
 SEQ CHAPTER \h \r 1Table 1

Participant List for Governing Council
Project Name: _____________________

Governing Council Name:
______________________
Project Location: ___________________

Date of site visit: ________________________________ 
	Name
	Agency/Organization Affiliation
	Title/Position
	Sex
	Race1
	Ethnicity2

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


1Race
2Ethnicity Codes
Please list all that apply.
1=American Indian or Alaska Native
1=Hispanic/Latino origin

2=Asian
2=Not Hispanic/Latino origin

3=Black or African American

4=Native Hawaiian or Other Pacific Islander

5=White

Table 2

Staff Training Activities
Project Name: ______________________


Project Location: ______________________

Date of site visit: ______________________

	Topics
	Date(s)
	Check box if staff from each agency/organization attended that training

	
	
	Grant staff
	MH
	JJ
	ED
	CW
	Private Provider
	Family
	Other

	Family-driven care

	1.
	
	
	
	
	
	
	
	
	

	2.
	
	
	
	
	
	
	
	
	

	3.
	
	
	
	
	
	
	
	
	

	4.
	
	
	
	
	
	
	
	
	

	Cultural competence

	1.
	
	
	
	
	
	
	
	
	

	2.
	
	
	
	
	
	
	
	
	

	3.
	
	
	
	
	
	
	
	
	

	4.
	
	
	
	
	
	
	
	
	

	Individualized care 

	1.
	
	
	
	
	
	
	
	
	

	2.
	
	
	
	
	
	
	
	
	

	3.
	
	
	
	
	
	
	
	
	

	4.
	
	
	
	
	
	
	
	
	

	Least restrictive care 

	1.
	
	
	
	
	
	
	
	
	

	2.
	
	
	
	
	
	
	
	
	

	3.
	
	
	
	
	
	
	
	
	

	4.
	
	
	
	
	
	
	
	
	

	Other (specify)

	1.
	
	
	
	
	
	
	
	
	

	2.
	
	
	
	
	
	
	
	
	

	3.
	
	
	
	
	
	
	
	
	

	4
	
	
	
	
	
	
	
	
	


Table 3

Grant-funded Staff
Project Name: ______________________


Project Location: ___________________
Date of site visit: ____________________

	Name
	Function/Position
	Sex
	Race1
	Ethnicity2

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


1Race
2Ethnicity Codes
Please list all that apply.
1=American Indian or Alaska Native
1=Hispanic/Latino origin

2=Asian
2=Not Hispanic/Latino origin

3=Black or African American

4=Native Hawaiian or Other Pacific Islander

5=White

Table 4

Summary of Service Array

Project Name: ______________________



Project Location: ___________________
Date of site visit: ____________________
	Type of Service
	Check which agencies/organizations provide each service

	
	Grant staff
	MH
	JJ
	ED
	CW
	Private Provider
	Family
	Other

	Diagnostic and evaluation services
	
	
	
	
	
	
	
	

	Outpatient individual counseling
	
	
	
	
	
	
	
	

	Outpatient group counseling
	
	
	
	
	
	
	
	

	Outpatient family counseling
	
	
	
	
	
	
	
	

	Medication management
	
	
	
	
	
	
	
	

	Case management/coordination services
	
	
	
	
	
	
	
	

	Respite care
	
	
	
	
	
	
	
	

	Professional consultation
	
	
	
	
	
	
	
	

	24-hour, 7-day-a-week emergency services, including crisis outreach
	
	
	
	
	
	
	
	

	Intensive day treatment services
	
	
	
	
	
	
	
	

	Therapeutic foster care or therapeutic group home services
	
	
	
	
	
	
	
	

	Intensive home-based services (e.g., family preservation services)
	
	
	
	
	
	
	
	

	Transition-to-adult services
	
	
	
	
	
	
	
	

	Evidence-based treatment (EBT): 

(add lines as needed; list by name)
	
	
	
	
	
	
	
	

	EBT:
	
	
	
	
	
	
	
	

	EBT:
	
	
	
	
	
	
	
	

	Alcohol and Drug Prevention
	
	
	
	
	
	
	
	

	Alcohol and Drug Treatment
	
	
	
	
	
	
	
	

	Primary health care (physical health)
	
	
	
	
	
	
	
	

	Other: (add lines as needed)
	
	
	
	
	
	
	
	

	Other:
	
	
	
	
	
	
	
	

	Other:
	
	
	
	
	
	
	
	


Table 5

System of Care Funding

Project Name: ______________________


Project Location ___________________
Date of site visit: ____________________
	Type/source of funds
	Amount for the current fiscal year
	Are these funds:

	
	
	pooled across system of care?
	pooled by case? 
	categorical?

	CMHS grant
	$
	
	
	

	Other Public Funding (e.g., Medicaid, state monies, funding provided through other agencies, additional Federal funding, etc.)

	
	$
	
	
	

	
	$
	
	
	

	
	$
	
	
	

	
	$
	
	
	

	
	$
	
	
	

	Private Funding (e.g., support from private foundations, contributions from fund-raising efforts, private insurance dollars, client co-payments, etc.)

	
	$
	
	
	

	
	$
	
	
	

	
	$
	
	
	

	
	$
	
	
	

	Totals
	$
	
	
	


1.
Describe the contributions made by partner agencies, in the past year, that are not included in the table.

2.
Describe any flexible funding budgets and how these monies are accessed.
Table 6

Participant List for Case Review Structure/Team
Project Name: ______________________

Case Review Team Name:
______________________
Project Location: ___________________

Date of site visit: ________________________________ 
	Name
	Agency/Organization Affiliation
	Title/Position
	Sex
	Race1
	Ethnicity2

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


1Race
2Ethnicity Codes
Please list all that apply.
1=American Indian or Alaska Native
1=Hispanic/Latino origin

2=Asian
2=Not Hispanic/Latino origin

3=Black or African American

4=Native Hawaiian or Other Pacific Islander

5=White
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