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I. INTRODUCTION 

What is Self-Directed Care? 

Self-directed care is an increasingly popular approach to the delivery of community-based 

human services that provides service recipients greater control over the dollars expended for 

their care. Self-directed care (SDC) programs are designed to provide service recipients with a 

greater measure of autonomy in determining what types of services they need, the intensity 

and duration of those services, and which service providers to employ. SDC programs express a 

commitment to the empowerment of individuals in need, a confidence that individuals in need 

are themselves often in the best position to determine their service needs, and a recognition 

that people in need, with assistance, are able to manage service dollars—often public 

expenditures—with skill.  

SDC programs mark a significant departure from most service delivery mechanisms, particularly 

for those with disabilities. Our public systems of care often ask a skilled professional such as a 

Support Coordinator to independently assess the needs of the ‘client’ and to authorize public 

expenditures to meet those needs, as well as to determine which human services agencies will 

provide the necessary care. Service recipients often complain that this does not work well: 

service recipients want a stronger voice in how public monies are spent on their care as well as 

some measure of authority over many aspects of how their care is delivered. (Slade, 2012) 

(Doty, Mahoney, & Simon-Rusinowitz, 2007) 

In response, the past twenty years has witnessed some experimentation with self-directed care 

models, for various populations and with varying scope. For instance: 

 Some early SDC models provided a modest sum of funds ($250-$1,000) to be used by 

individuals with developmental/intellectual disabilities (and their families) to permit 

the purchase of goods and/or services that might not ordinarily occur to or be 

reimbursed by usual service delivery systems; 

 

 In some communities, personal assistance services for individuals with physical 

disabilities have been delivered through a system in which the individual with a 

disability determines what personal assistance services they need, when they need 

them, and who will deliver them; and 

 

 Early models of SDC services for the older adults have set aside state dollars for service 

recipients to purchase goods and services of their choosing that would not otherwise be 

covered (non-reimbursable) through Medicare.  

Each of these approaches is often a response to consumer dissatisfaction with standard service 

delivery systems of care, where consumers have limited control over what they need, the 

service providers they prefer, and the opportunity to direct their own lives. Consumers may 

feel locked into receiving services that do not meet their needs or are simply ineffective or 

may be caught in relationships where there is a poor fit between provider and participant. This 

may lower the quality of care, result in participants dropping out of care completely, and raise 

costs without increasing consumer satisfaction. 
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Self-Directed Care in Mental Health 

Self-directed care is consonant with the priority outlined by the President’s New Freedom 

Commission on Mental Health to encourage consumer and family driven mental health care. 

(Slade, 2012) (President's New Freedom Commission on Mental Health, 2003) The SDC model 

meets this objective by allowing program participants to “self-direct,” or authorize, the 

services and goods they feel would most benefit them in their recovery journey, including 

those that have not traditionally been reimbursed by payers. Participants have a voice in how 

some public monies are spent on their mental health care, choose from whom they would like 

to receive services, and exercise ultimate authority over many facets of their care delivery. 

(Slade, 2012) (Doty, Mahoney, & Simon-Rusinowitz, 2007)  

Self-direction is an emerging model in the mental health field as a challenge to past 

assumptions regarding individuals with mental health conditions. Specifically service providers 

have assumed a need for outside direction among those living with a mental illness. This in turn 

has led to the misallocation of services to participants. Up until fairly recently, rather than 

partnering with participants, service providers have often adopted an authoritative role with 

participants. This model has tended to strip individuals of their sense of autonomy. Self-

directed care challenges this paradigm by empowering participants to conceptualize their 

mental illness within a recovery framework and, further, to direct those aspects of their lives 

in which they would like to see change. This framework, as outlined by the Substance Abuse 

and Mental Health Services Administration (SAMHSA), focuses on four primary dimensions: 

health, home, purpose, and community. In actualizing a recovery-oriented life, participants are 

asked to consider each of these four areas and the way in which they are able to self-direct 

their health and wellness and reach their full potential. 

In light of the promise of this model, a number of federal agencies, including SAMHSA, the 

Centers for Medicare and Medicaid Services (CMS) and the Institute of Medicine are promoting 

implementation of SDC in states’ public mental health systems. (Slade, 2012) Furthermore, in 

2012 SAMHSA released its updated working definition of mental health and substance use 

recovery, identifying “self-direction” as one of the keystone principles necessary for recovery. 

Self-directed care for those with mental health conditions is well-aligned with a subset of 

results from the Cash and Counseling National Demonstration and Evaluation Project. This 

project was the first to provide a robust comparison of SDC versus traditional service delivery 

for those receiving Medicaid benefits. (Doty, Mahoney, & Simon-Rusinowitz, 2007) The project 

included adults with disabilities, children with developmental disabilities, and the elderly; SDC 

recipients received an individual budget, financial counseling, and administrative assistance. 

An analysis of findings comparing the experiences of older adults with and without mental 

health conditions in Arkansas determined that it was more beneficial for individuals to 

participate in Cash and Counseling than utilize traditional services. (Shen, et al., 2008) 

Furthermore, it was found in a study of the same demonstration in Florida that persons with 

severe and persistent mental illnesses who participated in SDC were more likely to utilize 

consistent and early intervention services and to have decreased use of crisis care compared 

with a matched sample who did not take part in SDC. (Report of the Effectiveness of the Self-

Directed Care Community Mental Health Treatment Program as Required by s.394.9084. F.S., 

2007) 

Self-directed care’s innovation lies in the autonomy and flexibility it affords participants. 

Unlike the traditional service delivery system, in which individuals are assigned to services 

through a psychiatrist or case manager acting as a gatekeeper, participants in SDC are able to 

direct their own treatment by defining their treatment plan and controlling an individual 

budget through working with a peer who acts as a modified gatekeeper. This ability to 
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articulate one’s mental health needs and subsequently exercise the authority to purchase items 

that address those needs outside the traditional system is fundamental to the way SDC 

operates. SDC affords participants several benefits over traditional services (Slade, 2012) 

(President's New Freedom Commission on Mental Health, 2003) (Institute of Medicine, 2006), 

including: 

Stronger emphasis on wellness and the integration of mental health and substance use 

treatment with physical health care (Participants in some programs have requested funds to 

pay for private smoking cessation therapy and hypnotherapy as well as for a private trainer to 

alleviate depression and address diabetes) 

 

Increased consumer choice of providers, services, and medications (Program participants 

have requested assistance with psychiatrist, therapy, and medication co-payments and have 

chosen their own methadone clinic) 

 

Broadened consumer access to natural supports and resources to live independently within 

the community (Participants in some programs have reconnected with family through 

gatherings, taken driving lessons to increase independence, and enrolled in a community 

college computer class in support of their goal to start a home-based business) 

 

Greater innovation in service delivery (Program participants have accessed acupuncture for 

pain management and smoking cessation) 

 

Expanded adoption of recovery oriented services and practices (Programmatic adoptions of 

recovery oriented practices include incorporation of SAMHSA’s eight dimensions of wellness and 

WRAP® into peer support services offered) 

 

A Self-Directed Care Program for Delaware County (Pennsylvania) 

In Delaware County (Pennsylvania) a coalition of consumers, state and county mental health 

authorities, the local Behavioral Health-Managed Care Organization (BH-MCO), and nearby 

researchers have designed and implemented a self-directed care initiative for individuals with 

mental health conditions. In 2010, after two years of planning, the Consumer Recovery 

Investment Funds Self-Directed Care (CRIF SDC) project began working with eligible individuals 

with mental health conditions. The project has four key elements embedded in its design: 

 Individuals with mental health conditions in Delaware County were offered the 

opportunity to have greater control over public expenditures for their mental health 

care in community settings, establishing and managing an individual budget to purchase 

treatment, rehabilitation, and peer support services they believed to best meet their 

needs; 

 

 Personalized budget totals were separately established for each person and were based 

on the average of their Medicaid expenditures, for the previous two years, for 

community mental health services, exclusive of the costs of any inpatient or 

emergency services, which continued to be made available on an unlimited basis to 

each individual; 

 

 Recovery Coaches- Certified Peer Specialist trained individuals with their own histories 

of mental health conditions- were hired to assist each program participant in 
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establishing and managing their budgets, determining which treatment, rehabilitation, 

and peer support services (Medicaid-reimbursable in Pennsylvania)* responded to their 

individualized recovery community inclusion plans; and  

 

 If program participants do not fully expend the in-plan portion of their individualized 

budgets, they can work with their Recovery Coach/CPS to spend those ‘saved dollars’ 

by purchasing additional goods and services that are ‘out-of-plan’ (that is, not 

Medicaid-reimbursable) that the program participants feel make a further contribution 

to their recovery; and, program participants are consistently encouraged to use both 

in-plan and out-of-plan dollars to increase their participation in mainstream community 

activities to expand their engagement in everyday activities—community inclusion—

beyond the range of services and supports provided by mental health and other social 

services systems. 

 

Joan, a Delaware County self-directed care 

participant, after evaluating the services she was 

utilizing, felt that she could provide her own 

transportation more inexpensively and 

independently as opposed to using “in the 

system” services such as case manager 

transportation to medication checks. She 

requested self-directed care monies to pay for 

the tags and insurance for her car in order to 

transport her children, travel to appointments, 

and return to school. 

 

Tim, also a Delaware County self-directed care 

participant, requested a three month YMCA 

membership in support of his physical health 

dream goal. Not only did he anticipate that the 

membership would improve his self-esteem and 

allow him to lose weight, but he also chose to use 

self-directed care dollars to join the YMCA as an 

alternative to spending his service dollars 

attending a clubhouse. 

 

Grounded in the above four design components, the CRIF SDC project’s trajectory from genesis 

up until present is illustrated by the following timeline. 

                                                 
* In Pennsylvania, peer support services delivered in a Medical Assistance reimbursable program must 
be provided by a Certified Peer Specialist. 
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A Brief Chronology 

In 2007, Joseph Rogers, then President and CEO of the Mental Health Association of 

Southeastern Pennsylvania and one of the nation’s leading consumer advocates, sought to 

develop a self-directed care intervention in Pennsylvania.  Mr. Rogers approached Temple 

University’s Collaborative on Community Inclusion of Individuals with Psychiatric Disabilities to 

help him further develop the idea. He also consulted with the Delaware County Office of 

Behavioral Health as a potential site for the experimental program: once on board with the 

project idea, the County Office involved Magellan Behavioral Health of Pennsylvania, the 

county's behavioral health managed care provider and another key player in the project. 

Temple developed the proposal which secured a funding commitment from Delaware County 

and the Pennsylvania Office of Mental Health and Substance Abuse Services to proceed with 

pilot project implementation. Initial funding from the state allowed for substantial planning, 

implementation, and development of the project. The project, through Temple University, 

then sought funding through its Research and Training Center grant on community inclusion 

from the National Institute on Disability and Independent Living Rehabilitation and Research 

(NIDILRR). 

In 2010 Delaware County, Pennsylvania launched the implementation of a self-directed care 

project, the Consumer Recovery Investment Funds Self-Directed Care program (CRIF SDC 

program) to allow Medicaid managed care behavioral health participants with serious mental 

illness the opportunity to control their own budget in order to directly purchase goods and 

services related to their recovery. The following timeline outlines the major milestones in the 

development of the project:  

 2007: Mental Health Association of Southeastern Pennsylvania (MHASP) proposes idea 

for a project in which consumers could utilize the self-directed care focus employed by 

other human service fields 

 

 2008: MHASP, Delaware County Office of Behavioral Health (OBH), and Magellan 

Behavioral Health of Pennsylvania agree to participate in the project 

 

 2009: Ten participants are enrolled in a three-month trial project with MHASP to pilot 

documentation and enrollment processes 

 

 2010-Present: CRIF SDC project in operation 

 

The Manual 

Delaware County’s self-directed care project was an unusually ambitious initiative,  

empowering program participants to frame the overall nature of the mental health services and 

supports they would receive in community settings, and incorporating the assistance of 

Recovery Coaches/CPS as part of the participants’ recovery journey. This manual is designed to 

provide a resource for other mental health systems who may seek to replicate the Delaware 

County Project. While the manual is intended to be utilized by other Pennsylvania counties 

interested in replicating Delaware County’s self-directed care model, it should be 

acknowledged that program implementation will vary according to location. 

 



Temple University Collaborative on Community Inclusion tucollaborative.org 
  

 8  

II. PLANNING FOR IMPLEMENTATION 

Overview of CRIF SDC Project  

Participants join the CRIF SDC program after demonstrating need and receiving endorsement 

for peer support. The program is structured around participant time with an assigned Recovery 

Coach/CPS, or an individual who is in the recovery process themselves and is uniquely trained 

to serve dual roles as peer support specialist and supports broker. The Recovery Coach/CPS 

communicates core recovery principles such as embodying personal responsibility for one’s 

recovery journey, experiencing hope for a better future, demonstrating self-direction and 

control over one’s life, integrating services and supports holistically, accessing peer and 

natural supports, respecting one’s cultural background and the multiplicity of recovery 

pathways that exist, addressing trauma one may have experienced, and fostering self-

acceptance.  

Through the Recovery Coach’s/CPS’ self-directed care peer support assistance, the participant 

identifies their hopes and dreams, goal(s) that will move them toward those dreams, and 

concrete steps that will help them to reach their goal(s). In a community supports broker role, 

the Recovery Coach/CPS helps the participant to locate community resources in support of 

their goal(s). Within the scope of this role, the Recovery Coach/CPS assists participants in 

making decisions regarding the allocation of service dollars in an individual budget to 

traditional in-plan services normally paid for by Medicaid and non-traditional, out-of-plan goods 

and services not covered by Medicaid. A key feature of this model turns on banking in-plan 

Medicaid dollars that can then be utilized to pay for non-traditional, out-of-plan, goods and 

services. It should be noted that while the peer support and supports broker roles are clearly 

defined here according to functions carried out in collaboration with participants, in actual 

practice, the two roles are not mutually exclusive. 

CRIF SDC Project Collaborators 

The CRIF SDC project is comprised of an operations team featuring four main components: a 

county mental health authority, a program service delivery element, a managed care company, 

and a research partner. The four organizations that work to deliver these services in the 

project are detailed below. Finally, we’ll briefly mention the Pennsylvania Office of Mental 

Health and Substance Abuse Services’ role in the project as well.  

Delaware County Office of Behavioral Health: 

Background 

The Delaware County Office of Behavioral Health (OBH) serves between 500,000-580,000 

individuals. Of this number, nearly 90% are eligible for Medical Assistance (MA), or Medicaid 

behavioral health care. The federal contract associated with the provision of these 

Medicaid mental health services is overseen by OBH. In addition, OBH has oversight of state 

and local funding streams. The Office of Behavioral Health also oversees the 

implementation of primary services that must be provided in each of Pennsylvania’s 67 

counties. While OBH is not involved in direct service provision, they are responsible for 

promoting healthy relationships between Pennsylvania service providers and for ensuring 

adequate access to services for mental health consumers. The Office of Behavioral Health 

also provides education, financial monitoring, and program technical assistance. 
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Role in the CRIF SDC Program 

The Office of Behavioral Health contributes to the overall 

program design, implementation, and progress of the CRIF 

SDC project. The Office of Behavioral Health oversees all 

behavioral health and substance use programming in 

Delaware County; OBH also holds a memorandum of 

understanding with the Mental Health Association of 

Southeastern Pennsylvania (MHASP) to provide mental 

health services. The Office of Behavioral Health supplied 

startup monies and provides ongoing programmatic funding 

for the CRIF program. In addition, OBH monitors and 

reports on the funds and expenditures associated with 

contracts with both MHASP and Magellan Behavioral Health 

of Pennsylvania. To secure startup and programmatic 

funding, the county uses what are referred to as 

Reinvestment Funds which are described more fully in the 

box to the right.  

 

Mental Health Association of Southeastern Pennsylvania: 

Background 

The Mental Health Association of Southeastern Pennsylvania 

is a nonprofit corporation that addresses the challenges of 

those living with mental health conditions. The Mental 

Health Association of Southeastern Pennsylvania (MHASP) 

focuses its work on five domains: advocacy, direct support 

to individuals, training and education, information and 

referral, and technical assistance. Emphasizing peer-to-peer 

support, MHASP provides over 40 services to people living in 

five Pennsylvania counties. MHASP focuses on the provision 

of both family and youth as well as adult services. Among 

their youth and family services, MHASP provides referrals, 

direct advocacy, and educational resources to families and 

caregivers affected by mental health conditions. 
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Role in the CRIF SDC Program 

The Mental Health Association of Southeastern Pennsylvania is responsible for developing 

the programmatic component of the CRIF SDC project. MHASP coordinates with the 

operations team members to implement the CRIF SDC program, delivering peer support and 

brokering services to and promoting recovery and community inclusion among program 

participants. As the member of the operations team responsible for running the CRIF SDC 

program, MHASP develops and implements all forms and policies, hires and trains Recovery 

Coaches/CPS, recruits individuals to participate, offers supports brokering and peer 

support, and bills for services provided.  

Magellan Behavioral Health of Pennsylvania: 

Background 

Magellan has been the behavioral managed health care organization, or BH-MCO, in 

Delaware County (PA) for individuals receiving assistance from Medicaid since 1997. The 

state of Pennsylvania contracts for the provision of behavioral health care with individual 

counties; these counties in turn subcontract with a BH-MCO such as Magellan. Magellan 

contracts with providers who offer mental health, substance use, and intellectual and 

developmental disabilities services. Magellan works closely with the communities it serves, 

participating in adult and youth community support-driven services. 

