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SF/MHP/SAP/SD TRAINING MATERIALS 
D C D H S  –  B e h a v i o r a l  H e a l t h  –  C C S  

 
Here are some helpful links and documents we will reference during today’s training and will benefit you 
as you get started in your new role with Comprehensive Community Services (CCS)! 
 
Rules/Policies/Principles for CCS 
 ForwardHealth CCS Online Handbook 
 DHS 36 
 DHS 106 
 SAMHSA 
 Dane County CCS Policies 
 DHS 101 – Definition of Medically Necessary 
 Combatting Fraud, Waste, and Abuse 
 Person Centered Planning 
 Children’s System of Care Foundations of WI Wraparound Video Series 
 
The following documents and guides can be located on Dane County’s website. 
Service Facilitator Role 
 Service Facilitator Best Practices Guide – Provides best practice guidelines for multiple topics specific 

to the SF role. Also includes a Service Facilitator Checklist tool to keep SFs on track with expectations 
of the SF role. 

 
Document Templates & Helpful Hints 
 Agency Fax Cover Sheet – Please use this if sending faxes to the CCS Inbox (ccs@danecounty.gov).  
 Release of Information Word Version or PDF Version 
 Physician Prescription for CCS – Clients are required to have a PhRx on file annually. 
 Assessment Template – The comprehensive assessment is completed in the module, but this 

template offers some exploratory questions the SF can use to assess each domain.  
 Comprehensive Guide – Assessments and Summaries – This provides an overview with examples on 

how to complete both the comprehensive assessment and summary. 
 Columbia Suicide Severity Rating Scale 
 Comprehensive Guide – Recovery Plans and RTM Rosters – This provides an overview with examples 

on how to complete the recovery plan and when a RTM roster is needed.  
 Recovery Team Meeting Roster – This is a blank roster, but a client specific roster can be downloaded 

from the client chart in the module.  
 Transfer Summary – This is completed if a client wishes to be transferred to a new SF Agency. 
 Discharge Summary – This is completed when a client is being discharged from the CCS Program. 

https://www.forwardhealth.wi.gov/WIPortal/Subsystem/KW/Display.aspx?ia=1&p=1&sa=12
https://docs.legis.wisconsin.gov/code/admin_code/dhs/030/36.pdf
https://docs.legis.wisconsin.gov/code/admin_code/dhs/101/106
https://docs.legis.wisconsin.gov/code/admin_code/dhs/101/106
https://www.samhsa.gov/find-help/recovery#:%7E:text=SAMHSA%27s%20working%20definition%20of%20recovery,to%20reach%20their%20full%20potential.
https://providers.dcdhs.com/Partnering-With-Dane/Comprehensive-Community-Services/CCS-Plan-and-Policies
https://docs.legis.wisconsin.gov/code/admin_code/dhs/101/101/03/96m#:%7E:text=(96m)%20%E2%80%9CMedically%20necessary%22,(96m)(b)1.
https://www.cms.gov/Outreach-and-Education/MLN/WBT/MLN3995723-MLNPartsCD/FWA/story.html
https://www.dhs.wisconsin.gov/pcp/model.htm
https://www.dhs.wisconsin.gov/children/soc-wraparound-videos.htm
https://providers.dcdhs.com/Partnering-With-Dane/Comprehensive-Community-Services/CCS-Forms
https://providers.dcdhs.com/documents/pdf/ccs/FAQ-Documents/Dane-County-CCS-SF-BEST-PRACTICES-GUIDE.pdf
https://providers.dcdhs.com/documents/pdf/ccs/agency-fax-cover-sheet.pdf
mailto:ccs@danecounty.gov
https://providers.dcdhs.com/documents/docx/ccs/roi.docx
https://providers.dcdhs.com/documents/pdf/ccs/roi.pdf
https://providers.dcdhs.com/documents/pdf/ccs/physician-prescription.pdf
https://providers.dcdhs.com/documents/pdf/ccs/assessment-and-recovery-team.pdf
https://providers.dcdhs.com/documents/pdf/ccs/DCDHS-CCS-Comprehensive-Assessment-Guidance.pdf
https://providers.dcdhs.com/documents/pdf/ccs/C-SSRS-Clinical-Practice-Screener-since-last-visit-2021.pdf
https://providers.dcdhs.com/documents/pdf/ccs/FAQ-Documents/DCDHS-Recovery-Plan-and-Team-Meeting-Roster-Guide.pdf
https://providers.dcdhs.com/documents/pdf/ccs/roster-template.pdf
https://providers.dcdhs.com/documents/pdf/ccs/TOSF-Process-and-Form.pdf
https://providers.dcdhs.com/documents/pdf/ccs/discharge-summary.pdf
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 Consumer Status Data Form – This document needs to be completed and sent to the CCS Inbox as a 
part of the discharge process.  

 ROI Guide – This document provides an outline of all state statues outlining the requirements for 
informed consent and consent to release information. Additionally, this document outlines how to 
complete the Dane County CCS ROI. 

