERS
	
	

	FLAT SHEETS
	
	HIGH CHAIR
	
	

	FITTED SHEETS
	
	CRIB
	
	

	PILLOW CASES
	
	BEDS
	
	

	BATH TOWELS
	
	NIGHT TABLES
	
	

	WASH CLOTHS
	
	DRESSERS
	
	

	SOAP
	
	LIVING ROOM CHAIRS
	
	

	KITCHEN TOWELS
	
	LOVE SEAT
	
	

	CRIB SHEETS
	
	LIVING ROOM COUCH
	
	

	DISH DETERGENT
	
	TABLE LAMPS
	
	

	SCOURING  BRUSH
	
	COFFEE TABLE
	
	

	TOILET TISSUE
	
	END TABLES
	
	

	DISINFECTANT 
	
	DINING ROOM TABLE
	
	

	
	
	DINING ROOM CHAIRS
	
	

	
	
	FIRE EXTINGUISHER
	
	


 *Note to All Staff: Residents with children under the age of 2 must receive crib & a high chair.

I hereby acknowledge that I have received the above items and agree to take very good care of them and to return those items indicated when I am discharged from the facility.  

I also acknowledge that I have received ___ Door keys and ___ Mail box keys for the apartment mentioned above and agree to return all keys when I am discharged from the facility.  

_________________________    _________       _________________        _______________  

   Resident Signature                         Date
         Staff Signature                         Date         

 (ATTACHMENT VII)

REV. 9/03

FACILITY:  ______________________

DHS TIER II CONDITIONAL PLACEMENTS

FAMILY IMMEDIATE NEEDS DETERMINATION

	TODAY’S DATE:                                                               TIME IN:                           AM/PM


	DATE OF ELIGIBILITY DETERMINATION:


	DISCHARGE DATE:                                              TIME OUT:                                                  AM/PM 


ALL NEW YORK CITY TIER II SHELTER PROVIDERS, SERVING CONDITIONAL FAMILIES, ARE NOW REQUIRED TO PROVIDE AN IMMEDIATE FAMILY NEEDS DETERMINATION ON ALL SUCH PLACEMENTS AT THE POINT OF ADMISSION TO THE FACILITY.   ONCE THE FAMILY IS DETERMINED ELIGIBLE OR WITHIN 10 WORKING DAYS OF THE ADMISSION DATE TO THE FACILITY, WHICHEVER PERIOD IS SHORTER, THE FACILITY MUST COMPLETE A FULL NEEDS ASSESSMENT OF THE FAMILY.    (FACILITIES ELECTING TO CONTINUE FULL ASSESSMENT OF FAMILY NEEDS UPON ADMISSION MAY CONTINUE TO DO SO).  PLEASE REFER TO ADDENDUM FOR ADDITIONAL INSTRUCTIONS.

	CASE HEAD NAME ,  LAST                                            FIRST


	SOCIAL SECURITY #



	OTHER ADULT NAME, LAST                                         FIRST
	PA STATUS:  ACTIVE     ___  SANCT. _____

                       PENDING ___  CLOSED ____

                       NO APPT  ____

	IS CENTER #
	PERMANENT RESIDENCE STATUS #
	CASE NUMBER #



	HOUSING STATUS:
	
	CASEWORKER:


CASE COMPOSITION:      ____/___  (Family members referred to shelter.)

	NAME,  LAST                        FIRST
	AGE
	SEX
	RELATION TO H/H
	ON PA

BUDGET
	CHILD’S

SCHOOL/GRADE 

	1                                                  (H/H)

	
	
	 SELF


	
	

	2)


	
	
	
	
	

	3)


	
	
	
	
	

	4)


	
	
	
	
	

	5)


	
	
	
	
	

	6)


	
	
	
	
	

	7)


	
	
	
	
	

	8)
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EMERGENCY CONTACTS FOR FAMILY:

	NAME
	ADDRESS
	TELEPHONE #
	RELATIONSHIP
	COMMENTS

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


IMMEDIATE NEEDS OF THE FAMILY:

1. ARE YOU CURRENTLY RECEIVING FOOD STAMPS _______?  ARE YOU CURRENTLY  RECEIVING A RESTAURANT ALLOWANCE ________?

2. DESCRIBE ANY SPECIAL MEDICAL OR MENTAL HEALTH NEED:  __________________

_______________________________________________________________________.

3. DESCRIBE ANY CHILD OR ADULT PROTECTIVE NEEDS: ________________________

_______________________________________________________________________.

4. DESCRIBE ANY IMMEDIATE PUBLIC ASSISTANCE NEEDS (NEXT APPOINTMENT, TRANSPORTATION, ETC.):  ____________________________________________________________________.

5. DESCRIBE ANY IMMEDIATE EDUCATION, EMPLOYMENT OR JOB TRAINING NEEDS:  

______________________________________________________________________.

6. DESCRIBE ANY IMMEDIATE HOUSING NEEDS: _______________________________

______________________________________________________________________.

7. DESCRIBE ANY IMMEDIATE CHILD CARE OR PUBLIC SCHOOL NEEDS:  ____________

______________________________________________________________________.

	DESCRIBE ACTION TAKEN BY STAFF:  




CLIENT’S SIGNATURE:  ___________________________   DATE: __________________

CASEWORKER’S SIGNATURE:  ______________________  DATE:  __________________
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