 

Role in the CRIF SDC Program 

Magellan fulfills four major functions as a member of the CRIF SDC operations team. First, 

Magellan, as the Medicaid managed care agent for Delaware County (PA), is responsible for 

approving in-plan Recovery Coach services funded directly with Medicaid monies as well as 

reimbursing Medical Assistance peer support services carried out by the Recovery 

Coaches/CPS. Magellan also reviews and authorizes out-of-plan service requests. Finally, 

Magellan provides service utilization data which MHASP uses to assist in developing 

participant budgets and perform ongoing budget monitoring.  

 

Temple University Collaborative on Community Inclusion of Individuals with Psychiatric 

Disabilities: 

Background 

The Temple University Collaborative on Community Inclusion of Individuals with Psychiatric 

Disabilities conducts research and knowledge translation activities to promote community 

inclusion among individuals with psychiatric disabilities. It is the Collaborative’s goal to 

integrate participants and their families, researchers and policy makers, program managers 

and direct service providers, and community members and academic researchers across all 

aspects of the research and knowledge translation process. The Collaborative's work 

includes a wide range of research and knowledge activities funded by a Rehabilitation 

Research and Training Center grant provided by the National Institute on Disability, 

Independent Living, and Rehabilitation Research (NIDILRR) 

 

Role in the CRIF SDC Program 

Research activities associated with the CRIF SDC project were designed and implemented 

by the Temple University Collaborative’s Rehabilitation Research and Training Center 

(RRTC), funded by NIDILRR. The Collaborative worked closely with Joseph Rogers and the 

Mental Health Association of Southeastern Pennsylvania to develop the initial proposal to 

fund the CRIF SDC project. Once initial program funding was secured, the Collaborative 

utilized a portion of its RRTC award, funded by NIDILRR, to develop and implement a 3-
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year randomized controlled trial which compared the efficacy of self-directed care versus 

usual care management. Temple University is responsible for participating in the 

development of the CRIF SDC model and has been intimately involved in the program’s 

conceptualization and operation. The Collaborative maintains a strong consultative and 

evaluative presence on the operations team. 

Pennsylvania Office of Mental Health and Substance Abuse Services 

The Office of Mental Health and Substance Abuse Services (OMHSAS) oversees the 

administration of Medicaid mental health services in the Commonwealth of Pennsylvania. 

As well, OMHSAS is responsible for approving the use of reinvestment funds in Pennsylvania. 

It is with their support and agreement that the CRIF SDC project is able to utilize 

reinvestment funds in Delaware County.  

Key Elements  

The following four elements illustrate established effective practices commonly drawn upon by 

self-directed care programs. A two part illustration is utilized: in the first part a description of 

the established practice employed by the CRIF SDC program is presented. In the second part, 

the manner in which the practice is implemented by the CRIF SDC project is described.  

Person-centered planning  

Established Practice  

Person-centered planning is a strategy for putting necessary supports and services in place 

to help participants achieve goals they identify as important and worthwhile based on 

individual strengths, capacities, preferences, needs, and desired outcomes. (Cook, Terrell 

& Jonikas, 2004) (Alakeson, 2007) According to CMS guidelines, the person-centered 

planning process is directed by the individual, with assistance from supports as desired. 

(Centers for Medicaid & Medicaid Services, 2014) Person-centered planning addresses the 

participant’s social service needs while simultaneously integrating their wishes with regard 

to personal goals, preferences, natural resources in the community, finances, and other 

areas important to the individual. (U.S. Department of Health and Human Services, 2014) 

This planning takes the form of a concrete recovery plan (Goal Plan) that details 

participants’ future goals with supports and services in place to maximize achievement of 

chosen objectives. A goal-oriented action plan and timeline are also developed in tandem 

with the recovery plan. (Cook, et al., 2010) 

 

CRIF SDC Implementation 

The CRIF SDC program has implemented person-centered planning through an emphasis on 

participant articulation of hopes and dreams. Participants initiate the process of person-

centered planning by thinking expansively about and then defining their dreams. Once 

participants have identified life areas, or domains, which they would like to work on, the 

participant and Recovery Coach/CPS begin to structure a concrete Goal Plan comprised of 

goal(s) based on the dreams the individual has voiced. Action steps, or activities that the 

participant is responsible for accomplishing to reach their goal(s), are discussed and 

documented as are interventions, or activities, that the Recovery Coach/CPS commits to 

doing to support the participant in reaching their stated goal(s). A cornerstone of the CRIF 

SDC programmatic approach, the participant acts as the driving force in their own planning 

process. 
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Individual budgeting 

Established Practice 

Individual budgeting allows participants the opportunity to have a voice regarding how 

their care dollars are allocated. Specifically, participants are able to self-direct an 

allocation of funds for goods and services that will aid in their recovery. Individuals are not 

only able to direct how their funds are spent, but also who will provide the services they 

identify in their Goal Plan. The individual budget is developed through a person-centered 

planning process and is aligned with the needs and preferences established in the 

individual’s service plan. (Medicaid.gov, 2014) States are accountable for explaining the 

method used to determine the dollar amounts of individual budgets. (Medicaid.gov, 2014) 

States must also delineate how adjustments will be made to individual budgets when 

changes in person-centered service plans occur and describe a process to evaluate 

participants’ expenditures. (Medicaid.gov, 2014) 

 

CRIF SDC Implementation  

Implementation of individual budgeting in the CRIF SDC program involves an analysis of 

historical data over a 24-month period to determine average monthly service utilization. 

This is not a fixed budget but instead gives participants an idea of the money they have to 

budget on services in the future. Based on their historical budget, participants’ monthly 

budgets are made up of traditional and non-traditional services, where traditional services 

are those usually covered by Medicaid. A CRIF SDC programmatic innovation, participants 

are able to decrease traditional services that are unnecessary, redundant or no longer 

useful, thereby making room in their budget to “bank” funds for less traditional but often 

much needed goods and services. Often, these services and supports were previously 

unaffordable. In all cases, the determination around which services to eliminate and which 

to include are self-directed and are related to the goals participants have set forth in their 

Goal Plans; through the self-directed process, participants develop concrete skills to aid 

them as consumers in the health care arena. With full knowledge of where and how their 

health care dollars are being spent, SDC participants are able to exercise decision-making 

skills regarding services that will move them forward according to their stated recovery 

goals.  

 

Supports brokerage 

Established Practice 

CMS guidelines stipulate that a supports broker must be available to each individual that 

chooses to self-direct. (Medicaid.gov, 2014) The supports broker serves as the point of 

connection between the participant and the program and provides services and supports to 

the participant as they self-direct. (Medicaid.gov, 2014) The broker also acts as an agent of 

the participant, listening and taking direction from the individual. (Medicaid.gov, 2014) A 

primary role of the supports broker involves disclosing to the participant the amount of 

money that the individual has available to spend on traditional, or in-plan, services. This 

amount must be reviewed with the participant on a consistent basis, to track progress 

against the goals the participant has self-identified. Similarly, the use of out-of-plan, or 

non-traditional, services is also shared with the participant.  To this end, part of the 

supports broker role involves assisting participants in locating and purchasing desired in-

plan and out-of-plan goods and services in accordance with the participant’s available 

budget. (Cook, Terrell & Jonikas, 2004) 
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CRIF SDC Implementation 

In the CRIF SDC program, supports brokerage is carried out by certified peer specialists 

(CPS), also known as Recovery Coaches. In this capacity, CPS review with participants 

methods for spending their individual budgets in a manner consistent with their identified 

goal(s). This includes ongoing analyses of expenditures of traditional and non-traditional 

services to determine an optimal mix of goods and services that will further the 

participant’s recovery. Specifically, all services and supports a participant receives must 

align with the goal(s) which the participant has stated in their Goal Plan. In the CRIF SDC 

program, supports brokerage encompasses a range of services, from assessing the 

affordability of goods and services to assisting participants in the research of goods and 

services to the actual purchase of those goods and services that will move the participant 

forward according to the steps they have laid out in their Goal Plan. The CRIF SDC program 

works toward community inclusion, providing individuals with the financial support they 

need to participate in mainstream community activities, to naturally take part in the 

community in which they live, and to feel valued for their own unique contributions. 

(Salzer & Baron, 2006)  

 

Peer Support 

Established Practice 

Peer support is a system of giving and receiving help founded on key principles of respect, 

shared responsibility, and mutual agreement of what is helpful. (Mead, Hilton, & Curtis, 

2001) CMS guidelines regarding peer support focus on the delivery of services. As such, 

guidance is concerned with supervision, care-coordination, and training and credentialing. 

(Centers for Medicare & Medicaid Services, 2007) The delivery of peer support is 

characterized by three unique contributions by peer staff. First, peers generate hope in 

participants through positive self-disclosure of their own recovery story; peers are able to 

demonstrate that it is possible to gain control over one’s illness. (Solomon, 2001) Second, 

peers fulfill a role modeling function, demonstrating self-care with respect to one’s illness 

as well as utilizing their experiential knowledge to navigate daily life’s challenges and 

trauma. (Solomon, 2001) (Mead, Hilton, & Curtis, 2001) Finally, empathy and conditional 

regard, or having walked in the participant’s shoes, undergird the peer support relationship 

and must be present for the first two peer contributions to function. (Davidson, Bellamy, 

Guy, & Miller, 2012) 

 

CRIF SDC Implementation 

In Pennsylvania, peer support services are reimbursable by Medicaid. Specifically, within 

the CRIF SDC program, peer support activities are uniquely delivered by Recovery 

Coaches/CPS and include educating participants about self-directed care, assessing 

participant strength and recovery needs, and helping participants articulate dreams and 

decide on recovery goals. Goals and the steps needed to meet them are evaluated by the 

Recovery Coach/CPS and participant at regular intervals. As well, any additional supports 

that might be required to meet participant goals, including accessing community resources 

and events, are identified as part of the peer support process. Community inclusion is 

fostered as the Recovery Coach/CPS supports participant engagement with their 

community through experiences such as taking an educational course, joining a local gym, 

or attending religious services.  In the peer support role, the Recovery Coach/CPS utilizes 

and shares their own personal recovery experience, assisting the participant in their 

recovery journey. The Recovery Coach/CPS also models recovery and personal 
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responsibility for the participant and encourages the individual to engage with their Goal 

Plan. 

Who Is Eligible  

There are seven eligibility requirements that individuals must meet in order to participate in 

the CRIF SDC program; however, it should be noted that criteria for identifying target 

populations may differ across settings. Please also note that criteria #2-5 comprise the Medical 

Assistance criteria for peer support services (please see Appendix II for a copy of the OMHSAS 

Peer Support Services Bulletin). The following are the specific eligibility criteria for the CRIF 

SDC program: 

1. Voluntary participation: Participants must voluntarily elect to take part in the 

program. Treatment should not be dictated; choosing whether one wishes to 

participate is a key tenet in the self-directed model. Participants are recruited through 

outreach to major providers or hosting of recovery-oriented events.  

 

2. Magellan Behavioral Health service recipient: Services that participants receive must 

be reimbursed by Magellan Behavioral Health Services, the behavioral health managed 

care company serving Medicaid recipients of Delaware County (PA). This criteria is 

detailed in the Medical Assistance Bulletin for peer support services.  

 

3. Resident of Delaware County: Participants must currently reside in Delaware County 

(PA) as Magellan Behavioral Health is a county-specific program. This criteria is 

specified in the Medical Assistance Bulletin for peer support. 

 

4. Qualifying DSM-IV psychiatric illness:  

 Schizophrenia (295.xx) 

 Mood disorder (296.xx) 

 Borderline personality disorder (301.83) 

Participants must have been diagnosed with one of the above diagnoses as delineated 

in the Medical Assistance guidelines. These diagnoses are chosen by the State and 

qualify the participant as eligible for peer support services. 

5. Practitioner of the Healing Arts (PHA) endorsement of mental health condition: 

Participants must obtain a PHA signature attesting to their eligibility for peer support. 

According to Medical Assistance policy, a PHA must identify a qualifying psychiatric 

impairment (see #4) for which peer support will be useful. 

 

6. Absence of hospitalizations: Participants must demonstrate six months free of 

inpatient hospitalization. This criteria addresses the participant’s stability in the 

community. Participants meeting this criteria were determined to be stable enough to 

participate in the CRIF SDC program. 

 

7. 60th-90th percentile service utilization: Participants must demonstrate historical 

service utilization equal to or greater than the 60th percentile of all Medicaid eligible 

service utilizers in Delaware County (PA). This range was chosen in order to capture the 

upper end of system utilizers. 
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What Is Funded 

In setting up an SDC program, decisions must be made as to what services will be funded. In 

the CRIF SDC program, a distinction is made between in-plan and out-of-plan services; 

individual participant budgets reflect an analysis of past claims data gathered over a period of 

24 months of service utilization. If participants are able to demonstrate a reduction of in-plan 

services, they can make room, or “bank” funds for out-of-plan, or non-traditional, services. 

Broadly, in-plan services are funded through Medicaid dollars and out-of-plan services are 

funded via reinvestment monies. 

 

In-plan services 

 

These services are commonly referred to as any service traditionally paid for by Medicaid. 

Examples of traditional services include targeted case management, psychosocial 

rehabilitation, and medication checks. Recovery Coach/CPS time is also considered an in-plan 

service as Pennsylvania has obtained a Medicaid waiver to deliver peer support services. This 

means that program participants must purchase peer support, or Recovery Coach/CPS, services 

as part of their monthly in-plan budget. All peer support services are goal-directed. For 

example, peer support services involve setting and evaluating goals with the participant as well 

as developing recovery skills and tools that help the participant move forward with the goals 

they have formulated. Peer support also includes accompanying the participant into the 

community to further achievement of community inclusion goals. Finally, Recovery 

Coaches/CPS offer crisis support to participants when necessary. 

 

Out-of-plan services 

 

These goods and services are known as those not traditionally paid for by Medicaid. However, 

the requested purchases must always fit into the participant’s Goal Plan and meet the 

individual’s stated recovery goals. The monies for these goods and services derive from unused 

capitated Medicaid dollars known as reinvestment funds. Participants who are able to save, or 

“bank,” in-plan service dollars can then use these available dollars (known as Freedom Funds)  

to pay for out-of-plan goods and services; these funds can be used to further community 

inclusion goals by paying for goods and services that link individuals to community life. The 

following illustrate some ways in which CRIF SDC participants have chosen to allocate their 

banked funds to strengthen their connectedness within the community: 

Rose hosted a monthly “movie night,” using banked funds to buy pizza, 

popcorn, and other food for a once a month get-together of friends. 

Initially, the gathering consisted only of participants; however, those in 

attendance soon brought along their friends who then made new friends 

with program participants. In this way, Rose’s inclusion within her 

community grew, and individuals within the program increased their 

feelings of connectedness to the community. 
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Jeff was very involved with Alcoholics Anonymous (AA). He also loved to 

throw barbecues and considered hosting these types of events a “normal 

thing” to do. Jeff used Freedom Funds to purchase a grill, charcoal, and 

hamburgers for the barbecues he held at his home. Inviting new and old 

friends from the recovery community to these gatherings increased 

Jeff’s sense of community cohesion and aided in his drug and alcohol 

recovery. 

 

Before using his banked funds to take martial arts classes, Jason 

demonstrated trouble with authority, causing multiple domestic 

disturbances. Freedom Funds have allowed Jason to ascend in the 

karate belt rankings, increase his focus and discipline, and relate to his 

children. Since starting karate, Jason’s entire physical demeanor has 

changed and he has become more task-oriented. He no longer feels the 

need to engage in fights and feels more connected to individuals living 

in his community. In addition, Jason is now considering using his martial 

arts skills to teach karate within the community. 

 

Service Choices 
Participants’ individual budgets are comprised of in-plan and out-of-plan funds, and the 

individual self-directs how their service monies will be distributed. Participants have four 

principle choices regarding the manner in which they choose to allocate the service dollars 

contained within their individual budget: 

1. Standard Medicaid services + peer support: Participants choose not to alter the 

distribution of traditional Medicaid services they currently receive with the exception 

of adding required peer support services. 

 

2. Varied Medicaid services + peer support: Participants choose to receive traditional, 

in-plan services; however, these services may differ from those received upon entry 

into the CRIF SDC program depending on participants self-identified needs and goals. 

Participants also receive peer support. 

 

3. Medicaid services + peer support + banking for out-of-plan services: Participants 

choose to receive a combination of Medicaid services, including peer support, as well 

as bank funds for out-of-plan services. 

4.   Peer support + banking for out-of-plan services: Participants choose to receive only 

peer support and bank the remainder of their funds for out-of-plan services.   



Temple University Collaborative on Community Inclusion tucollaborative.org 
  

 17  

How to Bill Medicaid 

 
As peer support is a Medicaid billable service in Pennsylvania, it is crucial to set up a viable 

Medicaid billing system early in the development of the program. In order to deliver peer 

support services, each peer support program necessarily must obtain a Medicaid provider 

number, or PROMISe number. 