 Irretrievable Documents Form – This document needs to be completed and sent to the CCS Inbox if 
client documents are considered irretrievable (please see further guidance on when documents can 
be considered irretrievable here, see page 4).  

**Submitting Documents to CCS – This document provides guidance on how to get the above documents 
into the Dane County client file.  
 

Progress Notes Tips 
 Progress Note Guidance 

 Progress Note Checklist (p. 3) 
 Tips for Progress Notes (p. 4) 
 DAP Progress Note Scoring Sheet (p. 5) 

 Capturing Multiple Contacts in the Same Day 
 Unlock Notes, VOIDS and Addendums 
 Why do Progress Notes get Denied? 
 Billing Status of Progress Notes 
 Sample DAP Notes for SF 
 

Module Tips 
 Nick’s Module Assessment Training Video 
 Workflow Tips for the Module 
 
Other Resources  
 Dane County CCS Provider Directory 
 Wisconsin Department of Health Services CCS 
 SMART Goals/Action Steps 
 Collaboration in Teaming – Team Meeting Video 
 WIWraparound.org – so many resources for wraparound and teaming 
 UWGB Behavioral Health Training Partnership 
 Wisconsin Public Psychiatry Network Teleconference 
 United Way of Dane County 

https://providers.dcdhs.com/documents/pdf/ccs/dcdhs-data-collection-mental-health-supplement.pdf
https://providers.dcdhs.com/documents/pdf/ccs/FAQ-Documents/ROI-Guide.pdf
https://providers.dcdhs.com/documents/pdf/ccs/FAQ-Documents/CCS-Irretrievable-Docs.pdf
mailto:ccs@danecounty.gov?subject=Irretrievable%20Documents%20-%20Client%20%23
https://providers.dcdhs.com/documents/pdf/ccs/FAQ-Documents/Helpful-Hints---Submitting-Documents-to-CCS.pdf
https://providers.dcdhs.com/Partnering-With-Dane/Comprehensive-Community-Services/Training/CCS-FAQ/CCS-FAQ-Progress-Notes
https://providers.dcdhs.com/documents/pdf/ccs/FAQ-Documents/DCDHS-CCS-Claims-for-Services-Progress-Note-Guidance.pdf
https://providers.dcdhs.com/documents/pdf/ccs/FAQ-Documents/How-To---Multiple-Contacts-in-Same-Day.pdf
https://providers.dcdhs.com/documents/pdf/ccs/FAQ-Documents/How-To---Unlock-Notes--VOIDS---Addendums.pdf
https://providers.dcdhs.com/documents/pdf/ccs/FAQ-Documents/How-To---Why-Progress-Notes-Get-Denied.pdf
https://providers.dcdhs.com/documents/pdf/ccs/FAQ-Documents/Billing-Status-of-Progress-Notes.pdf
https://providers.dcdhs.com/documents/pdf/ccs/FAQ-Documents/Sample-DAP-notes-for-SF.pdf
https://www.youtube.com/watch?v=Mym9t0vMEu4
https://providers.dcdhs.com/documents/pdf/ccs/ccs-module-training-document.pdf
https://providers.dcdhs.com/documents/pdf/CCS/CCS-Provider-Directory.pdf
https://www.dhs.wisconsin.gov/ccs/index.htm
https://www.mindtools.com/a4wo118/smart-goals
https://vimeo.com/725400034/984bc03c8b?share=copy&turnstile=0.e7qQe_D_DZAkHt0YoX2r_C4O8WgrWzurxMspi7yiOJ2q3iUFgQiNHAr8RLVBMhMyAPhIVYEjRioeqA5kkWnya_ZHjLfd5ULEMx0wmxi4lJd5c5JqfO3YUrRjN7NjK0pRNSRin8dtPgAVjEQ4mHTz7ZQYvPkwjZUWhSzlEWqV22t37X8GhxKVSNplflstIIqr3Yw7A4_B54YMO53C9USdqFUlpRcyIBj21Piqim9GYAocEmfaQ-Wehw97tlWyOvm_6QM5VrJbgRyI5FBoS2p4PXj5fuuqXyPrHk8Ik49Ajfx6275DfdGNQ-ykH7npv_X4wHUfliVOXXnQxRhcHw0HZVh-laU_9f9vCCiKIHw5dg7hp3G0AGmW2dHBqhXT4CRlR43hS34CKeAitliX1hOEWsalK77JpAI1V34sTzxfhjoSvmSp7BHh54UwUSIKg47EQ7w9ui1fCSZX6mb0R1chiVQ6is3OoRGMHwTyho-UxSRqNoolGH1zq93FoSR7DsA6ITy3cQi9m-PuVy55lXdoNN0-enN2m06SoRt1Emoisbz8_dyQ6zK8BdIaH_df8k3H7yfbHfrkb59Ng2CrFeGEJWUJrLrsDJjoe_0Foe9uYuygiejmWqR3ysq_SO-cFNguxSq9rAJc5Goo9WlfoV_ovOlmcTSBGgxuOvsitBSf0rid-l7X4RMnwo6iB_epidLZnkAw9uQdpL1ZFw_3ZK4r5AmyEsFrzDPwXhFUdNOLLPXbJnFuBbPMQnrBgZZ4B2H7MTHdPxZh_42ZyrprJiEpZnENLvA1aTLcryG0_ii1Ri-xsQSdTvNQLyJ-8G5m_CM6nmZQ1P1fb9cN9qwv2EnN8AqJeDs_m1E7k4FcyO15vMGSUcClg0jfHxBS6IK-9jwV7DoESNaR38bq4_vvq3-ttw4pLagLN_LKf2D-b0GJye4.etS184GBalvV0KeE3ZLeAg.526a71ffb207606ac1eb146c97b06427b9f4c2e3175549a1780bb68f199b69b9
https://wiwraparound.org/
https://www.uwgb.edu/behavioral-health-training-partnership/training/
https://www.dhs.wisconsin.gov/wppnt/index.htm
https://www.unitedwaydanecounty.org/
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TOPICS we will cover today
 Rules/ Policies/ Statutes we have to follow in CCS –highlighting specific ones
 Intake process – briefly outline the process
 Recovery Teams – briefly highlight roles and expectations
 Service Facilitator’s role – Best Practice
 MHP/ SAP role
 Comprehensive Assessment and Assessment Summary
 Recovery Plan

