Foothill Families Support Project
Lead Agent Job Description
Issues related to Governance
· Encourage 3-5 client family leaders to attend quarterly evaluations, OFRHCC, and PN meetings to provide input on the families’ behalf.

· Encourage participant family members to become “parent group leaders” for Parents Anonymous weekly group meetings.

· Encourage parents to attend appropriate leadership and other educational trainings and workshops when funds are available.
Issues related to Network Development
· Administer satisfaction scale (FSQ’s) to participant families as determined by Provider Network when coordinated with the collaborative coordinator.
Issues related to Assessment
· Utilize the Assessment/Reassessment data to assess family strengths, challenges, successes, etc., and develop/revise the Integrated Family Care Plan.

Issues related to the Service Plan Development and Service Coordination/Tracking

· Complete the Family Report Card for each participant family during the first visit with the family and during month six of enrollment when coordinated with the collaborative coordinator.
· Create an Integrated Family Care Plan outlining each individual family’s strengths, needs and coordinate service requirements.

· Ensure that best practice prevention and treatment interventions (i.e. up to six home visits, MVRM, Safe Cribs, Parents Anonymous, and Flex-Pool funding) are included in the Integrated Care Plans, when appropriate.

· Ensure that, when appropriate, needs as identified by the Family Report Card are addressed within the family-specific Integrated Care Plan.

· Use the Integrated Care Plan to guide the selection of Self-Directed Care Team members.

· Maintain contact with participant families by letter, phone, or other means no less than twice monthly.
· Visit participant families when appropriate up to three visits per year per family.

· Form partnerships with each participant family to identify family strengths and needs.

· Refer to the family-specific Integrated Care Plan when determining how to coordinate the delivery of services to the family.
· Document the delivery of services and goal attainment by initialing in the appropriate box on the family’s Integrated Care Plan.

· Periodically reexamine family status including achievement of goals, changes in family dynamics, etc.

· Utilize partnerships with participant families to document goal progression and attainment.

· Update Integrated Care Plans to reflect family strengths, progresses, and challenges.

· Compare actual service delivery to that proposed in the care plan for each family and provide notations as further adjustments to the final care plans.

· Coordinate and oversee the provision of services according to the revised care plans.
Flex-Pool

· Complete Flex-Pool Request Forms and submit to the collaborative coordinator when in accordance with family needs as identified in the family-specific Integrated Care Plan.
· Make every effort to leverage flex-pool dollars to be spent and share expenses with participant families when appropriate.

· Deliver goods or arrange for the delivery of services to participant families.
Outcome Measurement

· Analyze and evaluate outcome scores for each participant family upon program entry and at six-month intervals.
· Make necessary adjustment to Integrated Care Plans based upon the outcome scores for the family.

Provider Network Management
· Capture contact among members of the family-specific Self-Directed Care Team when appropriate.