 

Obtaining a PROMISe Number 

The following steps can be followed in Pennsylvania State to obtain a PROMISe number: 

1. Peer support program develops program service description 

 

2. Peer support program works with the behavioral health managed care organization (BH-

MCO) and county to approve service description 

 

3. Peer support program works with regional OMHSAS representative to approve service 

description 

 

4. Peer support program obtains Civil Rights Compliance Questionnaire for Bureau of 

Equal Opportunity from regional OMHSAS representative 

 

5. Peer support program submits completed Civil Rights Compliance Questionnaire to 

OMHSAS 

 

6. OMHSAS issues Certificate of Compliance to the peer support program 

 

7. Peer support program submits the following to OMHSAS: 

 PROMISe application (obtained online) 

 Approved service description 

 Certificate of Compliance 

 

8. OMHSAS conducts a site visit of the peer support program 

 

9. OMHSAS assigns a PROMISe number to the peer support program 

 

10. BH-MCO conducts a site visit of the peer support program 

It should be noted that the BH-MCO may also have their own credentialing process. As well, 

during the 6-month PROMISe obtainment period, program development should be underway. 

This includes hiring and training staff, obtaining vehicles, creating documentation, and moving 

toward the endpoint of billing for services.   

Billing  

Billing procedures will vary greatly from one program to another; each BH-MCO will have 

different methods of billing. However, all programs must possess the capacity to bill for 15-

minute units. It is recommended that peer support programs work with their BH-MCO to 

determine the optimal billing system for their particular program. 
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Data Collection 

The data collected by CRIF SDC program falls into five main categories as detailed below. Data 

in categories #1-3 are logged into Excel spreadsheets and maintained by the Project 

Coordinator.  

 

1. Historical claims data: Refers to information obtained from the BH-MCO from an initial 

27-month period and captures 24 months of participant service utilization. This data is 

used to determine each participant’s individual budget allocation (in-plan + out-of-plan 

services). 

 

2. Ongoing utilization of claims data: Each month, MHASP receives and logs in-plan 

utilization from the BH-MCO (three-month lag in data). This three-month lag allows the 

Recovery Coach/CPS and participant to evaluate the services the participant planned to 

access versus the services actually accessed. Satisfaction and relevance of services can 

also be assessed based on this data. 

 

3. Freedom Fund data: Each month, MHASP logs Freedom Fund (out-of-plan) utilization. 

MHASP also tracks and logs all paperwork that accompanies the Freedom Fund request 

and approval process, including requests to MHASP’s fiscal department for funds to be 

transferred to SDC cards. In addition, MHASP tracks and logs whether Freedom Fund 

purchases were actually made by participants. 

 

4. Medical Assistance data: this encompasses all data associated with MA billing 

procedures as well as CPS continuing education documentation tracked for audit 

purposes. Six-month goal planning data and ongoing progress note documentation is 

also collected program-wide.  

 

5. Demographic data: this data is collected at enrollment for credentialing purposes by 

the Bureau of Equal Opportunity and includes participant 

a. Name 

b. Date of birth 

c. Social security number 

d. Member # 

e. CIS # 

f. Diagnosis 
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III. STAFF 

This section includes all major staffing for the CRIF SDC program as well as the roles and 

responsibilities that accompany these positions. The staffing structure for the CRIF SDC 

program consists of three distinct, yet interconnected arms: the Program Manager, the Project 

Coordinator, and the Recovery Coach/CPS. Training and supervision of Recovery Coaches/CPS 

and associated operational issues that Recovery Coaches/CPS encounter on the job are also 

included in this section. 

Staffing 

 

Program Manager: 

The individual holding this position maintains content expertise on peer support and self-

directed care. The Program Manager must demonstrate competency in the areas of:  

1. Program creation and development (staff hiring and training; development of program 

policies, procedures, and forms; participant enrollment) 

 

2. Leadership and networking (act as a program ambassador, create community 

partnerships with non-mental health partners, lead team meetings) 

 

3. Care collaboration (coordinate participant care beyond the scope of Recovery 

Coach/CPS duties, coordinate working relationships between participants and other 

providers) 

 

4. Supervision of staff (formal and informal) 

 

5. Provision of ongoing training to staff (develop, coordinate, and present staff training 

on recovery, peer support, and SDC) 

 

6. Provision of technical assistance to other programs, grants, and contracts 

(collaboration with other programs interested in working with the SDC model)  

Programmatic oversight duties may be split between a supervisor who monitors daily, non-

clinical duties and a master’s-prepared mental health practitioner who oversees the clinical 

aspects of the program. Clinical responsibilities include signing off on all progress notes, 

Recovery Strategies and Goal Plans. Although it is possible to contract out the mental health 

practitioner position, in the case of the CRIF SDC program, these two roles are combined within 

the Program Manager position.  

Please see Appendix III for detailed job description. 
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Project Coordinator: 

The Project Coordinator works in tandem with the Program Manager to develop and maintain 

the day-to-day operations of the CRIF SDC program. Specifically, this position is responsible for 

performance in the following domains: 

1. Tracking and logging of monthly participant in-plan utilization 

 

2. Tracking and logging of ongoing participant Freedom Funds banked 

 

3. Tracking of Freedom Fund requests 

 

4. Processing of Freedom Fund requests and approvals  

 Ensuring that requests are complete  

 Sending requests to the BH-MCO or entity that is responsible for approvals 

 Notifying staff once requests return from the BH-MCO or approving entity 

 Following established protocols to load funds onto SDC cards 

 

5. Ensuring that Freedom Fund purchasing is within program guidelines 

 

6. Collection and logging of Freedom Fund purchase receipts 

Please see Appendix III for detailed job description. 

Recovery Coach/CPS:  

This position, the services of which are reimbursable by Medicaid in Pennsylvania, is filled by 

individuals who are in the recovery process themselves and are trained to serve dual roles as 

peer support specialists and supports brokers within the CRIF SDC Program. The program relies 

upon the capacities of the Recovery Coach/CPS and on the belief that the individual filling this 

role is uniquely positioned to connect with participants.  

The peer support role is concerned with assisting in the creation and evaluation of participant-

identified goals. Through a sharing of their own lived experience, the Recovery Coach/CPS 

helps the participant to articulate their dreams and develop goals and steps to reach those 

goals. Grounded in a strength-based perspective, a primary function of this role is to help the 

participant to develop recovery-oriented skills and tools that the individual will then be able to 

utilize outside of the Recovery Coach/CPS-participant relationship.  

The supports broker role is also one in which the Recovery Coach/CPS hopes to impart concrete 

skills and tools to the participant and is concerned with educating the participant to become a 

better consumer of services. The supports broker reviews budgeting with the participant, 

ensures that the participant understands where their service dollars are being spent, assists 

them to save service dollars if they so wish, and helps them to find community resources and 

supports aligned with the goals they have developed as part of their goal planning.   

Utilizing the tools of positive self-disclosure, role-modeling, and empathy, the Recovery 

Coach/CPS acts in a peer support capacity to achieve the following with participants:
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 Empowerment, recovery, and community inclusion  

 Participant access to service options and natural 

resources 

 A sense of wellness and self-worth among participants 

Specifically, coaches are responsible for using recovery-based 

services and tools to: 

 Work with participants to identify, develop, and access 

supports in the community 

 

 Model personal responsibility, self-advocacy, and 

hopefulness 

 

 Partner with participants to assess their hopes, 

strengths, accomplishments, and challenges in order to 

work toward the achievement of goals 

 

 Partner with participants to develop a Goal Plan and 

support system to further self-sufficiency 

 

 Support participants in the self-management of crises 

In a supports broker role, the Recovery Coach/CPS engages 

with participants to provide: 

 Help in locating community resources and supports that 

fit participant goal(s) 

 

 An evaluation of in-plan and out-of-plan services 

utilized against participant’s established budget 

 

 Assistance with decisions regarding how to allocate a 

participant’s individual budget 

  

 Guidance around submitting purchase requests 

The Recovery Coach/CPS position is notable for its flexible 

delivery of services within the community setting. Through the 

peer support and supports broker roles, Recovery Coaches/CPS 

facilitate opportunities for participants to direct their own 

recovery and advocacy process. Participants are an integral 

part of the peer support experience and determine the 

frequency and duration of visits that will be maximally 

beneficial to their recovery process. 

 Please see Appendix III for detailed job description. 
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Recovery Coach/CPS Hiring Considerations and Qualifications 

 

Recovery Coaches/CPS hired to be part of the CRIF SDC project are selected through a multi-

step process. Management cited six main considerations in hiring Recovery Coaches/CPS for the 

CRIF SDC project: 

  

1. The applicant must possess accreditation as a Certified Peer Specialist. 

Accreditation requires 80 hours, or two weeks, of training and must be completed 

prior to hire as a Certified Peer Specialist. 

2. The applicant must possess a valid driver’s license and have the ability to 

drive a vehicle. This is not an absolute requirement, but due to the extensive 

geographic boundaries of Delaware County (PA), reliance on public transportation 

makes carrying out participant visits more difficult.  

3. The applicant must possess the capacity to bill 20-25 hours per week. This 

determination has its precedence among insurance companies which set 

productivity at 60% of total hours worked. CRIF SDC Recovery Coaches/CPS work a 

40-hour week; thus, a 50-60% benchmark which Recovery Coaches/CPS are 

expected to meet translates into 20-25 billable hours a week.  

 

4. The applicant must possess the ability to use a computer as well as to learn 

new computer applications. This requirement derives from the complex nature of 

the role. The position calls for budgeting, manipulating multiple calendars, and 

utilizing an electronic healthcare record system named Credible.  

 

5. The applicant must demonstrate engagement in the community. The hiring 

manager would ideally prefer a candidate who has ties in community life and is 

able to draw upon their experience in utilizing community supports.  

 

6. The applicant must complete a writing sample. Applicants are asked, “What is 

recovery?” and are expected to hand write their answers. This process serves 

several purposes. Specifically, it gives the Program Manager the chance to see the 

applicant’s thought process, obtain a writing sample, and observe the manner in 

which they construct sentences, all of which are important elements as Recovery 

Coaches/CPS must document progress notes and help participants to articulate and 

develop Goal Plans.  

 

Recovery Coach/CPS Training and Supervision 

As Recovery Coaches/CPS come to their positions with different professional backgrounds and 

levels of job-related experience, it is important to plan for adequate training and supervision 

when initially setting up any SDC program. Flexible opportunities for ongoing training should 

also be built into programming in order to reinforce core content communicated during 

orientation, to introduce new concepts, and to meet OMHSAS continuing education 

requirements.
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CPS Training 

As mentioned previously, to be considered for hire, all 

Recovery Coaches/CPS must currently possess 80 hours 

of specialized training, culminating in the Certified 

Peer Specialist accreditation. CPS training is given by 

two organizations in Delaware County (PA), one of 

which is the Mental Health Association of Southeastern 

Pennsylvania. Within the two week CPS training period, 

peer specialist trainees also take part in two days of 

Wellness Recovery Action Plan (WRAP®) training. All 

CPS subsequently complete five days of additional 

training and certify as WRAP® facilitators. 

Recovery Coach/CPS Orientation 

Initial Recovery Coach/CPS training for the CRIF SDC 

program takes approximately three weeks to complete 

and starts from the premise that not everyone comes 

to the position with the same basic skill set. From this 

idea, the Program Manager builds capacity with: 

1. A literal explanation of each specific task 

2. An exercise during which team members 

can practice on themselves 

3. An exercise during which team members 

can practice on each other 

4. Repetition of the above process until the 

task is mastered 

Skills are developed in six major areas during initial 

Recovery Coach/CPS training: 

1. Technology (how to use email and other 

computer skills) 

 

2. Professionalism (how to conduct oneself in 

an office setting) 

 

3. Vehicle coordination (how to coordinate 

access to a limited number of vehicles) 

 

4. Documentation (how to use paperwork as a 

tool according to MA regulations) 

 

5. Peer support process (how to transition 

from documentation to outlining 

participant goals and steps) 
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6. Community inclusion (how to help 

participants establish and work toward the 

goals of greater participation in community 

life) 

Ongoing Recovery Coach/CPS Training 

Continuing Recovery Coach/CPS training reinforces 

skills taught during the first three weeks and also 

serves to fulfill the OMHSAS 18-hour continuing 

education requirement. Training takes place in a 

variety of settings, including:  

 Weekly team meetings 

 In-house trainings  

 Remote trainings and conferences 

 Webinars 

Recovery Coaches/CPS receive training in a wide array 

of content areas. For example, peer support skills 

development takes place in, but is not limited to, the 

following domains:  

 Reinforcing self-direction 

 Recovery principles 

 Community inclusion planning 

 Trauma-informed practices 

 Motivational interviewing 

 Documentation 

 Burnout prevention 

In addition, Recovery Coaches/CPS receive training in 

non-peer support-specific areas, such as: 

 HIPAA 

 Sexual harassment 

 Blood-borne pathogens 

 First aid 
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Supervision  

Individual Recovery Coach/CPS supervision takes place for one hour once a week with 

the Program Manager. Supervision is structured to cover the following areas: 

 Check-in: Through targeted questions, the Recovery Coach/CPS is asked to 

review the success of the peer support they have provided in the past week 

 

 Issues: The Recovery Coach/CPS is given an opportunity to raise any issues of 

concern relating to the participants on their caseload or their fellow Recovery 

Coaches with a particular emphasis when needed on addressing community 

inclusion concerns 

 

 Units: The number of billable units the Recovery Coach/CPS has accrued in the 

past week is reviewed 

 

 To Do: New items, items from the previous week, and ongoing items are 

reviewed 

 

 Challenges/Supports Needed: The Recovery Coach/CPS is asked to identify any 

challenges they are facing that might require additional supports, either from 

the Program Manager or other Recovery Coaches/CPS 

 

 Kudos: The Recovery Coach/CPS is asked to share one noteworthy piece of 

information about themselves at the end of the supervisory session. 

Team Meeting 

Team meetings take place during a two hour period once a week. All programmatic 

staff are in attendance at team meetings. Any staff member can lead the team 

meeting, and meetings always start with a staff member reading aloud a recovery-

oriented message. Broadly, team meetings are a time to review resources and issues 

and for staff to give and receive support around any challenges that might have arisen 

in the past week. Issues commonly discussed during team meetings include: 

 Upcoming trainings 

 Logistical issues 

 Administrative issues 

 Enrollment of new intakes 

 Program discharges 

 Staff schedules 

 Freedom Fund questions 

 

Staffing ratios 

 

Approximately 45 participants are currently enrolled in the CRIF SDC program. Participants 

are evenly distributed among the Recovery Coaches/CPS with 11-12 SDC participants 

assigned per coach. It should be noted that for purposes of program sustainability, each 

Recovery Coach/CPS also carries a caseload comprised of an additional 12 participants 
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enrolled in traditional peer support without Freedom Funds. If an SDC participant needs 

further support, it is acceptable and encouraged that more than one Recovery Coach/CPS 

meet with the participant for extra help. This serves a dual purpose; it helps the 

participant understand that they need not rely on only one person for assistance, 

broadening the number of supporters in their life, as well as provides additional team 

support for that participant’s Recovery Coach/CPS.  

 

Participant visits 

 

The duration of a typical Recovery Coach/CPS visit with a participant is between one and 

one and a half hours. The number of times a participant meets with their Recovery 

Coach/CPS is highly individualized and depends on a participant’s needs and budget. Some 

participants might schedule a visit with their Recovery Coach/CPS every other week and 

other participants function well with a monthly meeting to address mainly budgeting 

issues. In all situations, the duration of and frequency with which Recovery Coach/CPS 

meetings take place is self-directed by the participant and is according to their wishes and 

the goals they set. 

 

Operational issues 

 

Recovery Coaches/CPS identified a number of operational challenges encountered in their 

role within the CRIF SDC program. 

Skilled Supervision 

The most prominent issue raised by Recovery Coaches/CPS references the importance of 

skilled supervision. Many peer specialists, as well as participants, have a history of trauma. 

Supervision gives the peer specialists a “place to let go of [the trauma] in order to stay 

well.” Effective supervision is contrasted with simple crisis management. One peer 

specialist also made note of the benefit of weekly team meetings as a supportive outlet. 

Team meetings are a time to share caseloads and ask for extra support and feedback from 

colleagues. 

Boundaries with Participants 

A second issue generated by Recovery Coaches/CPS involves the importance of solid 

training around and maintenance of boundaries with participants. Coaches stressed the 

importance of not giving or receiving gifts from participants, otherwise, “It can get sticky 

really quickly.” While Recovery Coaches/CPS found this rule a priority to adhere to, they 

also often found it uncomfortable to follow in the moment. Several coaches described 

situations in which a participant was short on food. Rather than buy the participant a bag 

of groceries and apply a short-term solution to the problem, thereby creating an 

unsustainable dependency, the Recovery Coach/CPS and the participant were better served 

by the coach helping the participant to think of ways to creatively and constructively 

address their food needs.  
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Disclosure of Recovery Story 

Another boundary challenge that Recovery Coaches/CPS face involves disclosure regarding 

their own recovery story. Sharing parts of one’s own recovery can be the foundation of the 

peer support relationship between Recovery Coach/CPS and participant. In other words, 

knowing that the Recovery Coach/CPS has been through similar life circumstances can 

solidify the coach-participant connection. However, according to experiences within the 

CRIF SDC program, Recovery Coaches/CPS were mindful that it is only appropriate to share 

one’s recovery in circumstances in which it benefits the participant. Also pertinent to 

disclosure, program Recovery Coaches/CPS have learned that it is acceptable to keep parts 

of one’s recovery private as one “cannot unshare something.” 