 SMART Goals/ Action Steps
 Service Authorizations

 Getting paid for your services / Progress Notes
 Resources/ Contact Info for QA team 

QUALITY ASSURANCE

END GOAL:  PARTICIPANT RECOVERY

While ensuring we follow Medicaid rules, Wisconsin DHS rules, and DCDHS policies

Forward 
Health CCS 

Online 
Handbook

DHS 36 DCDHS
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analogy

I WANT CCS!
• 1ST STOP – CALL CCS INTAKE  608 242-6415

• REVIEW PROGRAM OPERATIONS AND REQUIREMENTS
• MA / RX/ FUNCTIONAL SCREEN / ACTIVE PARTICIPATION/ 

CHOICE IN SERVICES
• SIGN DOCUMENTS (ROIS)
• PICK SERVICE FACILITATION AGENCY
 IF YOU ARE THE SF ASSIGNED 

• MEET WITH INTAKE AND SERVICE FACILITATOR: SIGN APPLICATION 
AND ADMISSION AGREEMENT AND SHARE INFORMATION FOR 
FUNCTIONAL SCREEN

SF when you attend this meeting, know that this is not a meeting for you to facilitate.  You are there to listen and 
gather info for the assessment.  Prior to leaving the meeting, schedule your next meeting with the participant.

SF BEST PRACTICE AT ENROLLMENT 
• ATTEND ENROLLMENT APPOINTMENT. 

• TAKE NOTES DURING FUNCTIONAL SCREEN.

• AFTER FUNCTIONAL SCREEN IS COMPLETED BY CCS INTAKE WORKER:
• SHARE CONTACT INFORMATION WITH NEW CCS PARTICIPANT (PHONE/ EMAIL) AND DISCUSS AVAILABILITY (HOURS/DAYS)

• IDEAL TO PROVIDE IN WRITING.

• OBTAIN/CONFIRM CCS PARTICIPANT’S CONTACT INFORMATION (PHONE/ EMAIL/ ADDRESS).

• INQUIRE AS TO WHAT IS THE BEST WAY TO REACH THEM.

• SHARE THE ROAD MAP OF CCS; EXPLAIN LEVEL OF ENGAGEMENT (GREATER THAN OUTPATIENT SERVICES) EXPECTATIONS IN SERVICES.

• DISCUSS AGENCY-SPECIFIC PARAMETERS TO SERVICES. 
• AGENCY-SPECIFIC PROTOCOLS FOR TRANSPORTING CCS PARTICIPANTS.

• AGENCY-SPECIFIC DOCUMENTS NEEDED (INFORMED CONSENTS, ETC.).

• AGENCY-SPECIFIC CLIENT RIGHTS SPECIALIST AND GRIEVANCE PROCEDURE.

• DISCUSS EXPECTATIONS FOR THE FIRST 30 DAYS.
• FREQUENCY OF MEETINGS.

• TASKS TO COMPLETE (ASSESSMENT/PLAN) AND PURPOSE.

• EMPHASIZE IMPORTANCE OF STAYING IN TOUCH.

• SCHEDULE NEXT APPOINTMENT WITH NEW CCS PARTICIPANT TO TAKE PLACE WITHIN THE NEXT WEEK.

• INQUIRE WITH THE NEW CCS PARTICIPANT HOW THEY WOULD LIKE TO COMPLETE THE COMPREHENSIVE ASSESSMENT AND WHERE?  (ONE LONG SESSION OR MULTIPLE 
SHORTER SESSIONS?)
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CCS Enrolled Participant Driver of treatment.

