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Separate PDF based form; obtained through SOAR/NHTTAC implementation
See TAB F: SOAR Demonstration Grant Participant Training Feedback Form
Average Burden Hours per Response: 0.75 hours

EOAR. Demanstration Grant Program recipients ate required to implement SOAR trainings, including SOAR Online and SOAR.
for Orgenizations, for staff et relevant levels and divisions, including at a minimum fFrontline and support staff most likely 1o
ancownter an individual who hes experienced wafficking; mid-level and senior manzgement respansible for approving changes in
pohues andpmmco]_ and resources to support implementation; and staff who gversee procuremant and externzl parmers, across
the prime’s organization

The SOAR Demonstration Program kas three implemartation phases. The Srst phase requires prime racipient staff to comyplete
and participate in relevart SOAR training provided by t1e Office on Trafficking in Persons’ Mational Human Trafcking Training
and Technical Assistance Center (MMHTTAC). The second phase requires prime recipients to leverage the SOAR foundational
trammg content and staff kmowledge to develop and muplement plans for increasing crganizational and community capacity to
identify and serve individuals impacted by human trafficking and begin providing comprehensive case management services to
clisnts in-house and or through subrecipients. In the final phaze of the program, prime recipients must develop the capacity 0
assess and evaluate the effectivanes: of human rafficking protocols, policies, end procedures when sarving clients or patients in
clinical setings who hava experisncad humen trafficking and plan for the ovarall organizational sustainzbility to continus
improving i providing t: formad, person-cantarad, calturally and linguistically spproprista sarvicss, and
refaring clients or patisnts to ca services with the of care

S0AF. training faedback from prime recipient staff (trained during the first implementation phazs) will be obtained through the
NHTTAC Evaluation Packaze (OMME Number: OME: 0970-0519). Likewize, if SOAR Demonstration Grant Program award
recipients elect to frain subracipients and sxternal parmers (third implementation phase) through NHTTAC, feadback from those
participants will also be obtzined through the NHTTAC Evaluation Package. However, SOAR Demonstration Grant Brogram
recipiants zre parmittad to develop their own specialized SOAR trainings specific to their local context to build and srengthen
strategic partmerships and may conduct these trainings external to NHTTAC. Post-training feedback from these participants will
b2 obtained through this collection form.

The questions inthis form are butended to gaugs participants’ perceptions of the SOAR training conternt.

Inorder to help the Office on Trqfficking it Persons better serve the fleid, we are reaching out to obtain your feedback. We will
protect the privacy of vouwr information in accordance with the .Fsdsm.’ Privacy Act, and we will protect the cauﬁdsmrahc qfwur
PEIPONIEs USiNg procedures we have inplace, including reporting ail infb i 1o avoid i Ir
you have any questions about thiz survey or the evaluation, please contact [insert].

Piease rate the level of ability to apply skills for each of the following SOAR Online core competencies.
Imamms af competencles:
None: [ am not aware of the compstency and’or it is not appliczble important to my professional role.
+  Very Low: This compstency is important in very few aspects of my professional rola.
+  Low: This campetency is important in same 3spects of my work but not in most zspects of ary professionzl rale.
+  Medium: This competency is important in many aspects of my professional role but not all aspects.
+  High: This competency is important in nearly all aspacts of my professional rola.

Ewmtmeqfco»wmmr
None: [ am not aware of the compstency and’or have no knowledge of the competancy.
+  Very Low: [ am aware of the competency, but I have little knowledga of the competency.
+  Low: Tunderstand some components of the compstency bat do ot heve a filll understanding of most components.
+  Medium: I understand most components of the competancy.
+ High: I have a full understanding of the campetency.

Ability to apply skills reloed to competensiss:
+  Nome: Iam not aware of the competency andor ha
Very Low: I am aware of the compsatency, butl h:
Low: I can apply the competency in slmple situatii

[frzerr Learning Objsctive/Core Competency/ Guiding
PPrincipie]
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fand coordinate services within a multdisciplinary
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erisn

OVERALL OBJECTIVES

(Fost-Implementation)

Confidence in your ability to identify and respond to
‘human trafficking aftar receiving SOAR to Health and
Wellness raining

Thank you for taking the mme o compl




e 2o ahility to apply the competency.
we little experience apphving it in my professional role.

s and require fraguent guidance.

t difficult situations and require occazional guidance.
difficult siruations and gemerally require litls or no guidance.

1 2 3 4 3
1 F 3 4 5
1 2 3 4 3
1 2 3 4 5
1 2 3 4 3
1 2 3 4 3

2tg this form and helping to improve SOAR activifies.




Reporting Period Start Date: XX/XX/XXXX Reporting Period End Date: XX/XX/XXXX

SOAR Demonstration Grant Program Data

Grant Recipient: (Name of Organization)

As required by the Paperwork Reduction Act (PRA) of 1995, 44 U.S.C. § 3501-3521, the public reporting burden for the following performance indicators is
estimated to average 2.5 hours per response, including the time for reviewing instructions, gathering and maintaining the data needed, and reviewing the
collection of information. This form is approved under the Office of Management and Budget (OMB) control number OMB No: 0970-XXXX, expiration date is
XX/XX/XXXX. An agency may hot conduct or sponsor, and a person is not required to respond to, a collection of information unless it displays a currently valid
OMB control number.

Case Management Categories of Assistance Number of Clients  Total Funds Spent % of Project Budget
Basic Necessities $ - #DIV/0!
Case Management $ - #DIV/0!
Child Care $ - #DIV/0!
Coordination with Benefit Issuing Agencies $ - #DIV/0!
Coordination with Child Welfare/Child Protective Services $ - #DIV/0!
Coordination with Migrant Health Programs $ - #DIV/0!
Crisis Intervention $ - #DIV/0!
Education Assistance $ - #DIV/0!
Employment Assistance $ - #DIV/0!
Family Reunification $ - #DIV/0!
Financial Assistance $ - #DIV/0!
Healthcare $ - #DIV/0!
Housing/Shelter Services $ - #DIV/0!
Interpreter/Translator $ - #DIV/0!
Legal Advocacy and Services $ - #DIV/0!
Life Skills $ - #DIV/0!
Mental/Behavioral Health Services $ - #DIV/0!
Other Services (specify) $ - #DIV/0!
Peer-to-Peer Support/Mentoring $ - #DIV/0!
Safety Planning Services $ - #DIV/0!
Substance Use Assessment/Treatment $ - #DIV/0!
Transportation $ - #DIV/0!
Victim Advocacy $ - #DIV/0!
Total Direct Services Spending $ -

Total Case Management Spending $ -



Reporting Period Start Date: XX/XX/XXXX Reporting Period End Date: XX/XX/XXXX

Total Program Administration Spending $ -
Total Grant Recipient Budget $ -
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