Open Scheduling 

A final operational challenge detailed by Recovery Coaches/CPS concerns open scheduling. 

Due to the size of the county, Recovery Coaches/CPS have found it challenging to meet the 

quota of 20-25 billable hours per week, a number determined necessary for program 

sustainability. Recovery Coaches/CPS emphasized the need to effectively think through and 

plan one’s day. Particularly with an open scheduling system, Recovery Coaches/CPS found 

that they could not accommodate all of their participants and meet their quota of billable 

hours. To assist with this, Recovery Coaches/CPS implemented a system known as calendar 

blocking. Each day is carved into four billable blocks of one and a half hours each. Each 

block is devoted to time spent visiting with a participant. Half an hour of travel time is 

allotted between visits. The blocking system provides structure to the Recovery 

Coaches’/CPS’ days and eliminates ineffective utilization of time.  

 

Community Inclusion 

Finally, the program has struggled to better grapple with barriers to community inclusion, 

including the reluctance of program participants to move beyond the supports and services 

of mental health providers, the sense among Recovery Coaches/CPS—who may not 

themselves have achieved substantial levels of community inclusion—that they feel 

unprepared to assist program participants in this regard, and the real problems faced by 

resistant community organizations. Continual attention to these issues has proven 

necessary to avoid a gradual abandonment of this aspect of the project’s self-directed care 

goals. 
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IV. THE PROCESS 

 

This section guides the reader through the elements necessary to recruit, enroll, and develop 

and plan goals with participants. The section opens with the primary methods for recruiting 

participants into the CRIF SDC program and outlines the way in which participants are enrolled. 

This is followed by a detailed discussion of how biopsychosocial information is elicited from 

participants via the My Life Story and My Annual Life Story documents, dreams are identified 

through a Recovery Strategy, and goals determined through development of a Goal Plan. In 

addition, guidance is provided regarding how the CRIF SDC program develops participant 

monthly budgets, how participants bank funds within this budget, and the process for 

authorizing and executing new participant out-of-plan expenses. The section concludes with 

direction for engaging with participants in ongoing collaboration and support. 

Recruitment 

There exist two predominant means of recruiting new program participants: 

Outreaching to major providers 
The Program Manager contacts providers that serve eligible participants (psychiatric 

rehabilitation programs, day programs, case management etc.) and arranges a time to visit 

the program site. At the program site, the Program Manager speaks to participants about 

SDC and possible accomplishments that can be achieved with supports brokerage and peer 

support. This method of recruitment is particularly effective if a Recovery Coach/CPS or 

former participant is able to speak to their experience with the program, sharing with 

potential participants the benefits and successes they have experienced from taking part in 

self-direction.  

Hosting of recovery-oriented events 
The other method which the CRIF SDC program employs to recruit new participants involves 

hosting quarterly participant meetings as well as other recovery-oriented events. These 

community events occur in a common space such as a public library and serve a dual 

purpose. First, they bring current participants together in a non-judgmental space. The 

quarterly meeting is a forum for participants to share ideas about community resources 

accessed as well as their own success stories. Second, the meetings are open to the 

community at-large and participants often bring supports with them. Hearing the stories of 

current participants can motivate community members and supports to become CRIF SDC 

participants themselves. 

Enrollment 

Once an individual demonstrates interest in the CRIF SDC program, the Program Manager 

provides the participant with a brief overview of the peer support enrollment process and 

distributes an enrollment form to the individual. To initiate the enrollment process, the 

participant must then complete the enrollment form, including obtaining the necessary 

endorsement from a Practitioner of the Healing Arts (PHA). 
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Peer Support Referral and Recommendation: The enrollment process begins when the Project 

Coordinator at MHASP receives a completed Peer Support Referral and Recommendation 

Information Form. This attests to a participant’s qualifying diagnosis for peer support services 

and is signed by a Practitioner of the Healing Arts (PHA). Examples of qualified PHA include 

physicians, licensed psychologists, certified registered nurse practitioners, and physician’s 

assistants. The form requires: 

 

 Specification of a mental health diagnosis along with the corresponding DSM-IV 

code  

 

 Specification of criteria for peer support that the potential participant meets  

 

 PHA recommendation of a specific domain which the individual would benefit 

from assistance with 

 

 The PHA to sign, date and return the form to the CRIF SDC Project Coordinator 

at MHASP; however, it is always the responsibility of the potential participant 

to ensure that the referral form is received by MHASP  

 

Please see Appendix IV for a copy of this form. 

 

Verification of Medical Assistance: After the referral form has been received, the Project 

Coordinator utilizes the Pennsylvania Department of Welfare’s Eligibility Verification System 

(EVS) to ensure that the individual has Medical Assistance. The program must determine if the 

potential participant is currently eligible for Medicaid benefits and can be billed for peer 

support services. 

 

Registration of Participant: The Project Coordinator registers the enrollee into the electronic 

health record (EHR) system by uploading copies of their Peer Support Referral and 

Recommendation Information Form, verifying enrollee Medical Assistance eligibility through the 

electronic verification system, and capturing other required data. 

 

Assignment to Recovery Coach/CPS: Once Medicaid eligibility has been verified and the 

enrollee has been registered, either the Program Manager or the Project Coordinator will assign 

the enrollee to a Recovery Coach/CPS. It is then the responsibility of the assigned Recovery 

Coach/CPS to contact the participant to conduct the enrollment visit.  

 

Please see Appendix IV for a copy of associated form. 

 

First visit: After the assigned Recovery Coach/CPS has made contact with the participant, the 

first visit is scheduled. During this visit, official enrollment occurs as it is at this time that the 

participant signs the Approval to Receive Services document. The first visit includes an 

overview of: 

 

CRIF SDC program: The Recovery Coach/CPS provides the participant with an 

explanation of peer support and of the SDC process. The individual is given the 

opportunity to agree to voluntarily participate in this process. 
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Recovery model vs. medical model: The idea that recovery is possible and that 

mental illness need not be chronic is shared with participants. Participants are 

educated that mental illness is only a part of who they are and that they can 

develop goals for themselves larger than simply managing their mental health 

symptoms. A message conveying personal responsibility for their own wellness is 

also communicated to participants during this first visit. The Recovery Coach/CPS 

clarifies both the coach’s role and the participant’s role, ensuring that the 

participant agrees to take the lead in their own recovery with the coach’s 

assistance when necessary. 

Participant handbook. The Recovery Coach/CPS reviews MHASP’s participant 

handbook with the participant. The handbook covers topics such as: 

1. MHASP organizational vision/mission/values 

2. What participants can expect during the first meeting 

3. Involvement of family and friends in treatment 

4. Participant rights/responsibilities 

5. Limited English proficiency 

6. Freedom of choice/service 

7. Federal and State laws protecting persons with disabilities 

8. Privacy practices 

9. Complaint, grievance and appeal process 

10. Discharge bill of rights 

11. Description of WRAP® (Wellness Recovery Action Plan) 

12. MHASP services  

Please see Appendix IV for a copy of the participant handbook. 

Request/release of information. These two forms always accompany each other. 

The request for information permits MHASP to request specific information from 

another entity. The release of information form allows the other agency to release 

this information to MHASP. At a minimum, five requests/releases must be signed 

by the participant, including one each from: 

 

1. Magellan Behavioral Health of Pennsylvania (insurance company) 

2. Delaware County Office of Behavioral Health (county) 

3. Temple University (evaluators) 

4. PNC Bank (local bank) 

5. Participant-designated emergency contact 

The Recovery Coach/CPS sets up all of the requests/releases, with the exception of 

the emergency contact within the EHR system ahead of time. In this way, the 

participant need only sign the requests/releases at the time of the visit. In 

anticipation of any technological issues that may occur during the visit, the 

Recovery Coach/CPS brings with them paper copies of all requests/releases. 

Each request/release: 

 Is subdivided into general categories of information that may be 

requested/released, such as: 

o Mental health/physical information 

o Drug/alcohol information 

o HIV/AIDS information 

o Other 
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 Asks the participant to indicate more specifically the type of information 

within each category that is to be requested/released, such as: 

 

o Assessments 

o Diagnoses 

o Service/goal plans 

o Psychiatric summary 

o Medication records 

o Demographic information 

 

 Indicates the dates of service from which information can be requested and/or 

shared. The requests and releases are valid for one year from the time of 

signature by the participant. 

 

Please see Appendix III for copies of the Request/Release of Information forms. 

 

Additional signatures: 

 

1. My Approval to Receive Services Form: By signing the My Approval to 

Receive Services form, the participant:  

 

 Demonstrates understanding of CRIF SDC program 

 Has the right to refuse any services 

 Agrees that MHASP will arrange for necessary transport in a crisis 

 Understands that MHASP keeps records and abides by HIPAA 

 Has received and reviewed the MHASP handbook 

 

Please see Appendix IV for a copy of the My Approval to Receive Services form. 
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2. Assignment of Benefits Form: By signing this 

form, the participant agrees that MHASP will 

bill Medicaid for peer support services 

rendered.  

 

Please see Appendix IV for a copy of the 

Assignment of Benefits form. 

 

After obtaining these two authorizations, the 

Recovery Coach/CPS verifies the information 

MHASP has on record for the participant, such as 

demographics and contact information, in the EHR 

system. If there are any record discrepancies or 

additions, the Recovery Coach/CPS notifies the 

Project Coordinator with these changes. The EHR 

system, Credible, is used for many of the following 

planning steps. 

 

Planning 
This section involves steps initiated during the first meeting 

between Recovery Coach/CPS and participant. The number of 

elements covered during the first meeting will vary from one 

participant to another; however, the following outlines the 

order and content of the planning process to be followed by all 

Recovery Coaches/CPS in the CRIF SDC program. In recognition 

of the centrality of community integration in increasing 

opportunities for presence and participation within the 

community for individuals with mental health conditions 

(Burns-Lynch, Salzer, & Baron, 2011), the tools in this section 

also assess current engagement in the community and progress 

made towards community inclusion in the past year. 

My Life Story 

The Life Story is the CRIF SDC programmatic version of a 

biopsychosocial assessment and is used to obtain detailed 

information pertaining to multiple life domains. Two 

versions of the Life Story exist: the initial version, My Life 

Story, which must be completed within 30 days of 

enrollment, and the Annual My Life Story, a version that 

builds on the initial My Life Story and reflects achievements 

and barriers met within the past year. Both are elements of 

peer support carried out by the Recovery Coach/CPS. 
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Completion of My Life Story involves participant identification of: 

1.  Past successes  

2.   Persons who helped them to achieve these  accomplishments 

3.  Strengths they believe they possess  

4.   Areas they would like assistance with 

5.   What their best life would look like 

My Life Story then addresses the following domains: 

1. Family & Friends 

2. Community Connections 

3. Education 

4. Work/Employment 

5. Volunteering 

6. Housing 

7. Physical Wellness 

8. Mental Wellness 

9. Substance Use History 

10. Legal Forensic History 

11. Financial 

12. Religion/Spirituality 

13. Meaningful Activities 

The domains covered are an expanded version of SAMHSA’s Eight Dimensions of Wellness; 

each domain is associated with content relevant to the participant’s recovery journey. 

Questions attempt to elucidate challenges or successes a participant might be experiencing 

in that particular domain. For example, in the Community Connections domain, 

participants are asked questions such as: 

 What are some things you wish you could do? 

 

 Are there any activities you used to enjoy but have stopped doing? 

 

 What other supports are you involved with in the community? 

In all cases, the purpose is twofold. First, the Recovery Coach/CPS hopes to gain a fuller 

picture of the participant. By including information regarding all 13 domains, the Recovery 

Coach/CPS and participant build a foundation from which to address and support specific 

goals. Second, the Recovery Coach/CPS seeks to determine if the domain is an area that 

the participant chooses to actively work on. To this point, in the My Life Story, there is an 

explicit question, “Is this an area you want to work on?” If the participant answers 

negatively, the Recovery Coach/CPS and participant move on to the next domain. If, on the 

other hand, the participant indicates that this is an area they would like to address, this 

signals advancement to the next section of the same domain. 

The participant is then asked to generate a list of things they would like to work on related 

to that specific domain. This entails: 

1. Identifying where the participant sees themselves in six months 

2. Envisioning where the individual pictures themselves in one year 

3. Articulating a goal and a plan in this domain  
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Importantly, a participant self-identifying a domain as an area that they would like to work 

on is a triggering event for the development of The Recovery Strategy (see below).  

Please see Appendix V for a copy of the My Life Story form.  

Annual My Life Story 

The Annual My Life Story form is an abbreviated version of the initial My Life Story and is 

focused on successes and challenges encountered within the time span of the last year. The 

form: 

1. Is subdivided into domains similar to the initial My Life Story.  

 Questions are directed to prompt participants to think about domain-specific 

activities they have engaged in during the past year  

 Activities are related back to goals the participant has set  

 

2. Asks the participant to consider how working on a particular domain and goal 

facilitated movement toward their dream(s).  

 

3. Gives the participant the opportunity to decide if the area is one they would like to 

work on in the coming year. 

 

4. Asks the participant if they have, and encourages the use of, a: 

 WRAP® (participant-created Wellness Recovery Action Plan used to feel better 

and stay well), 

 Crisis plan (roadmap to follow should the participant start to decompensate or 

become a danger to self and/or others), and/or 

 Mental health advance directive (written plan describing a participant’s wishes 

for their mental health care should they be psychologically unable to 

communicate their wants and needs) 

 

5. Obtains signatures from the participant, Recovery Coach/CPS and a master’s level 

mental health professional. 

 Signatures from both the participant and Recovery Coach/CPS demonstrate the 

collaborative nature of the documentation 

 A signature from a qualified mental health professional indicates that the 

assessment has been conducted in a strength-based, clinically sound manner 

Please see Appendix V for a copy of the Annual My Life Story form. 

Recovery Strategy  

Once the My Life Story form has been completed, the next step is for the Recovery 

Coach/CPS to create the Recovery Strategy in concert with the participant. This strategy 

encompasses and is informed by the domains that the participant has identified in their 

biopsychosocial assessment. With peer support, the participant develops dreams in each of 

the domains they have self-identified as areas they would like to work on. Importantly, 

dreams are recorded by the Recovery Coach/CPS in the participant’s own words; this 

creates greater investment when the dreams are read back to the participant. Participants 

are asked to rank their desire to work on the 13 individual domains on the Recovery 

Strategy worksheet. At the end of the Recovery Strategy, self-reported outcome data is 

collected for the past year referring to number of: 

 Mental health crisis contacts  
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 Days as a psychiatric inpatient 

 Days in detox 

 Days in residential rehabilitation 

The form is completed with signatures from the Recovery Coach/CPS, participant, and a 

mental health professional. 

Please see Appendix V for a copy of the Recovery Strategy form. 

Goal Plan 

Goal planning, or the development of an individual service plan (ISP), follows from the 

Recovery Strategy that has been created and is a peer support function. Each Goal Plan 

details a specific goal the participant has chosen to work on and the domain it falls under. 

Participants may choose to work on more than one goal at a time. Participants may also 

engage with multiple goals in service of the same dream or goals may address different 

dreams and their corresponding domains.  

Ordinarily, a Goal Plan is formulated within the EHR system. However, Recovery 

Coaches/CPS also ensure that they bring a hard copy of the Goal Plan with them to all 

enrollment visits, and this is what is referred to here for illustrative purposes. Goal Plan 

goals are developed in response to the question, 

What would need to happen in order for a 

particular Dream to come true? 

Goal Formulation 

In order to help participants further conceptualize goals, Recovery Coaches/CPS ask 

participants, 

 

If the Dream is on the other side of a river, 

and we are going to build a bridge made of 

planks to get there, what are the big steps, or 

planks, that need to happen to get to the 

Dream? 

 

Several questions follow, designed to identify how the goal contributes to the 

participant’s recovery; strengths, resources, and supports that may help to reach the 

goal; potential setbacks in achieving the goal; and the costs associated with reaching 

the goal. The goal that the participant is working on is clearly stated at the top of the 

second page of the goal planning worksheet and must closely relate to the domain 

checked on the first page of the worksheet. The goal statement should be: 

 Self-identified by the participant 

 A written statement of the participant’s desire to 

add/change/improve something in their life in the next six months 

to two years 

 Person-centered 

 Stated in positive terms 

 Expressed in the participant’s words
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Action Steps and Interventions 
The next two sections on the Goal Plan, 

Action Steps and Interventions, are 

developed by the participant with the 

assistance of the Recovery Coach/CPS 

and are formulated to be SMART:  

 Specific  

 Measurable 

 Achievable  

 Realistic 

 Timely  

“My Action Steps,” identifies areas the participant is 

responsible for completing to reach the goal they are 

setting. The following are true of action steps: 

 Multiple steps can be listed in order 

to reach the goal 

 Steps are recorded in participant’s 

own words 

 As steps are completed, new steps 

can be added 

The action steps area on the Goal Plan is followed by 

an interventions or “Steps to Assist” section. 