Intake Staff
Upon eligibility and assignment to SF – no longer involved 
until the annual renewal of the functional screen is due. 
Only other time involved is when transfer of SF agencies is requested.

Service Facilitator ADVOCATE for Participant.  Communication Hub.
Service Coordinator

Mental Health Professional 
(MHP) Clinical oversight and guidance of treatment.

Substance Abuse 
Professional (SAP) Clinical oversight and guidance of AODA treatment.

Agency Service Director Main support to SF for programmatic and clinical needs.  
Agency representative with DCDHS.

All other natural and paid 
supports

Added to team upon request from participant to fill a role 
and task on the team.

MEET WITH PARTICIPANT
BUILD RAPPORT AND INQUIRE WHO THEY 
WOULD LIKE TO BE A PART OF THE TEAM

REQUEST SIGNATURES ON ROIS

WHO CAN I COMMUNICATE WITH ABOUT AN ENROLLED 
CCS PARTICIPANT

Once an individual is enrolled in CCS, information can be shared 
between the Service Facilitator and other CCS Service Providers 

without a signed ROI as all are staff of the CCS Program and it is for 
the purposes of coordinating/providing treatment

Needed for any non-
CCS providers 
(including other Dane County 
programs)

Send copies of signed 
ROIs and any records 
obtained for  CCS to 
ccs@danecounty.gov
for participant central 
files

All treatment team requests for information should go to the 
Service Facilitator who will coordinate the sharing of pertinent 
information. (All non-treatment team requests for information go 
through DCDHS.)

Please review our confidentiality policy with your supervisor
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CCS TEAM FORMATION

ROLES
TEAM INTRODUCTIONS…WHO’S WHO?

SET TEAM GUIDELINES & FLOW OF COMMUNICATION

CLARIFY EACH TEAM MEMBER’S ROLE

DOES EVERYONE UNDERSTAND 
YOUR SERVICE FACILITATOR ROLE AS WRAPAROUND  CASE MANAGER/TEAM 

LEADER?
THE RECOVERY PLANNING PROCESS & HOW THEY FIT INTO THE  LARGER 

TEAM?

DOES EVERYONE UNDERSTAND THE MHP AND SAP ROLES OF PROVIDING 
CLINICAL OVERSIGHT, GUIDANCE, AND APPROVAL OF ALL ADDED SERVICES?

ESTABLISH GROUND RULES AND EXPECTATIONS FOR ALL PARTIES’ ACTIVE 
PARTICIPATION & CONTRIBUTIONS

STRENGTHS
IDENTIFY STRENGTHS EACH MEMBER BRINGS TO 

THE TEAM

GOALS
LISTEN TO, PROMOTE AND SUPPORT THE 

PRIORITIES/NEEDS IDENTIFIED BY THE PARTICIPANT 

IDENTIFY GOALS EACH MEMBER MAY HAVE FOR THE 

PARTICIPANT, THE TEAM, OR THEIR INDIVIDUAL 

CONTRIBUTION TO THE TEAM

** Don’t forget to prepare an agenda and fill out a team meeting roster**

7 Characteristics of 
Effective Teams

1. Clear Leadership
2. Defined Goals
3. Assigned Roles
4. Open 

Communication
5. Collaboration
6. Trust 
7. Conflict 

Resolution

The Service Facilitator will bring together the team members at least every six months to 
review progress and update the recovery plan…

SF CCS MODULE TASKS
Complete Initial 

30-day Recovery Plan
& Service Authorizations for  

Screening & Assessment, 
Service Planning, 

Service Facilitation
Other CCS services the participant 

needs and is accessing 
during the next 30 days (med monitoring, therapy, etc.).

• Complete in Module only & submit to MHP for approval ASAP. 
• DO NOT PRINT OR GET participant SIGNATURES for 30 day plan

________’s immediate needs include Screening and Assessment, Service Planning, and Service 
Facilitation services to facilitate completion of a Comprehensive Assessment and Recovery plan.

MEET WITH PARTICIPANT 
AND TEAM

CONTINUE RAPPORT BUILDING AND 
GATHERING INFORMATION FOR THE 

COMPREHENSIVE ASSESSMENT

BE MINDFUL OF YOUR TIMELINES FOR 
SUBMITTING ASSESSMENTS AND 

RECOVERY PLANS  

• Life 
Satisfaction

• Culture/
Religion/
Spirituality

• Social 
Network &   
Family 
Involvement

• Community 
Living Skills

• Housing 
Issues

• Finances & 
Benefits

• Basic Needs

• Employment
• Education
• Physical      

Health
• Medications
• Mental 

Health
• Substance

Use
• Trauma & 

Sig  Life 
Stressors

• Crisis 
Prevention & 
Management

• Legal Status

The CCS Assessment:
a marriage of philosophy and regulations

30 DAYS!!
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COMPLETING A QUALITY COMPREHENSIVE ASSESSMENT

Core component of recovery-oriented care

• A collaborative process between the person 
and their supporters that results in the 

development and implementation of an action 
plan to assist the person in achieving their 
unique, personal goals along the journey of 

recovery.

• The participant is at the center and the process 
rooted in respect for the person, their choices, 
their voice

• Family & social network are included

• Oriented toward promoting recovery rather than 
minimizing illness

• Be based on the person’s own goals and 
aspirations

• Articulate the person’s own role and the role of paid 
& natural supports in achieving identified goals

Domain:  Desire for improvement?  Current strengths/ needs or barriers / goal

EXAMPLE PARTICIPANT STORY

COMPREHENSIVE ASSESSMENT
Narrative

Background information 
Description of domain area in participant's words

We will pick this up 
during RP discussion

Use quotes from participant!
Focus on strengths!
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GROUP PRACTICE
Domains Jordan might want to address: 

Narrative:             

Strengths:                                     

Needs / Barriers:                                   

Goal:                      
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ASSESSMENT CONTINUED

Do you now have a firm foundation for the Recovery Plan??

Narrative summary encompassing historical data,  strengths 
and needs

This is an important box!  Don’t forget to fill this out!

Be specific to what the participant says life 
will look like when they no longer need CCS 
services.

Name and signature of all parties that 
participated in assessment process

Info pulls automatically from module 
“include in plan” goals

CCS Assessment and Summary FAQs

MHP / SAP ROLES IN REGARDS TO THE COMPREHENSIVE 
ASSESSMENT & ASSESSMENT SUMMARY

PARTICIPATE IN ASSESSMENT PROCESS

REVIEW MODULE COMPREHENSIVE ASSESSMENT ENTERED BY SF

DID THEY REMEMBER TO INCLUDE HISTORICAL INFORMATION?

DID THEY REMEMBER TO INCLUDE CURRENT INFORMATION FOR EVERY DOMAIN?

ARE THERE GOALS WITH “INCLUDE IN PLAN” STATUS?

ARE THERE STATED GOALS THAT DO NOT HAVE “INCLUDE IN PLAN” STATUS?  IF SO – IS THERE A DOCUMENTED REASON 
THE GOAL HAS NOT BEEN INCLUDED IN THE PLAN?

APPROVE ASSESSMENT IN MODULE OR SEND BACK TO SF FOR FIXES AND APPROVE WHEN COMPLETE

REVIEW PRINTED ASSESSMENT SUMMARY COMPLETED BY SF

DID THEY EFFECTIVELY SUMMARIZE THE INFORMATION THAT GUIDE DECISIONS MADE REGARDING SUPPORTS AND 
SERVICES?

ARE THERE DIFFERENCES OF OPINION YOU NEED TO BE AWARE OF AS YOU GUIDE CLINICAL TREATMENT?

ARE ALL DATES INCLUDED IN WHICH THE ASSESSMENT PROCESS WAS FACILITATED?

ARE ALL PARTICIPANTS IDENTIFIED THAT PARTICIPATED IN THE ASSESSMENT PROCESS?

HAVE ALL PARTICIPANT SIGNATURES BEEN OBTAINED?

ENSURE CSSRS SCREENING TOOK PLACE, IS DOCUMENTED ON CSSRS SCREENER FORM, AND CSSRS HAS BEEN SUBMITTED TO 
CCS@DANECOUNTY.GOV
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• DO YOU HAVE A CLEAR PICTURE OF THE 
“END GAME”/ DISCHARGE CRITERIA?

• DID YOUR PARTICIPANT AND THEIR TEAM 
IDENTIFY GOALS FOR RECOVERY?

• HAVE YOU ENGAGED IN CONSULTATION 
WITH  MHP OR SD?

• AS YOU DRAFT THE PLAN, REMEMBER TO 
UTILIZE NATURAL SUPPORTS OFTEN AND 
REMEMBER MEDICAL NECESSITY 
CONCEPTS FOR SERVICES YOU HOPE TO 
ADD.

RECOVERY PLAN   – CREATING AN EFFECTIVE PERSON CENTERED PLAN 

• ACTION STEPS ARE CLEAR DIRECTIONS 
TO ALL TEAM PARTICIPANTS 
REGARDING WHAT THEY ARE BEING 
ASKED TO DO IN REGARDS TO 
ASSISTING THE PARTICIPANT REACH 
THIS GOAL.

• HOW PROGRESS WILL BE MEASURED 
NEEDS INFORMATION PERTAINING TO 
BASELINE, MEASURING TOOL BEING 
USED, AND MEASURABLE PROGRESS 
HOPED FOR.