Interventions are: 

 Concrete steps to aid the 

participant in reaching their goal 

 Actions carried out by the Recovery 

Coach/CPS 

This part of the Goal Plan allows space for the 

Recovery Coach/CPS to delineate what they will to do 

to support the participant’s action steps. This might 

take the form of processing a Freedom Fund request or 

providing peer support and could be any concrete step 

that the Recovery Coach/CPS might engage in to assist 

the participant in reaching their goal. Recorded for 

each action step and intervention are: 

 The frequency  

 The target date for completion  

 The outcome code 

o The outcome code is 

assigned by the Recovery 

Coach/CPS to each action 

step and intervention 

either at the 6-month mark 

or upon completion of the 

goal, whichever comes 

first. 
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o The outcome codes indicate the status of the steps utilized 

to meet the goal, and range from “Achieved” to 

“Discontinued.”  

 A....... Achieved 

 AS...... Achieved with Support 

 SI....... Significant Improvement 

 SO...... Some Improvement 

 NC...... No Change 

 S........ Set Back 

 DC...... Discontinued 

Finally, the participant is asked to consider how they will know when they have 

reached their goal, and this is recorded on the Goal Plan for future reference. Before 

signing off on the completed Goal Plan, the participant authorizes a statement of 

agreement or disagreement regarding the content of the Goal Plan and their 

participation in the development of the plan.  

Please see Appendix V for a copy of the Goal Planning form. 

24-Month Financial Review 

Participant budgets are developed from an analysis of claims data reflecting 24-month 

service utilization as part of the SDC process. Data collection begins 27 months prior to 

participant enrollment in order to encompass a complete 24-month period. When a new 

participant joins the CRIF SDC program, MHASP requests 24-month utilization data for that 

individual from Magellan. Once they have received the data set, MHASP cleans the data and 

then calculates an average monthly budget by dividing the total utilization budget by 24. 

This is the target number which the participant will aim to stay within on a monthly basis 

and is determined from utilization of in-plan services only. A budgeting meeting takes 

place within the first month of participant enrollment, and an individual budget is 

developed in conjunction with the participant’s Goal Plan.  

Banking Savings 

Banking of Freedom Funds is part of the SDC process. Every month in which the participant 

is enrolled in the program, MHASP sends a request to Magellan for the prior three month’s 

service utilization data. MHASP then makes the information understandable and available 

to the participant. Concretely, Recovery Coaches/CPS communicate the dollar amount 

assigned to services by the BH-MCO that participants receive, allowing participants to 

understand how the services they use impact their budget. In this way, participants can 

make educated decisions about which services they wish to continue receiving and which 

they are not currently benefitting from.  

Due to a lag in data availability, participants must bank funds for three months before they 

are presented with the first set of claims data. Banking of Freedom Funds is cumulative and 

savings carry over from one month to the next. However, each month of the overall 

individual budget is independent of other months in order that the participant does not run 

a deficit from month to month. The formula for determining the amount of Freedom Funds 

a participant has available is calculated as follows: 

Monthly Budget – In-Plan Utilization = Banked Amount Freedom Funds 
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Once a participant has banked Freedom Funds, they are 

able to request an amount up to the amount they have 

banked, providing their request, or “ASK,” fits into their 

Goal Plan. By reducing the quantity of in-plan services 

utilized, participants can make room in their budgets for 

non-traditional, out-of-plan services, to be paid for with 

Freedom Funds. For instance, Freedom Funds can be used 

to further community inclusion by allowing for mobility 

within the community (e.g., bus passes, car sharing, etc.), 

taking part in community-sponsored events (e.g., joining a 

religious congregation, participating in a YMCA recreational 

program, etc.), obtaining a competitive or entering a 

mainstream job training program, etc.), and/or 

participating in mainstream educational classes (e.g. taking 

classes at a local community college, returning to a four-

year degree program, finishing a GED, etc.). As can be seen 

below, many of the Freedom Fund purchase categories 

listed provide individuals with the opportunity to 

participate in community-based activities, thereby 

increasing their degree of community inclusion. (Salzer M. 

S., Baron, Menkir, & Breen, 2014) 

Some common Freedom Fund purchase areas include: 

 Out-of-network mental health treatment 

 Health and physical fitness services 

 Assistance with self-care or daily living 

 Appliances and technology 

 Transportation 

 Community memberships or lessons 

 Job training and job searches 

 Tuition, tutoring, educational supplies 

Items not allowable for purchase with Freedom Funds 

include: 

 Any illegal activity or drugs 

 Cash 

 Alcohol 

 Gambling 

 Pornography 

 Firearms or other weapons 



Temple University Collaborative on Community Inclusion tucollaborative.org 
  

 39  

In the accompanying sidebar, a sample three-month participant budget is provided. The 

participant, Jen, has a monthly individual budget of $800. This monthly individual budget 

was created based on in-plan utilization, but is used to budget both in-plan and out-of-plan 

approved goods and services. Out-of-plan goods and services are paid for with Freedom 

Funds. In January, Jen spent $600 of her $800 budget on in-plan services [peer support 

($200), medication checks ($100), case management ($100), psychosocial rehabilitation 

($200)]. This left Jen with $200 to bank for out-of-plan services, or Freedom Funds. 

Choosing not to spend her Freedom Funds in January, Jen carried the $200 over into 

February. In February, she reduced her in-plan purchases, spending $300 on traditional 

services [peer support ($200), medication checks ($100)] and banked $500 of her individual 

budget as Freedom Funds during this month. Her cumulative total amount banked for 

February came to $700 ($200 carried over from January + $500 from February). Finally, in 

March, Jen transitioned from supportive housing to her own apartment and accessed 

additional peer support to assist her with this. Jen spent $400 on in-plan services [peer 

support ($300), medication checks ($100)], banking $400 dollars in Freedom Funds. Also 

during this month, she submitted a Freedom Fund request in the amount of $300 (for pots 

and pans and bedding supplies for the new apartment) which was approved. Thus, her total 

banked Freedom Fund amount at the end of March came to $800 ($100 banked in Freedom 

Funds from March + $700 banked in Freedom Funds from January and February). 

 

Deciding on New Expenses 

As part of the SDC process, Freedom Fund requests must fit into the participant’s overall 

Goal Plan and be consistent with the goals participants have articulated for themselves. 

The starting point for the participant and Recovery Coach/CPS is always determining the 

supports needed to move forward with the participant’s dream(s) and Goal Plan and 

assessing how these supports fit into the participant’s budget. During their minimum 

monthly meetings, the participant and Recovery Coach/CPS evaluate most current 

participant monthly utilization data. The Recovery Coach/CPS supports the participant to 

self-direct the costs and utility of services used over this time period. If new in-plan 

services are desired, a standard rate sheet is referenced. If the participant wishes to 

request new out-of-plan services, the participant, often with the assistance of the 

Recovery Coach/CPS, will research the cost of the new service to determine the expected 

cost. In considering what goods and services to request, the participant and Recovery 

Coach/CPS must consider if the item is one that Medical Assistance (MA) would traditionally 

pay for as Freedom Funds are a payer of last resort. If MA will pay for the item or service, 

perhaps they will only pay for a portion of it and this must be considered also.  

All services must be determined to be Medicaid ineligible before Freedom Funds will 

authorize payment. Often, the amount paid by Freedom Funds is equal to the amount not 

covered by an individual’s physical insurance. For example, a participant may wish to 

purchase “no-line” bifocals. The total cost for the bifocals is $600. The participant’s 

physical health insurance will pay for $100 of the cost of the glasses. Assuming that the 

participant has adequate funds banked, the approved Freedom Fund amount would be for 

$500. 

Total cost of glasses   $600 

-Physical health insurance coverage $100 

Freedom Fund amount  $500 
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In the case of mental health treatment covered by Freedom Funds, these are often 

providers who exist outside of Magellan’s network. Participants can access out-of-plan, 

non-traditional, mental health services, such as psychotherapy via webcam, by tapping into 

their bank of Freedom Funds. 

Authorization of New Expenses  

The Recovery Coach/CPS and participant can create a request for authorization, or “ASK,” 

for the purchase of those goods and services that don’t fit into the traditional Medical 

Assistance category. In order to limit the amount of up-front costs expended by MHASP and 

to prevent participants from making ineligible purchases, each purchase is capped at 

$1000, regardless of the amount of funds the participant has banked. The following are the 

SDC steps required to submit an ASK: 

1. Recovery Coach/CPS ensures all participant documentation is up to date, 

including:  

 Requests/Releases of Information 

 My Life Story/My Annual Life Story 

 Recovery Strategy 

 Goal Plan 

 

2. Recovery Coach/CPS determines that participant is requesting a good or service 

that will help them move forward in their recovery 

 

3. Recovery Coach/CPS documents #2 in corresponding progress note 

 

4. Participant and Recovery Coach/CPS fill out a Person-Centered Plan and Budget 

form  

 Page 1 matches what is entered on the participant’s Goal Plan 

 Page 1 is in the participant’s own words 

 Page 2 includes an itemization of items requested 

 Participant clearly communicates the amount they are requesting to Recovery 

Coach/CPS 

 Recovery Coach/CPS informs participant as to whether they have sufficient 

funds banked for request 

 Participant and Recovery Coach/CPS sign form 

Please see Appendix V for a copy of the corresponding form. 

5. Recovery Coach/CPS fills out a Delaware County Self Directed Care Project—

Authorization Request  

 The Member CIS# is an internally generated number that Magellan has assigned 

to identify the participant 

 The participant’s diagnosis/diagnoses is specified by Axis 

 Each item requested is specified according to domain with a start date, end 

date, and associated cost 

 

Please see Appendix V for a copy of the corresponding form. 

 

6. Recovery Coach/CPS completes a narrative 

 The narrative pulls together the other components of the ASK into a cohesive 

whole and tells a concise story of why the request is relevant and necessary to 

the participant’s recovery journey 
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 The narrative is used to reduce the number of times the care manager needs 

clarification of an ASK, thus delaying an approval 

 

7. Recovery Coach/CPS submits to Program Manager an ASK packet comprised of: 

 Person-Centered Plan and Budget 

 Magellan Authorization Sheet 

 Narrative 

 

8. Program Manager and Project Coordinator review ASK request  

 ASK evaluated for fit with Goal Plan and pre-established goals 

 ASK packet must demonstrate necessity of item(s) requested to move 

participant forward in their recovery 

 

9. If request approved, Project Coordinator sends request to Magellan for review by 

care managers who make final approvals for Freedom Fund requests based on 

clinical necessity within the context of an individual’s Goal Plan 

 Project Coordinator faxes each packet to Magellan 

 Project Coordinator follows up with an email 

 

10. Magellan has one week to fax an approval or denial of ASK back to Project 

Coordinator at MHASP 

 

Communicating with the Recovery Coach/CPS 

Once the Project Coordinator receives the approval or denial of the ASK, he then 

communicates Magellan’s decision with staff either via email or verbally. If the item that 

has been requested requires that a check be cut, it is at this point that the Recovery 

Coach/CPS must convey the vendor information to the Project Coordinator. In the absence 

of this information, the money will be loaded onto the participant’s bank card.  

Bank Cards and Other Forms of Payment 

The next part of the SDC process involves loading the participant’s bank card or cutting a 

check. Once a check is cut or money is transferred onto a participant’s bank card, the 

funds are considered invoiced, are logged by the Project Coordinator onto the live budget, 

and count toward the participant’s total monthly budget.  Bank cards are the preferred 

tender; however, checks are cut in instances when it is not possible to swipe a debit card. 

Examples of times when a check might be cut include when a participant is: 

 Paying rent 

 Purchasing an item from Craigslist 

 Employing a neighbor to provide a service such as assisting with shopping or 

transportation 

At enrollment, bank cards are issued to all participants. Participants are required to initial 

and sign off on a policy which outlines the use of Freedom Funds and the SDC bank card 

(please see Appendix V for Freedom Funds and SDC bank card policy). The bank card has no 

PIN feature, no ATM availability, and no access to cash. The bank card is a “paycard,” 

which is a reloadable debit card with the VISA logo issued through a regional or national 

bank, in this case PNC Bank. Participants are able to swipe the bank card, or paycard, 

anywhere there is a VISA logo. It is important that the SDC bank card look and act like a 

true debit card in order to avoid stigma around use. When utilizing the card, participants 

are instructed to select the “credit” option as no PIN is required.  
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It should also be noted that when setting up the bank card system, MHASP blocked certain 

MCC’s, or merchant category codes. This was done to restrict particular ineligible 

participant purchases ahead of time, including liquor, pornography, and firearms. 

Participants need to be made aware that lost bank cards incur a vendor charge as do some 

phone calls for assistance to the vendor. In an attempt to obviate costs associated with the 

latter, MHASP has attached a sticker with their phone number over the vendor’s number on 

the back of the bank card, with instructions to call MHASP directly if help is required.  

The provider must also consistently monitor bank card purchases for potential abuses. This 

is carried out by the Program Manager and/or Project Coordinator. If questionable 

purchases are discovered, they should be addressed with the participant by either the 

Program Manager or the Project Coordinator. In some cases, the Recovery Coach/CPS may 

talk to the participant regarding the purchase if they are scheduled to meet with the 

participant the same day the potential abuse is discovered. It should be noted that while 

abuses do exist within the CRIF SDC program they do not constitute the majority of 

purchases; the program has found deliberate intent abuses to be even more negligible. 

The following illustrates the process for handling unapproved purchases: 

 First infraction:  

o A verbal reprimand is issued 

o Participant maintains possession of bank card 

 

 Second infraction:  

o MHASP takes possession of bank card for one month 

o Use of bank card must now be supervised; participant’s budget incurs a cost for 

supervisory support in using bank card for purchases 

o Discussion takes place with participant to review bank card policy 

o During one month period, Recovery Coach/CPS assists participant in developing 

strategies for making better decisions regarding impulse control and staying 

within policy guidelines 

o If improvement documented at end of one month period, bank card returned to 

participant 

 

 Third infraction:  

o Participant loses card permanently 

o Freedom Funds must be accessed through paper checks or supervised use of 

bank card 

Ongoing Support 

Monthly Check-ins 

Monthly check-ins ensure that the participant is making progress toward the goals on their Goal 

Plan, identify any barriers to progress, and clarify for the participant the status of their 

individual budget. In a peer support capacity, the Recovery Coach/CPS performs a monthly 

evaluation of goals and the steps needed to reach these goals. In addition, the Recovery 

Coach/CPS and participant together identify any additional supports that may be needed to 

reach participant goals. With regard to supports brokerage, the Recovery Coach/CPS and 

participant evaluate participant monthly utilization over the past three months. The Recovery 

Coach/CPS and participant also evaluate how services used since the last visit have benefitted 

the participant and address questions, such as:  

 Are services currently in place moving the participant towards their goal(s)? 

 Are there any new services/goods that might move the participant toward their goal(s)?  
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 Are there any current services in place that could be eliminated/replaced? 

In addition, on a monthly basis, at a minimum, the Recovery Coach/CPS and the participant 

review the Freedom Funds the participant has available to spend.  

Progress Notes  

At the end of every visit, the Recovery Coach/CPS documents what has been covered with the 

participant during that visit in the form of a progress note. This peer support documentation 

most often takes place within the EHR system, but for purposes of illustration, it is the paper 

form used in cases of back up that is described here.  

Progress note documentation is important for two reasons. First, it is the way peer support is 

billed through Magellan to Medicaid; progress notes are the means to show that services have 

been rendered to the participant. Services, delivered either via telephone or in-person, are 

billed in 15-minute increments. The second reason to encourage the write-up of progress notes 

centers on a participant’s accomplishments against a specific goal. It is the Recovery 

Coach’s/CPS’ responsibility to assess each goal during every Medicaid billable interaction, even 

if the Recovery Coach/CPS and participant are not explicitly addressing the goal during the 

visit. In this way, all progress towards goals is measured and recorded. 

At a minimum, progress notes should: 

 Document the date, location of the visit, and the start and stop time and circumstance 

of the contact, regardless of whether or not a billable service was provided 

 

 Describe how the service/visit related to the participant’s goal(s) identified in the Goal 

Plan 

 

 Summarize the purpose and content of the peer support session 

 

 Specify the intervention utilized as related to goal(s) in the Goal Plan 

 

 Reflect attempts to reach the participant if contact cannot be made 

The progress note then identifies the goal(s) that the Recovery Coach/CPS and participant 

worked on and how the current visit specifically addressed these goal(s). The progress note 

asks the Recovery Coach/CPS to specify the participant action steps for the identified goal(s). 

The next part of the progress note concerns the participant’s feelings regarding progress 

toward their goal(s). The participant is asked to state in their own words how they have worked 

toward their identified goal(s) since their last visit with the Recovery Coach/CPS. The 

participant is also asked to rate their confidence in achieving a chosen goal on a scale from 1-

10 as well as to respond to how they might increase their confidence in achieving this goal. In 

addition, the Recovery Coach/CPS and participant define next action steps the participant will 

take to support progress toward the participant’s goal(s). There is space for the Recovery 

Coach/CPS to enter their own reflections on the day’s visit. 

The progress note continues with the Recovery Coach’s/CPS’ summary of next steps. The 

purpose of this section is to:  

 Briefly summarize the visit 

 Link services to the Recovery Strategy, goals, and action steps 

 Demonstrate necessity of peer support visit according to MA standards 

 Identify next steps that Recovery Coach/CPS and participant will take 
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There is also a space for participant comments, recorded in their own words, as well as space 

to record the level of participant engagement in the planning process. Finally, there is an area 

to detail the participant’s WRAP®. After the progress note is completed, it is signed by the 

participant, either electronically or via hard copy, as well as by the Recovery Coach/CPS.  