Golden Thread of Medicaid funded services = Presenting symptoms      Diagnosis       Assessed Need       Created Goal

S
M
A
R
T

G
O
A
L
S
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SMART GOALS Or in our situation, Goals are written in participant 
words and our ACTION STEPS are SMART
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GROUP PRACTICE
• GOAL 

•ACTION STEPS 

•GOAL 

•ACTION STEPS 

• HOW PROGRESS WILL BE MEASURED

• HOW PROGRESS WILL BE MEASURED

I ADDED A TASK FOR A CCS PROVIDER IN THE RECOVERY PLAN 
ACTION STEPS…..  WHAT NEXT??

ENSURE YOU ADD THE 
AUTHORIZATION IN THE MODULE

SUBMIT COMPLETED PLAN TO YOUR 
MHP (AND SAP) IF APPLICABLE FOR 

REVIEW AND APPROVAL

SAP AND MHP MAY 
REQUEST MODIFICATIONS 

PRIOR TO APPROVAL.

MHP APPROVAL IS NEEDED 
FOR ALL AUTHORIZATIONS

MHPS APPROVE THE 
RECOVERY PLAN AS A 

WHOLE AFTER APPROVING 
AUTHORIZATIONS

GET YOUR PARTICIPANT’S 
SIGNATURE ON THE 

RECOVERY PLAN 
INDICATING THEIR 
APPROVAL OF IT

INFORM ALL PROVIDERS THEIR 
SERVICE AUTHORIZATIONS HAVE 

BEEN APPROVED

MAINTAIN CONSISTENT AND 
FREQUENT CONNECTION 
WITH YOUR PARTICIPANT 

AND THEIR TEAM MEMBERS

ADVOCATE FOR YOUR 
PARTICIPANT

REGULARLY AND 
FREQUENTLY REVIEW 

PROGRESS NOTES FROM 
PROVIDERS ASSIGNED TO 

TEAM 

ENSURE YOUR PARTICIPANT 
IS SATISFIED WITH SERVICES 

AND PROGRESS IS TAKING 
PLACE

No services will be reimbursed until 
authorizations and plans are 
approved in module by MHP.

TEAM ROSTER!!  - list  all who 
attended team meeting.
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MHP / SAP ROLES IN REGARDS TO THE RECOVERY PLAN
 ARE THE PARTICIPANT’S STATED HOPES AND DREAMS REFLECTIVE OF INFORMATION THE 

PARTICIPANT SHARED IN THE ASSESSMENT PROCESS?

 ARE THE STATED STRENGTHS REFLECTIVE OF PARTICIPANT STRENGTHS IDENTIFIED IN THE 
ASSESSMENT PROCESS?

 ARE THE STATED RESOURCES COMPREHENSIVE IN SCOPE?

 IS THE STATED DISCHARGE CRITERIA ACCURATE IN REGARDS TO WHAT THE CCS PARTICIPANT 
STATES THEY BELIEVE LIFE WOULD LOOK LIKE WHEN THEY NO LONGER NEED CCS SERVICES?

 FOR EACH DOMAIN THAT HAS A GOAL 

ARE THE NEEDS ACCURATELY DESCRIBED?

IS THE GOAL STATED IN THE PARTICIPANT’S OWN WORDS?

IS IT CLEAR HOW THE TEAM WILL KNOW WHEN PROGRESS IS BEING MADE? ARE 
MEASURABLE TERMS IDENTIFIED (BASELINE, TIMELINE, MEASUREMENT TOOL USED)?

 IS THERE AT LEAST 1 ACTION STEP FOR EACH SERVICE ARRAY  + AGENCY THAT HAS BEEN 
ASSIGNED TO OFFER INTERVENTIONS TOWARD THE GOAL?

DOES THE ACTION STEP DESCRIBE WHAT TASKS THE PROVIDER IS BEING ASKED TO DO 
WITHIN THEIR INTERVENTION?

 ARE THE UNITS AUTHORIZED SUFFICIENT FOR THE PROVIDER TO OFFER THE SERVICES THAT HAVE 
BEEN REQUESTED OF THEM?

 DID YOU REMEMBER TO APPROVE EACH AUTHORIZATION AS APPROPRIATE?

 DID YOU REMEMBER TO APPROVE THE PLAN IN ITS ENTIRETY?

DON’T FORGET 
TO SEND IT ALL IN!!!
ROIs
Any records you obtained to complete 

the Comprehensive Assessment
Assessment Summary
CSSRS
Recovery Plan
 Team Meeting Roster

Fax: 608 283-2994
Email: CCS@danecounty.gov

Helpful Hints

REVIEW OF WORKFLOW FOR FIRST 30 DAYS
• MEET NEW CCS PARTICIPANT AT ENROLLMENT MEETING

• COMPLETE INITIAL 30 DAY RECOVERY PLAN AND SERVICE AUTHS FOR SCREENING & ASSESSMENT, SERVICE PLANNING, 
AND SERVICE FACILITATION

• ESTABLISH RECOVERY TEAM & SCHEDULE TEAM MEETING WITHIN FIRST FEW DAYS/ WEEKS

• COMPLETE ASSESSMENT & ASSESSMENT SUMMARY

• COMPLETE RECOVERY PLAN 

• DOCUMENT IN PROGRESS NOTES THROUGHOUT THIS PROCESS

• SUBMIT DOCUMENTS TO DCDHS
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REVIEW OF ROLES
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SERVICE DIRECTORS  - (LPC, LCSW, LMFT, APNP, PhD, PsyD)  Provides consultation to agency staff on all CCS programmatic 
and clinical aspects.  Ensures high quality services are provided.  Is the liaison between SFs and CCS admin at DCDHS. 