Please see Appendix VI for a sample progress note. 

Six-Month Evaluation 

State requirements dictate that participants work on at least one goal at any given time. State 

regulations also require that a peer support evaluation of each goal be conducted every six 

months. However, to ensure compliance, the CRIF SDC program evaluates goals every four 

months; the program attaches a four month planning goal sheet as part of the standard Goal 

Plan. Utilizing a separate evaluation sheet for each goal, progress toward goals are evaluated 

as are the supports that have been put in place to work toward goals. If a goal was not 

achieved, barriers that may have impeded goal accomplishment are analyzed.  Finally, the 

participant is asked what goal-related gains they will have made upon discharge from services. 

The evaluation includes an assessment of a crisis plan and a WRAP®; questions regarding 

WRAP® planning address: 

 Existence of a plan 

 Interest in creating a plan 

 Updating one’s existing plan 

 Utilization and effectiveness of one’s plan  

 Interest in attending WRAP® group  

Also included in the evaluation is an assessment of service utilization over the past four-month 

period. Service utilization is quantified as self-reported number of: 

 Mental health crisis contacts  

 Days spent as a psychiatric inpatient  

 Days spent in detox  

 Days spent in inpatient substance abuse treatment  

Finally, the evaluation must address the participant’s functional impairment. The continued 

stay category monitors whether it is appropriate for the participant to remain in peer support. 

For a continued stay to be satisfied, the first three of five listed criteria must be met. These 

three criteria indicate that: 

 The participant currently experiences moderate to severe functional impairment  

 The withdrawal of services may likely result in loss of gains and goals made by the 

participant 

 The participant agrees to continued peer support services  

If these three criteria are satisfied, the Recovery Coach/CPS then lists the areas they have 

identified as requiring ongoing peer support. The form is signed by the participant, 

participant’s family or friend (optional), Recovery Coach/CPS, and health professional. 

Please see Appendix VI for a copy of the Six-Month Evaluation form (usually attached to the last 

page of the Goal Planning worksheet).  
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V. CONTINUING ROLE 

 

At a minimum, the ongoing relationship between Recovery Coach/CPS and participant is 

comprised of the monthly check-in, detailed earlier. Any support beyond the one-hour monthly 

check-in is self-directed by the participant. The ongoing relationship is characterized by three 

main components and their associated activities: 

1. Supports brokerage 

Assessing latest in-plan service utilization  

The Recovery Coach/CPS looks at the cost of in-plan, or traditional, services 

utilized over the past three months; they share this cost information with 

participants to evaluate if services used are meeting the participants’ needs as 

outlined in their Goal Plans. Participants can elect to keep amount of 

traditional services constant, add new services, or decrease services.  

Reviewing Freedom Fund utilization  
Recovery Coach/CPS and participants evaluate the amount of out-of-plan, or 

non-traditional, services utilized over the past month. The Recovery Coach/CPS 

shares with participants the amount of Freedom Funds they currently have 

available for use.  

Assisting participants to find community resources and supports that fit their goals 
The Recovery Coach/CPS assists participants in developing a circle of support, 

or network of natural supports, within the community and both identifies 

mainstream community activities the program participant may wish to join and 

provides the individualized support (including accompaniment) they may need 

to utilize/join community activities. Recognizing that they are not experts in 

all life domains, the Recovery Coach/CPS also works with participants to 

brainstorm locations where individuals can find necessary resources and obtain 

answers to goal-related questions. Ultimately, the Recovery Coach/CPS is 

working toward empowering participants to independently broker their own life 

situations. 

Making phone calls to providers and vendors  
The Recovery Coach/CPS places phone calls to inquire about participant 

purchases. This is done in consultation with participants. 

 

Filling out any necessary requests (ASKS) 
The Recovery Coach/CPS, in conjunction with participants, fills out any 

required Freedom Fund requests for out-of-plan services and/or supports. The 

request, or ASK, must align with goals outlined in participants’ Goal Plans.  
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2. Peer support 

Reviewing participant goals and evaluating Goal Plans 
The Recovery Coach/CPS reviews participant goals during each contact made. 

They also ensure that Goal Plans currently reflects participant dreams as 

outlined in their Recovery Strategy. Finally, the Recovery Coach/CPS 

collaborates in setting new goals as self-directed by participants. 

 

Developing recovery skills and tools that help participants move forward with their 

established goals 

In establishing goals, participants have identified concrete action steps they 

will take to accomplish these goals. It is the job of the Recovery Coach/CPS to 

isolate the barriers to achieving these action steps. Once these barriers have 

been identified, the Recovery Coach/CPS then works with participants to 

identify those tools that will best assist individuals in achieving the action steps 

they have outlined in their Goal Plans. Examples of tools participants may draw 

upon include, 

 

o WRAP® (peer-delivered tools to increase empowerment, decrease 

distress, and assist in achieving goals and dreams) 

 

o Cognitive behavioral therapy (psychotherapy that works to modify 

thought patterns in relationship to feelings and behaviors in order to 

improve coping) 

 

o Dialectical behavior therapy (a cognitive behavioral approach that 

emphasizes participant strengths; thoughts, beliefs, and assumptions 

that make life harder; and Recovery Coach/CPS-participant 

collaboration) 

  

o Trauma-informed peer support (peer support focused on helping 

survivors make sense of how they are coping and surviving; support 

emphasizes empowerment and coping tools) 

 

o Wellness coaching (assists participants in choosing, obtaining, and 

keeping wellness and healthy lifestyle related goals) 

 

o Whole health peer support (integrated health and behavioral health 

management in areas such as stress management, healthy eating, 

physical activity, and restful sleep) 

 

o Mindfulness (a coping resource or mental state in which one attends 

to and purposefully controls one’s awareness of what is occurring in 

the moment) 
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Accompanying participants into the community in support of achieving goals 
Acting in a peer support capacity, the Recovery Coach/CPS may travel with the 

participant to various appointments and venues in the community, emphasizing 

the importance of community inclusion and engagement. Community visits are 

always aligned with participants’ Goal Plans. The following illustrate a range of 

examples: 

 

o Attending a doctor’s appointment: The Recovery Coach/CPS and 

participant prepare beforehand regarding the information that the 

participant wishes to communicate to their physician. During the visit, 

the Recovery Coach/CPS reviews wellness tools needed to sit in a 

waiting room for an extended period of time and also helps the 

participant advocate for themselves with the medical staff. 

  

o Exercising at a gym: The Recovery Coach/CPS accompanies the 

participant to a local health club to work out. While visiting the fitness 

center, the emphasis is not only on exercising, but also on community 

integration and a discussion of socialization with others at the gym. 

 

o Shopping for groceries: The Recovery Coach/CPS works with the 

participant to develop a menu based on nutrition and frugality. The 

Recovery Coach/CPS and participant then travel to a local grocery 

store to implement this menu. The participant learns to make more 

nutritious, cost-effective food choices and develops new/additional 

skills related to food preparation.  

 

o Applying for a job: This peer support interaction involves role playing 

beforehand in order to increase the participant’s comfort level during 

job interviews. In addition, for those who have literacy challenges, the 

Recovery Coach/CPS might suggest obtaining a copy of employment 

forms such as a W-4 ahead of time. On the day of the interview, the 

forms can easily be copied, reducing the anxiety of filling them out de 

novo. 

 

Focusing on strength-based skill development  
This orientation underlies all work that Recovery Coaches/CPS engage in with 

participants. Recovery Coaches/CPS necessarily recognize individuals’ 

accomplishments rather than focus on participants’ deficits or failures. By 

highlighting successes in an individuals’ lives, Recovery Coaches/CPS avoid 

further stigmatization of participants. 

 

Providing crisis support 
The following illustrate the types of support that CRIF SDC Recovery 

Coaches/CPS provide to participants in the event of a mental health crisis. The 

first four steps are standard protocol in crisis de-escalation, while the last four 

points function as a supplement to the initial four. 

o Assess for safety 

o Review participant skills and tools 

o Develop a plan 

o Refer out 

o Review distress tolerance and emotion regulation skills 
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o Sharing of lived experience  

o Remind participant how to access natural supports 

o Refer to warm line, crisis line, or 911 

 

3. Participant skills and tools for managing their own mental 

wellness 

 The Recovery Coaches/CPS in the CRIF SDC program offer one-on-one and 

class-based skill building to participants in order to promote mental well-being. 

Tools utilized focus on power statements and decision balanced worksheets 

that help participants self-advocate with service providers as well as 

understand their motivation to continue or discontinue health behaviors. The 

program also incorporates WRAP® which helps participants to create a wellness 

toolbox that they can draw from when experiencing emotional distress. 

Discharge 

Discharge occurs following successful completion of the program or after 90 days of no contact 

with the participant, documented with attempts to get in touch with the individual. If the 

participant successfully graduates from CRIF SDC, the program remains open as a resource to 

the individual. The Discharge Summary form is standard protocol for all discharges and requires 

statement of an Axis I mental health diagnosis and provides room for a co-occurring drug and 

alcohol diagnosis. 

1. Check Appropriate Discharge Criteria: Four discharge criteria are listed. Either 

criteria #1 AND #2 must be met or criteria #3 OR #4 must be met. If discharge criteria 

#4 is appropriate, one of several related sub-criteria must be checked as well. 

 

2. Explanation of Discharge/Closure: If “Other” is the option selected under criteria #4, 

there is a space on page 1 of the Discharge Summary form for an explanation of how 

the discharge determination was made. 

 

3. Summary of Participation and Progress: This should be in the participant’s own 

words, if they are available, and is an account of the participant’s progress up until 

discharge. 

 

4. After Care Plan or Recommended Referral: According to OMHSAS regulations, all 

participants must have a plan for care in place and/or be referred appropriately at the 

point of discharge.  

 

5. Consumer’s Behavior/Attitude upon Discharge: This refers to the participant’s 

disposition upon termination of services. 

 

6. Service Utilization: This is self-reported data collected by Magellan and references 

services utilized in the past three months. 

 

7. Discharge Follow-up: 30 days after discharge, the Recovery Coach/CPS makes contact 

with the participant to follow-up, record the outcome of the discharge, and closes out 

their paperwork. 

Please see Appendix VI for a copy of the Discharge Summary form.   
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VI. PRACTICE ISSUES 

Capacity Building 

The top challenge cited regarding enrollment and ongoing participant processes involved skill 

building among Recovery Coaches/CPS. Recovery Coaches/CPS come to their position with 

varying degrees of capacity. It incumbent upon the Program Manager to build capacity among 

Recovery Coaches/CPS through targeted training. Some of the areas which have required 

capacity building in the CRIF SDC program include: 

1. Professionalism: Not every Recovery Coach/CPS has worked previously and is familiar 

with professional standards. Topics such as the importance of always wearing an 

identification badge and introducing oneself during each interaction form the 

foundation for all activities that the Recovery Coach/CPS carries out.  

2. Basic skills training: Recovery Coaches/CPS may require training regarding 

understanding documentation and how to use it as a tool. They may also need training 

around the importance of bringing extra hard copies of documents on visits. Finally, 

Recovery Coaches/CPS may need assistance in achieving fluency in computer skills and 

applications. 

3. Interviewing: Capacity building is often necessary to develop Recovery Coaches’/CPS’ 

ability to engage with participants as well as to successfully employ motivational 

interviewing strategies during their visits. As well, coaches might require training 

regarding delivering services in a self-directed manner, including helping participants 

to develop dreams and goals. 

4. Team building: This refers to the Recovery Coach/CPS serving as a role model for the 

recovery process. Team meetings are one time in which team building takes place; 

during these meetings, new tools, such as mindfulness techniques, are introduced and 

applied to Recovery Coaches’/CPS’ lives. Coaches are then encouraged to incorporate 

learned techniques not only into their participant visits, but also to integrate them into 

their own daily lives. 

5. Supports broker/peer support skills: This set of skills refers to techniques that help 

Recovery Coaches/CPS more effectively carry out their functions as supports brokers 

and peer support specialists. Recovery Coaches/CPS often need specific training 

regarding troubleshooting methods to use on visits; if trained properly, coaches will 

have the tools to draw upon to provide the necessary supports to a participant in crisis. 

Articulating Dreams 
An additional challenge raised, specific to participants, involves developing Goal Plans and 

the articulation of one’s dreams. As Recovery Coaches/CPS develop a Goal Plan with an 

individual, participants are encouraged to “think big.” Many participants have never been 

given license to think expansively and creatively about their lives before. Hence, defining 

dreams for themselves can seem like an incomprehensible task. To make this a more 

concrete and manageable undertaking, Recovery Coaches/CPS pose the question, 

If you had no boundaries or barriers, what would your perfect life look like in this 

domain? 

By framing the question in this way, Recovery Coaches/CPS open a dialogue in which 

participants can explore their hopes and dreams. 
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Sustainability 
Each Recovery Coach/CPS sees between 11-12 self-directed care participants; this is a 

relatively small caseload and thus requires the Recovery Coach/CPS to visit each 

participant for approximately four hours every other week. As such, a tension exists 

between billing enough units and remaining self-directed. Broadly, the challenge is in 

training Recovery Coaches/CPS to not reenact service delivery patterns they may have 

experienced in the past with participants in the present. Specifically, this takes the form of 

letting participants ask for and direct their own services, rather than doing for the 

participant.  

 

Supervision 
Supervision is a time intensive endeavor. The oversight of four Recovery Coaches/CPS 

within the CRIF SDC program translates into four hours of supervision weekly for the 

managing mental health practitioner. In addition, there is a two-hour weekly team meeting 

attended by all staff members. In the case of the CRIF SDC program, the Program Manager 

performs all programmatic supervisory functions as well as clinical oversight functions. 

 

Turnaround of ASKS 

Over time, MHASP learned that it is best to define a broad time frame to participants 

submitting a request for Freedom Funds. Initially, the service provider developed a large 

backlog of ASKS. In order to address this issue and to decrease participant frustration 

around timely fulfillment of requests for funds, MHASP set a long time frame, a total of 

four weeks from participant initial submission of the ASK.  

 

Freedom funds are not emergency funds; however, they are sometimes treated as such by 

participants due to the emergent nature of individuals’ life situations. Emergency requests 

for items such as rent and electricity are often the result of demands on already strained 

resources. To mitigate such an emergency mindset with respect to the use of Freedom 

Funds, the expected turnaround should necessarily be communicated clearly to all 

participants. As well, Recovery Coaches/CPS can offer support as appropriate to help 

generate other options to handle current emergencies. 

Role of the Community 

In recognition that community resources should be affordable and accessible, the CRIF SDC 

program has made connections with a number of non-mental health providers in the 

community. It is a programmatic belief that individuals should, whenever possible, enter 

into the community to participate in events with individuals from a wide range of life 

experiences rather than engage only with others who have similar mental health 

backgrounds. If one of the goals of the self-directed care initiative is to help move program 

participants from an over-dependence of mental health and other social support systems 

and services and toward greater participation in mainstream community activities, 

community organizations themselves must be approached, convinced, and supported in 

welcoming people with mental health conditions into their ongoing activities. To this end, 

linkages have been made on a programmatic level with a variety of community 

organizations. The following illustrate linkages that have been established by the CRIF SDC 

program.
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Community acupuncture 

The CRIF SDC program connected with a provider 

of low-cost acupuncture. This provider charges 

according to a sliding scale; participants can use 

their SDC bank card to purchase services to 

address issues such as pain management and 

tobacco addiction. 

 

Art-Reach 

The CRIF SDC program became a member of this 

non-profit organization which makes access to 

cultural venues and events possible for a much 

reduced cost. Participants are able to visit local 

gardens and museums as well as attend live arts 

at discounted rates. 

 

Role of the Family 

Participants self-determine the level of family involvement in 

their lives and in the program. The CRIF SDC program 

emphasizes the development of natural supports in 

participants’ lives; as well, families are often invited to 

meetings that take place between participants and staff. 

Freedom Funds are allocated in a variety of ways related to 

familial needs. For example, Freedom Funds are often directed 

to family members other than the participant in service of the 

one or more of the participant’s recovery goals. In other cases, 

the Freedom Fund purchase may serve a mental wellness goal 

and at the same time strengthen the connection between 

participant and family members. 

When Lisa entered the CRIF SDC program, she had 

not contacted her family for five years. The 

program empowered her to think differently 

about her family and consciously decide to 

incorporate them back into her life. 
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VII. WRAP-UP 

 

The CRIF SDC project demonstrates that providing participants with a measure of control over their 

service choices and dollars works and need not be fraught with hazards; SDC projects can be developed 

and structured in a way that maximizes participant authority while minimizing potential system abuses. 

As participants begin to execute decision making power through self-directed care programming and 

authorize their accompanying funds, community inclusion goals gradually start to emerge. Participants 

recognize that community inclusion goals are indeed obtainable when they have the funds to support 

their engagement in life.  

The self-directed care model provided by the Delaware County CRIF SDC project can, and should, be 

utilized in the development of other replication sites, responsive to local needs, across the country. It 

is the goal of this manual that the steps outlined herein will serve as guideposts in the development and 

implementation of robust new SDC projects. Looking forward, the future holds much promise for self-

directed care on both the local and national fronts; there are many important lessons that can be 

learned and applied from the Delaware County CRIF SDC project.  
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Appendix II 
OMHSAS Peer Support Services Bulletin 
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PURPOSE 

The purpose of this bulletin is to: 

1. Announce that the Department of Public Welfare (Department) is adding Peer Support Services (PSS) 
telephone contact as a reimbursable service to the Medical Assistance (MA) Program Fee Schedule. 