SERVICE FACILITATION  - ONGOING

Track
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SF BEST PRACTICE AND RECOVERY TEAM MEETINGS 
As you are creating the team with the CCS participant, ensure you get ROIs completed for any 
non-CCS provider team members. Express expectations with each team member about attending 
and participating in team meetings.

Schedule team meetings 1-2 months in advance.

Invite EVERYONE on the team to the team meetings!  Natural Supports + Paid Supports.

Assign a team member to support CCS participant’s presence and participation if needed.

Prepare an agenda.

Review/ confirm contact information for team members.

Review progress towards goals. 

Assess if the plan is working. 

Adjust the plan if necessary.

Assign new tasks if necessary.

Fill out a Recovery Team Meeting Roster.

Schedule future team meetings while everyone is present at current team meeting.

Ensure the next 1-2 Recovery Team Meeting dates are already scheduled.

If CCS providers are not attending team meetings as invited, first work to resolve the concern and 
if needed, consider replacing their services with a provider who operates within strong 
WRAPAROUND principles.

SF BEST PRACTICE AND COLLABORATING 
WITH OTHER PROVIDERS

THAT HAVE DIFFERING PHILOSOPHIES, STANDARDS, AND 
AGENCY EXPECTATIONS

Consult with the MHP on the team when 
concerns arise.  Allow MHP to take a lead role in 
resolving concerns.
 Work to resolve the concerns.
 Understand DCDHS defers to the MHP on 

the team to guide clinical treatment.
 Report as necessary any ethical, licensing, 

HIPAA, or Medicaid fraud violations to Dane 
County and the appropriate entities.

 Understand that natural consequences of 
reduction of referrals is likely if there are CCS 
provider agencies that cannot effectively 
collaborate to resolve concerns.

Refer to DCDHS Recovery Plan and Recovery Meeting Roster Guide.

I’VE DONE ALL THIS WORK… HOW DO I BILL FOR MY SERVICES?

REVIEW Progress Notes Guidance
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ADDITIONAL DOCUMENTS TO BE AWARE OF
Discharge Summary

Transfer Summary –
If transfer out of SF agency is necessary, SF fills this out 
and submits to DCDHS Intake Staff.
Intake Staff facilitate transfer to new SF agency.

Rule/ Policy Violations when you don’t submit your work
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Summary of timelines for 
required documents

First thing 
• Enter 30 day plan in module.
• Get ROIs signed

Within first 30 days
• Complete Comprehensive Assessment
• Complete Assessment Summary
• Complete 6 month Recovery Plan
• Complete Team Meeting Roster

Every 6 months
• Facilitate recovery team meetings
• Update Comprehensive Assessment
• Update Assessment Summary
• Update 6 month Recovery Plan
• Complete Team Meeting Roster

Annually
• Obtain updated Physician 

Prescription for CCS
• Update ROIs
• Assist with getting functional screen 

scheduled and completed

QUALITY SERVICE FACILITATION 
SERVICES

COMMUNICATION - FREQUENCY / RAPPORT / ADVOCACY / KEEPING
EVERYONE INFORMED / KNOWING OUR HIPAA LAWS / INFORMING 
PARTICIPANTS OF THEIR RIGHTS AND HOW TO FILE A GRIEVANCE

PAPERWORK - KNOWING TIMELINES/ PLANNING AHEAD / UTILIZING 
QA REPORTS / UNDERSTANDING PURPOSE OF REQUIRED 
DOCUMENTS / UNDERSTANDING MEDICAL NECESSITY

AVOIDING BURNOUT - RECEIVING ONGOING AND FREQUENT 
CLINICAL SUPERVISION / EMPOWER PARTICIPANT / ESTABLISHING 
HEALTHY BOUNDARIES WITH TEAMS – EVERYONE HAS A ROLE TO 
PLAY 
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SF BEST PRACTICE AND SUPERVISION
Receive weekly supervision
Serving CCS participants with high intensity or acute needs (We defer to the MHP’s clinical guidance for the team but here are some general suggestions).

If CCS Participant has acute suicidal ideation or intent:
 receive daily supervision/consult with the MHP.
 collaborate closely with JMHC Emergency Services Unit.
 have a current crisis plan readily available for all team members to reference.
 INVOLVE natural supports in the recovery planning and process.
 ensure a member of the CCS team is regularly/consistently checking in with the CCS Participant and documenting risk in progress notes.