2. Issue provider handbook pages that contain service guidelines, prior approval procedures, and billing 
instructions as well as other information necessary for the provision of and payment for PSS including 
telephone contact. 

 
This Bulletin, which allows for telephone contact as a reimbursable part of PSS, obsoletes Medical Assistance 
Bulletin (MAB) 08-07-09, 11-07-03, and 21-07-01, issued May 22, 2007 with an effective date of November 1, 
2006. and OMHSAS Bulletin  OMHSAS-09-05 issued September 10, 2009 with an effective date of October 1, 
2009. 
 
Scope: 
 
This bulletin applies to all approved providers of PSS that are enrolled or seek to enroll in the MA 
Program in the Fee-For-Service (FFS) system and/or the HealthChoices Behavioral Health Program 
(HealthChoices). 
 
BACKGROUND: 
 
Prompted by the final report of the federal New Freedom Commission on Mental Health, issued in July 2003, 
the Office of Mental Health and Substance Abuse Services (OMHSAS) has engaged in a statewide system 
transformation initiative that focuses on the provision of recovery-oriented mental health and co-occurring 
(psychiatric and substance use disorders) services throughout the Commonwealth. 
 
A key component of the system transformation is the Department's commitment to develop services that 
facilitate and support recovery. Consistent with that commitment, effective November 1, 2006, the 
Department has added PSS to the MA Program Fee Schedule for MA recipients 18 years of age and older in 
both the FFS delivery system and the HealthChoices Behavioral Health Program. To develop the service 
guidelines for peer support, OMHSAS sought input from and consulted with the entire spectrum of 
stakeholders, including consumers, family members, advocates, county personnel, and provider 
organizations. 
 

DISCUSSION: 

Based upon the fundamental principles of recovery, PSS are specialized therapeutic interactions conducted by 
self-identified current or former consumers of behavioral health services who are trained and certified to offer 
support and assistance in helping others in their recovery and community-integration process.  Peer support is 
intended to inspire hope in individuals that recovery is not only possible, but probable.  The service is 
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designed to promote empowerment, self-determination, understanding, coping skills, and resiliency through 
mentoring and service coordination supports that allow individuals with severe and persistent mental illness 
and co-occurring disorders to achieve personal wellness and cope with the stressors and barriers encountered 
when recovering from their disabilities. 

 

Peer support is designed on the principles of consumer choice and the active involvement of persons in 
their own recovery process. Peer support practice is guided by the belief that people with disabilities need 
opportunities to identify and choose for themselves their desired roles with regard to living, learning, 
working and social interaction in the community.  For this reason, the agreement of the individual to 
receive services is critical. 

 

On an ongoing basis, individuals receiving the service are given the opportunity to participate in and make 
decisions about the activities conducted.  Services are self-directed and person centered with a recovery 
focus.  PSS facilitate the development of recovery skills.  Services are multi-faceted and include, but are not 
limited to, individual advocacy, education, development of natural supports, support of work or other 
meaningful activity of the individual's choosing, crisis management support, skills training, effective 
utilization of the service delivery system, and coordination of and linkage to other service providers. 

 

The purposes of PSS are to: 

 

1. Provide opportunities for individuals receiving services to direct their own 

recovery and  advocacy processes; 

2. Teach and support acquisition and utilization of the skills needed to 

facilitate an individual's recovery; 

3. Promote the knowledge of available service options and choices; 

4. Promote the utilization of natural resources within the community; and 

5. Facilitate the development of a sense of wellness and self-worth. 

 

Specific service goals are based on individual needs and personal aspirations, which may be in the areas of 
wellness and recovery, education and employment, crisis support, housing, social networking, self-
determination and individual advocacy.  Goals pertaining to system advocacy will be limited to the 
coordination with or linkage to community resources. The relationship between the peer specialist and the 
individual served is intended to facilitate accomplishment of the goals specified in the Recovery-focused 
Individual Service Plan (ISP) which is also referred to as an Individual Recovery Plan.  Face-to-face contact is 
critical to develop the relationship effectively, but there may be times when a telephone contact with the 
individual served may be appropriate.  
 
PROCEDURE:  
 
Provider Qualifications 

PSS may be provided by an agency that provides only peer support services or by a psychiatric outpatient 
clinic, partial hospitalization program, crisis intervention provider, resource coordination provider, intensive 
case management provider or psychiatric rehabilitation service (PRS) provider enrolled in HealthChoices. 
Providers must be licensed by the Department, be enrolled in the MA Program as a provider of PSS and have 
received a letter of approval from the Department to provide PSS.  Additionally, providers in the HealthChoices 
Program must be credentialed by the BH-MCO. 
 
Services may be delivered directly by the enrolled provider or, with Departmental approval, by subcontract 
between an enrolled provider and a program or an agency that is not enrolled.  If services are delivered 
through a subcontract arrangement, the enrolled provider remains responsible for all aspects of service 
delivery, including clinical and administrative oversight. Services must be provided as specified in the 
individual's ISP. Services may be site-based or off-site in the community, or both, as determined by the 
goal(s) identified in the ISP and may be provided, in limited circumstances, on a group basis, if specified in 
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the ISP. 
 
In addition to complying with Title 55 Pa.Code Chapters 1101 (General Provisions Chapter), 1150 (MA 
Program Payment Policies), and 1153 (Outpatient Psychiatric Services), providers who choose to deliver PSS 
will sign a Supplemental Provider Agreement for the Delivery of PSS, and complete and deliver services in 
accordance with a service description.  The service description and any subcontract arrangement must be 
approved by the Department before services are initiated. 
 
A request to provide PSS, which includes the service description, with the elements specified in the attached 
handbook pages, as well as the details of any subcontract arrangement, including the subcontract 
agreement, should be submitted to the regional OMHSAS office (ATTN: Peer Support Services) and the County 
Mental Health/Mental Retardation (MH/MR) program of the county in which the service will be delivered.  
OMHSAS will conduct a review of the submitted information, which in some cases may include an onsite 
survey of the provider, and approve or deny the request. 
 
An agency that is not currently licensed must also submit an application for licensure, before or at the time 
the request to provide PSS is submitted. An application for licensure may be obtained by contacting the 
regional OMHSAS office. 
 
After receiving approval from OMHSAS to provide PSS and, if applicable, a license to provide PSS, a PSS agency 
must be enrolled in the MA Program. Instructions and forms for enrolling in the MA Program are available on 
the Department's website. 
 
In addition to the forms identified on the website, the provider must submit the Supplemental Provider 
Agreement for PSS included with the handbook pages, as part of the enrollment package.  In order to 
provide PSS in the HealthChoices Program, the provider must be credentialed by the BH-MCO. The entire 
enrollment package includes the following information:  

1. PROMISe Provider enrollment base application; 
2. Outpatient Provider Agreement signed by an authorized representative of the entity holding the 

base license; 
3. Signed Supplemental Provider Agreement for the Delivery of PSS; 
4. Copy of Certificate of Compliance 
5. Copy of OMHSAS approved PSS description 
6. Copy of OMHSAS letter of approval to operate a PSS program; and 
7. Copy of Tax Document generated by the IRS showing both the name and tax ID of the entity 

applying for enrollment. 
The completed MA enrollment package must be mailed to the appropriate regional OMHSAS field office, 
ATTN: Peer Support Services. 

 
Service Provision: 
 

PSS may be provided without prior Departmental approval when recommended by a physician or other 
practitioner of the healing arts acting within their scope of practice to an individual who is a member of the 
adult priority group as defined in Mental Health Bulletin OMH-94-04, Serious Mental Illness: Adult Priority 
Group, and as otherwise described in the attached handbook pages.  A request for PSS on behalf of an 
individual who is not a member of the adult priority group may be submitted through the Program Exception 
Process (1150 Administrative Waiver), as specified in the attached handbook pages. 
 
Note: Program exception requests on behalf of individuals who are members in the HealthChoices 
Behavioral Health Program should be submitted in accordance with the procedures established by each 
BH-MCO. 
 
Individuals whose PSS are reduced or terminated have the right to appeal the decision in accordance with 
procedures set forth in Title 55 Pa.Code Chapter 275, Appeal and Fair Hearing and Administrative 
Disqualification Hearings. 
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Billing for Services 

The procedure code for MA fee and limits that apply to PSS are as follows: 
 

National 

Procedure 

Code 

Modifier Procedure 

Code 

Description 

MA Fee Unit of Service Limits Outpatient 

H0038 N/A Self-help/peer 

services 

$10.00/ 
unit 

15 minutes 16 units day/ 
individual 3600 units/ 
year/ individual 

H0038 GT Self-help/peer 

services - 

interactive tele- 
communication 
systems 

$10.00/ 
unit 

15 minutes 25% or less of the 

per calendar 

year limit above 

 

The MA fee and per day/per year limits apply to the Medical Assistance Fee- For -Service Program 
(MA FFS). The limit on telephone billing (25%) applies to both FFS and HealthChoices. Services 
may be billed for the time that the peer specialist has face-to-face interaction with the individual 
and/or while the individual is present, with the individual’s family, friends, service providers or 
other essential persons. 

 

PSS may be provided by supervisors who are also Certified Peer Specialists if they provide service directly to 

an individual(s) or in circumstances when they are required to cover for a peer specialist due to their 

unavailability.  Contact with the individual, either in person or by telephone for the purpose of assisting the 

individual in meeting the goals in the ISP and as a reasonable and justifiable portion of a person’s recovery, is 

compensable. Telephone delivered services will be limited to 25% or less of total service time provided per 

individual /per calendar year in both the FFS and HealthChoices Behavioral Health programs. Since PSS are 

now in the PA State Plan, the BH-MCO has the authority to establish its own rate in the HealthChoices Program 

for this service.  If direct contact with the individual cannot be made in person or by telephone, the service is 

not billable. However, the progress note must reflect the attempts to contact the individual. 

 

Provider staff meetings, record-keeping activities and other non-direct services are not billable as peer 

support units of service.  Costs related to travel were included in developing the current MA fee for PSS and 

are therefore not billable.  The co-payment for the service provided by the MA FFS Program will follow the 

current DPW policy.  There are no co-payments in HealthChoices Behavioral Health. 

 

A systems edit will be applied to claims to pay no more than the maximum of 16 units per day. Example: A 

claim for 3 hours (12 units) is submitted and is paid. A different claim for 2 hours (8 units) is subsequently 

submitted on the same day. The second claim will be paid for 4 units.  Claims will be paid in the order they 

are submitted. 

 

OMHSAS will generate a periodic report to monitor the 25% maximum limit for telephone contact.  In 

addition: 

• Providers are encouraged to monitor appropriate use of telephone-

delivered PSS by conducting record reviews and internal audits of units 

of service billed, and self-report overpayment findings; 

• Each BH-MCO should assess their network providers’ adherence 
to service guidelines in order to assure quality services for 
members and should monitor utilization rates of telephone 
contacts; and 

• OMHSAS will be monitoring the amount and appropriate use of 
telephone-delivered PSS through on-going licensing activities and 
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review of claims data. 

 

When an individual receiving services has a disability as defined by the Americans with Disabilities Act (ADA) 

and documented as such, those services must be made accessible.  For example, instant messaging is 

considered a reasonable accommodation for an individual with a communication disability when used as a 

necessary alternative to telephone contact in order to receive direct PSS. Although instant messaging is 

considered an immediate, direct, and reciprocal exchange of communication, as is telephone, TTY or webcam 

contact, it is not intended to replace or decrease the frequency of face-to-face contact. The provider may 

include instant messaging when used as an alternative to telephone contact with a person with a documented 

requirement of the need for a communication accommodation.  All other existing parameters, such as limits 

and documentation requirements, remain in effect. 

 

The service guidelines, prior approval procedures, billing instructions, and other information regarding MA 

payment for PSS are described in the attached updated pages of the Provider Handbook for Outpatient 

Psychiatric and Partial Hospitalization Services.  As set forth in Title 55 Pa.Code § 1101.67(a), a provider must 

comply with the procedures described in the handbook pages to receive MA payment. 
 
NOTE: Providers who render peer support services in the HealthChoices Behavioral Health Program should 
submit claims in accordance with the procedures established by each Behavioral Health Managed Care 
Organization. 
 
Billing related inquiries should be directed to OMHSAS Behavioral Health toll free inquiry line at 1-800-433-
4459. 
 
ATTACHMENTS: 

 

Medical Assistance Handbook, Outpatient Psychiatric and Partial Hospitalization Services, Updated Handbook 

pages, Peer Support Services and Attachments, revised for telephone billing. 

OBSOLETES BULLETIN:  Medical Assistance Bulletin (MAB) 08-07-09, 11-07-03, and 21-07-01, issued May 22, 

2007 with an effective date of November 1, 2006 and OMHSAS 

Bulletin OMHSAS-09-05 issued September 10, 2009 with an effective date of October 1, 2009.  
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Appendix III 
Position Descriptions 

 

Program Manager 
Project Coordinator 
Recovery Coach/CPS 
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DEPARTMENT Advocacy LOCATION 7200 Chestnut Street 

JOB TITLE Program Manager – CRIF JOB FAMILY  

REPORTS TO Chief Advocacy Officer DIRECT REPORTS  

SALARY/CAREER BAND  FLSA STATUS  Exempt  Nonexempt 

JOB SUMMARY 

CRIF Self-Directed Care is an innovative pilot program for eligible participants of Medicaid mental 
health services in Delaware County, Pennsylvania. The program has been designed and is overseen 
by the CRIF Operations Team. Members of the Operations Team are: MHASP (which operates as 
fiscal agent and provides program services); Magellan Behavioral Health Services of PA, Inc. (which 
oversees state behavioral health services); Delaware County Office of Behavioral Health, and the 
Temple University Collaborative for Community Integration for Persons with Psychiatric Disabilities 
(which will be evaluating the program). The program combines state and Medicaid funds to provide 
participants with a personal recovery budget to purchase goods and services that support specific 
recovery goals. Each participant will have the support of a Recovery Coach, a Peer Support 
Specialist with training in self-directed care. The program will be evaluated to determine the 
efficacy of using Medicaid funds in behavioral health self-directed care.  As a content expert on 
Peer Support and Self Directed Care, this position would also provide technical assistance to other 
programs, grants, and contracts looking to provide similar services. 

 

ESSENTIAL JOB DUTIES 

Programs Creation & Development 
 Identifies statewide and community needs for programs that empower participants to 

greater self-care.  

 Ensures that position and department are recognized nationally, regionally and locally as the 
Content Expert on Self Directed Care (SDC) 

 Develops the Self Directed Care curriculum to deliver SDC Peer Support for  Delaware County 
and other counties as they sign on 

 Develops materials to sell to other counties for their use in implementing SDC to support the 
CRIF SDC model 

 Functions as internal content expert on Peer recovery projects such as: Recovery Oriented 
Documentation Committee of MHASP; Workplace Capability Committee for MHASP Recovery 
Coach/Peer Support staff and all staff 

 Deliver Trainings on Peer Support matters 

 Leads research efforts on SDC  

 Facilitate WRAP Workshops 

Marketing & Networking 
 Markets and provides consultative services and technical assistance through CCBH and other 

Counties to develop billable Peer Support Programs throughout the state 

 Create linkages with other providers - both MH and non-MH in Delaware County 

 Sits on County and State CPS Advisory Committee 

 Markets SDC care programs to other populations such as people with physical disabilities and 
other impairments.   

 Markets DC care services internationally and hosts/plans international visitors  

 Establish contacts nationally and internationally for us to learn from or share our knowledge 

 Maintain contacts with various programs that address issues of MH and obtain information on 
how to improve our services 
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ESSENTIAL JOB DUTIES 

 Represent MHASP at county and state meetings 

 Provide connections to programs across the agency to better serve participants, family 
members, and providers. 

 Proactively seek opportunities to represent MHASP at associations, community organizations, 
etc.   

 Present at relevant conferences and meetings (OMHSAS, Alternatives, NYAPRS, Netherlands, 
PMHCA, Temple, etc.) 

 
Leadership 

 Leads coordinating community supports for participants 

 Leads with CRIF Operations Team to address all aspects of CRIF SDC Study 

 Leads and supervises the Support Suite at Alternatives Conferences that we host 

 Leads the coordination and integration of programs across systems. 

 Leads the coordination of peer support for people with co-occurring issues. 

 Staff and facilitate CRIF SDC Advisory Group 

 Leads the coordination efforts of Peer Support across silos/systems. 

Supervision 
 Recruit and manage traditional peer support program for Delaware County 

 Supervise Administrative Assistant/Billing Clerk and Recovery Coach staff 

 Conduct weekly supervision of staff and Team Meetings 

 Maintain communication with participants enrolled to ensure quality services 

 Provide interdisciplinary support knowledge to staff 

Train/Support 
 Provide on-going support to Program Managers, and Recovery Coach staff around Peer 

Support 

 Assist in the development of additional Peer Support programs and opportunities throughout 
the agency 

 Conduct trainings as directed.   

 Staying informed on policy changes within OMHSAS, the BH-MCO, county, state and federal 
policies that impact Delaware County and providing Peer Support Services 

 Disseminate information to other programs and staff pertaining to safety, upcoming 
programs/events, etc. 