If CCS Participant is high intensity due to traits of Borderline Personality Disorder:
 keep the CCS team small in number.
 have the CCS team meet frequently (monthly) to avoid triangulation trends.
 set clear boundaries for your availability to respond to their expressed needs.
 receive frequent (weekly) supervision.

If CCS Participant is high intensity due to active psychosis:
 ensure safety by collaborating with JMHC Emergency Services Unit.
 have a current crisis plan readily available for all team members to reference.
 incorporate medication monitoring/adherence services.
 receive frequent (daily) supervision.

If CCS Participant is high intensity due to marked reactivity in mood or behavior:
 receive frequent (daily) supervision.
 INVOLVE natural supports in the recovery planning and process.
 offer intensive (daily) psychosocial rehabilitative supports/services from CCS team members.

SF BEST PRACTICE AND SUPERVISION (CONTINUED)
Serving CCS Participants who are minimally engaged: (We defer to the MHP’s clinical guidance but here are some general suggestions)

 assess for CCS participant’s current stage of change.
 assess for readiness to transfer to outpatient level services.
 INVOLVE natural supports in the recovery planning and process.
 Use Motivational Interviewing techniques to increase CCS participant’s awareness of their own personal strengths, abilities, resources, and goals.
 express clear expectations of participation; verbally and in writing.
 have frequent (monthly) team meetings.
 collaboratively set small, measurable, incremental goals for increasing engagement
 collaborate with MHP regularly (monthly).

Considering Discharge from CCS: (we defer to the MHP’s clinical guidance but here are some general suggestions
 assess for discharge criteria from day 1 of working with CCS participant.
 ensure CCS participant has individualized criteria for what their life will look like when they no longer need intensive psychosocial rehabilitative services.
 review/update discharge criteria at bare minimum every 6 months.
 consider if the CCS participant is currently receiving higher intensity services or is in an ineligible setting that currently meet their needs (Example: If CCS Participant is placed 

in an RCC, Skilled Nursing Facility, Jail, etc., and the duration of the situation is unknown, discharge may be most appropriate.) They can always reapply to CCS at the time CCS 
levels of service are most appropriate.

 Consider if the CCS Participant is currently receiving lower intensity services that currently meet their needs (Example: If CCS Participant is only receiving outpatient level 
psychotherapy, outpatient level psychiatry services, not expressing needs for more intensive services, and can independently seek supports/ resources/ services for meeting 
basic needs, discharge to outpatient level services may be most appropriate.)

 receive frequent (weekly) supervision.

Considering a transfer of a CCS participant to a different Service Facilitator: (We defer to the MHP’s clinical guidance but here are some general suggestions)
 receive frequent (weekly) supervision.
 consider what needs are not being met with current SF.
 consider additional training/supervision to increase capability of current SF working with CCS participant.
 consider MHP participating in active role in assessment/planning process to assess why current SF may not be effective fit for CCS participant.

 If considering transferring to another Service Facilitation Agency, understand lack of engagement in and of itself is not a good reason to transfer the CCS Participant to a new 
agency.   Consider if discharge is more appropriate if documented SF outreach strategies 

 If considering transferring CCS Participant to another Service Facilitation Agency, follow the Transfer Process as outlined on DCDHS CCS FAQ web page.  Remember to use 
strength-based language on the TOSF form.

NEXT STEPS
RECEIVE ONGOING TRAINING FROM YOUR AGENCY SUPERVISOR 

ATTEND PERSON CENTERED PLANNING TRAINING:

• PCP: WISCONSIN'S MODEL | WISCONSIN DEPARTMENT OF HEALTH SERVICES

ATTEND WRAPAROUND TRAINING

• CHILDREN'S SYSTEM OF CARE: FOUNDATIONS OF WISCONSIN WRAPAROUND VIDEO SERIES | WISCONSIN DEPARTMENT OF HEALTH SERVICES

• HOME - WISCONSIN WRAPAROUND TRAINING SYSTEM

REVIEW DANE COUNTY HUMAN SERVICES WEBSITE REGULARLY

• FORMS, RESOURCES, POLICIES AND PROCEDURES, DIRECTORY

HTTPS://DANECOUNTYHUMANSERVICES.ORG/CCS/CLNT/DEFAULT.ASPX
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DCDHS QA TEAM

Nick Nelson
CCS IT Specialist
Nelson.Nick@danecounty.gov

Sydney Kamp
QA Specialist
608 334-4024 
Kamp.Sydney@danecounty.govRachel Sadogierski

QA Specialist
608 334-7640
Sadogierkski.Rachel@danecounty.gov

Holly Rasmussen
QA Admin Assistant
608 334-9168
Rasmussen.Holly@danecounty.gov

Erin Rodell
QA Specialist
608 334-1674
Rodell.Erin@danecounty.gov

Niki Sustr
CCS Clerk
CCS@danecounty.gov
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