 Coordinate and create curriculum for quarterly CRIF Participant meetings 

 Attend trainings and workshops pertaining to the delivery of Peer Support 

 Provide interdisciplinary support knowledge to staff 

 Receive WRAP Facilitator training. 

 Ensures all Federal, state and local reports are issued in a timely manner. 

Other Duties 
 Reports any activities that may violate established laws, regulations, policies or procedures. 

Raises questions about any actions contrary to law or policy taken by another staff member 

or employee or yourself, and reports the matter to management or to the Director of QI & C 

and/ or Human Resources. 

 Edits, views, and approves data as appropriate in the Credible system. 

 May be required to attend and testify at unemployment hearings as needed. 

 Other duties as assigned. 
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ENTRY LEVEL REQUIREMENTS:  
EDUCATION/CERTIFICATE/LICENSE/ SKILLS AND/OR EXPERIENCE 

 Master’s Degree with state of Pennsylvania licensure in Social Work, Counseling, Psychology 
or related field.  

 At least ten years of supervisory experience in program management or oversight;  

 Must possess a valid driver’s license. 

 Leader in person-centered approaches and peer support program models.  

 Applicant must demonstrate a dynamic and creative approach and a commitment to 
innovations in participant empowerment and self-help.  

 Bi-lingual, bi-cultural preferred  

KEY PERFORMANCE INDICATORS 

 Demonstrated ability to complete all necessary documentation in a timely manner. 

 Establish and maintain strong and effective work relationships with providers, stakeholders 
and funding sources. 

 Demonstrated ability to keep boundaries and to form appropriate professional relationships 
with staff and participants. 

 Demonstrated knowledge of recovery principles and recovery-oriented treatment programs. 

 Demonstrated consistent behaviors in patience, creativity, flexibility, compassion, and 
sensitivity to persons with disabilities and other minority populations. 

 Demonstrated ability to deliver contracted deliverables. 

 Demonstrated ability to disseminate information related to SDC and Peer Support through 
reports, meetings, conferences, etc. 

PHYSICAL DEMANDS 

 While performing the duties of this job, the employee is required to sit at a desk with 
ergonomically appropriate equipment and to do some light lifting up to 25 lbs., climb steps, 
and walk around to multiple MHASP locations. Reasonable accommodations will be made to 
enable individuals with disabilities to perform his/her essential job duties. 

 Must be able to drive an automobile for long distances. 

 Must be able to speak in large public settings. 

WORK ENVIRONMENT 

 The noise level in the work environment is usually moderate. Reasonable accommodations 
will be made to enable individuals with disabilities to perform his/her essential job duties. 

 

EMPLOYEE SIGNATURE 

By my signature, I hereby certify that I have reviewed the attached description of my position and agree to 
perform the duties described therein.  I understand that MHASP may make modifications, additions, or 
deletions to this job description at any time, and will notify me of any changes by sending me a revised copy 
for my review and signature. 

 
Employee Printed Name __________________________________  
 
Date: ______________________ 
 
Employee Signature __________________________________  
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DEPARTMENT Advocacy LOCATION CRIF/ 7200 Chestnut 

JOB TITLE Coordinator, CRIF JOB FAMILY  

REPORTS TO Program Manager DIRECT REPORTS  

SALARY/CAREER BAND TBD FLSA STATUS Exempt Nonexempt 

JOB SUMMARY 

The Coordinator assists the CRIF SDC Program Manager in the development, maintenance, and 
creation of continuous quality improvement of the CRIF SDC Peer Support Programs and Projects. The 
coordinator is also responsible for maintaining the everyday operations of all SDC related programs as 
well as coordination of special projects. 

ESSENTIAL JOB DUTIES 

Electronic Health Record 
 Registrar for CRIF SDC Peer Support Program 

 Ensures timely and accurate data entry and processing of specified ERH data. This includes: 

1. Data entry – Accurately enters supplied data into the system. 

2. Analysis – Recommending reports to assist management analyze data more 

effectively. 

3. Reporting – Produce accurate and well- designed reports as requested 

 Updates participant status in the system as needed 

 Is subject matter expert on the EHR system for assigned program and assists staff in 
performing the assigned EHR functions. 

 Updates participant status in the system as needed 

 Scans selected documents as applicable and attaches to EHR record 

 Receives all requests for release of information and ensures that proper releases have been 
signed. Releases information as appropriate and approved. 

 Conducts regular review of EHR data as specified by program or service 

 Updates and reviews Authorizations (e.g. EVS, etc.) 

 Acts as liaison with fiscal department for insurance and billing questions and issues. 
 Maintains EHR application status by attending all related trainings, priority review of EHR user 

related email notifications, and coordination of application updates for responsible teams 

 
Project Management 

 Self-Directed Care – Delaware County/Magellan Behavioral Health Services 

1. Daily SDC Fiscal Maintenance: coordinating Request packets with BH-MCO, tracking 

requests and outcomes, tracking fiscal requests and use of Freedom Funds through SDC 

Paycards or checks, reporting to staff and Program Manager on overall Reinvestment 

funds and budgets, producing reports of all Freedom Fund requests and expenditures 

2. Submission of Reports to Operations Team, Research, and OMHSAS 

3. Familiarity of on-going SDC activities around the nation 

4. Creates reports for Research data 

 Self-Directed Care – Community Care Behavioral Health 

 

 

 

http://en.wikipedia.org/wiki/Data_validation
http://en.wikipedia.org/wiki/Statistical_analysis
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ESSENTIAL JOB DUTIES 

1. Technical Assistance for creation of written projects pertaining to SDC 

2. Coordination of meetings 

 Self-Directed Care – Temple University Council on Disabilities 

1. Assistance with writing of curricula and reports 

2. Coordination of trainings and networking meetings 

 Peer Support – Magellan Behavioral Health Services 

1. every day operations of peer support programs: providing technical assistance in the 

collection of data, providing weekly and monthly productivity reports, tracking the 

CQI process of documentation and service delivery, identifying areas of need for 

improvement; 

2. Written reports of participant satisfaction, status reports of SDC to the State, Policy 

reports for the continuation of SDC, reports to Operations Committee; 

Administrative 

 Prepares, composes, updates, monitors and edits internal and external correspondence, 
forms and reports. 

 Planning—schedules and tracks meetings and appointments. Prioritizes and tracks time- 
sensitive events and assignments to ensure timely completion 

 Coordinates and tracks expense receipts and other fiscal information for submission to Fiscal 

 Establishes, updates and maintains manual and automated filing systems to store and track 
records and confidential information ensuring accuracy and completeness 

 Plans, organizes and/or participates in meetings, conferences, seminars and other events to 
take minutes and/or receive information. 

 Assists and/or prepares graphic presentations including developing, copying and distributing 
 

Office Manager 

 Maintenance and coordination of company vehicles for project: ensuring maintenance, 

tracking expenses, ensuring proper documentation and submission of expenses 

 Coordinates conference and meeting presentations, coordination of travel plans and 

accommodations 

 Organizes, facilitates and follows up from Team Meetings 

 Provides Back-Up supervision 

 

Projects and Grants 

 Provides technical assistance to meet reporting requirements within defined timeframes for 
assigned projects and grants 

 Assists with grant proposal writing and coordination. 

 Coordinates collection and write up of evaluation of the project deliverables 

 Performs follow-up evaluations of data and organizational performance to ensure consistent 
improvement. 

 Aggregate and display qualitative and quantitative dates 

 Provide technical assistance to meeting reporting requirements within defined timeframes for 
assigned projects 
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 Arrange collaborative calls as required by project deliverables 

 
Project Coordination 

 Provides a high level of assistance to team members & leaders to ensure project scheduling is 
communicated and status updates, through data compilation, report analysis, report generation 
and project tracking and communication. Drafts reports that include schedules, tasks, 
deliverables and budget. Compiles metrics relating to project success and risks. 

 Integrates project data for department management. Administers and maintains project lists 
and key project data, such as scheduling, expenditures, vendor management, and conflict 
escalation.  Organizes and publishes project related documentation in various sources. 

 Tracks costs and performance, service levels and other metrics required to ensure project 
goals and objectives are met. 

 Participates in special projects as requested. Gathers research and generates reports as 
needed. 

 Prepares and submits all Fiscal required documents: purchase orders, contract work-flows, 
lease, and expense reporting. Tracks financials of the department and ensures expenditures 
are within budget and balanced. Routes expenditures for the appropriate approval and 
payments. Serves as point of contact for invoice queries from vendors, clients and Fiscal. 

 Maintains schedule and calendar of assigned staff. Screens correspondence and telephone calls 
as necessary. Prioritizes mail and email and responds to correspondence as appropriate. 
Coordinates team events meetings and events by providing administrative support. 

 Coordinates maintenance and servicing of department and client equipment. 
 

 

Other Duties 

 Reports any activities that may violate established laws, regulations, policies or procedures. 
Raises questions about any actions contrary to law or policy taken by another staff member or 
employee or yourself, and reports the matter to management or to the Director of QI & C and/ 
or Human Resources 

 Other duties as assigned.  

ENTRY LEVEL REQUIREMENTS: 
Education/Certificate/License/ Skills and/or Experience 

 Bachelor degree and experience 

 Familiarity with local, state (OMHSAS), and federal regulations 

 3-5 years’ experience with a Medicaid-billable peer support program 

 3-5 years’ experience with Self Directed Care 

 Understanding of peer support process and documentation 

 Good written and verbal skills 

 Familiarity with MS Office Excel, HSS or billing software, EHR 

 Familiarity with research methods, statistics, and reporting 

 Able to take initiative 
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PHYSICAL DEMANDS 

 While performing the duties of this job, the employee is required to sit at a desk with 
ergonomically appropriate equipment and to do some light lifting up to 25 lbs., climb steps, 
and walk around to multiple MHASP locations. Reasonable accommodations will be made to 
enable individuals with disabilities to perform his/her essential job duties. 

 

WORK ENVIRONMENT 

 The noise level in the work environment is usually moderate. Reasonable accommodations 
will be made to enable individuals with disabilities to perform his/her essential job duties. 

 Must be willing to work overtime as needed 
 

EMPLOYEE SIGNATURE 

By my signature, I hereby certify that I have reviewed the attached description of my position and agree to 
perform the duties described therein. I understand that MHASP may make modifications, additions, or 
deletions to this job description at any time, and will notify me of any changes by sending me a revised copy for 
my review and signature. 

 
Employee Printed Name: ______________________ 

Date: ____________ 

Employee Signature: __________________________ 
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DEPARTMENT  LOCATION  

JOB TITLE Recovery Coach JOB FAMILY Recovery 

REPORTS TO 
Service Manager, 
Supervisor or Director 

DIRECT REPORTS None 

SALARY BAND Two FLSA STATUS  Exempt   Nonexempt 

 

JOB SUMMARY 

The Recovery Coach provides flexible, community based services that are designed to promote the 
empowerment, recovery, and community integration of individuals who have severe mental health 
challenges by facilitating opportunities for individuals receiving service to direct their own 
recovery and advocacy process, by teaching and supporting the acquisition and utilization of skills 
needed to facilitate the individual’s recovery, promoting the knowledge of available service 
options and choices and the utilization of natural resources in the community, and helping 
facilitate the development of a sense of wellness and self-worth.  

 

ESSENTIAL JOB DUTIES 

Peer Support/Coaching 
 Applies general knowledge of Recovery services to complete small projects or conduct a 

series of tasks with a limited degree of supervision  

 Works with participant to identify, develop, and access supports to increase his/her 
success in community integration and community inclusion 

 Supports and teaches recovery and recovery tools and models personal responsibility, self-
advocacy, and hopefulness 

 Facilitates the participant's self-review of progress upon each encounter 

 In partnership with each participant assesses their hopes, strengths, accomplishments and 
challenges in order to achieve his/her stated goals  

 In partnership with each participant develops the recovery plan and his/her support system 
in order to support him/her in becoming self-sufficient 

 Supports participants in the self-management of critical or crisis situations. 

 Supports participants’ in coordinating with or in choosing his/her significant and relevant 
supports in order to arrange services or resources to achieve his/her goals. 

 Assists the individual in preparation and recording of the peer support recovery plan, 
encounter notes, and other documents that verify service delivery using person-first 
language, in a timely manner according to established quality and regulatory standards. 

 Uses knowledge, skills, training from Certified Peer Specialist training and MHASP’s Work 
Place Capability training to model, coach, support and advocate with participants. 

 Escorts participants when necessary and ensures participants safety when participating in 
events, visits, and other interactions. 

EHR 
 Enters participant data in the Electronic Healthcare Records system upon intake. 

 Ensures that all participants’ visits are documented in EHR immediately  

 Ensures that all  data is correct by verifying information with the participant on every visit  

 
Administrative  

 Participates in weekly supervision and in team review of documentation of the 
comprehensive assessment of participants in various life domains 

 Creates weekly schedule that meets existing program productivity standards and 
supervision,  

 Participates in staff meetings and trainings. 
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ESSENTIAL JOB DUTIES 

 
Other Duties 

 Provides technical information to service managers, and executes routine assignments 
within a service 

 Demonstrates level of knowledge and skills within a specific activity to consistently meet 
or exceed service requirements 

 Reports any activities that may violate established laws, regulations, policies or 
procedures. Raises questions about any actions contrary to law or policy taken by another 
staff member or employee or yourself, and reports the matter to management or to the 
Director of QI & C and/ or Human Resources 

 Other duties as assigned. 
 

ENTRY LEVEL REQUIRMENTS: 
Education/Certificate/License/Skills and/or Experience 

 Minimum of a High School or GED Diploma; Associates Degree in a Human Services related 
field is preferred 

 Credentialed as a Certified Peer Specialist. 

 Minimum of three years of experience in a behavioral health work environment 

 Must possess a valid driver’s license. 

 Demonstrated knowledge of the local Mental Health System 

 Demonstrated ability to create, read and send e-mail through Google. 

 Proficient in Microsoft Word  

 Must possess basic computer skills to perform job duties including desktop computing, 
email, time sheet management, electronic health records, using Microsoft Office 
Applications, ADP and other relevant software 

 Must have basic electronic communication and internet skills to gather information 
required for the program or program participants. 

 Must be able to use new computer systems and/or software functions as they become 
available. 

 

KEY PERFORMANCE INDICATORS 

 Demonstrated ability to advocate with participants  

 Demonstrated ability to keep boundaries and form appropriate professional relationships 
with participants. 

 Demonstrated knowledge of recovery principles and recovery-oriented treatment programs  

 Demonstrated consistent behaviors in patience, creativity, flexibility, compassion, and 
sensitivity to persons with disabilities and other minority populations  

 Demonstrated ability to adhere to a flex schedule which allows for evening and weekend 
hours as may be required to respond to individual needs 

 Completion of 18 hours of continuing education per calendar year, with 12 hours specific 
to recovery and wellness. 
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PHYSICAL DEMANDS 

 While performing the duties of this job, the employee is required to sit at a desk with 
ergonomically appropriate equipment and to do some light lifting up to 25 lbs., climb 
steps, and walk around multiple MHASP locations and in the community in areas that may 
not be handicap assessable. Reasonable accommodations will be made to enable 
individuals with disabilities to perform his/her essential job duties. 

 

WORK ENVIRONMENT 

 The noise level in the work environment is usually moderate. Reasonable accommodations 
will be made to enable individuals with disabilities to perform his/her essential job duties. 

 Must be willing to work overtime as needed 

 Must be able to work holidays 
 

EMPLOYEE SIGNATURE 

By my signature, I hereby certify that I have reviewed the attached description of my position and agree to 

perform the duties described therein.  I understand that MHASP may make modifications, additions, or 

deletions to this job description at any time, and will notify me of any changes by sending me a revised 

copy for my review and signature. 

 

 

Employee Printed Name __________________________________  

Date: ______________________ 

Employee Signature __________________________________  
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Appendix IV 
Enrollment Documentation 

 

Peer Support Referral and Recommendation Information 
Assignment and Change of Information 
Participant Handbook 
Request and Release of Information 
My Approval to Receive Services 
Assignment of Benefits 
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MHASP Enhanced Peer Services 
A service of the Mental Health Association of Southeastern Pennsylvania 
 

Peer-Support Referral and Recommendation Information 

 
Date of Recommendation: ________________  

Person Making Recommendation- Name:_____________________________ Phone:______________________ 

 

Title or Relationship of the Person Making Recommendation:________________________________________  

Participant Name:______________________________________ SSN:______________________ DOB:___________ 

 

Address:_____________________________ City:_____________ State: PA  Zip: Phone:_______________ 

DIAGNOSIS 
(please list all diagnoses, including mental health and drug/alcohol, from most recent psychiatric evaluation) 

 
 

Date of Evaluation: _____________ 

AXIS I: MH Diagnosis: __________________  

 D&A Diagnosis: __________________ 

AXIS II:   

 

 
DSM-IV Code: _____________ 

DSM-IV Code: _____________ 

DSM-IV Code: _____________ 

(Above must have diagnosis of schizophrenia, major mood disorder, psychotic disorder NOS or borderline personality 

disorder to be considered eligible) 

AXIS III:  ________________________________________________________________________ 

AXIS IV: ________________________________________________________________________ 

AXIS V: ________________________________________________________________________ 

GAF:  ________________________________________________________________________ 

  

Based on the Mental Health Bulletin: Serious Mental Illness: Adult Priority Group please check the appropriate box to 

indicate the information used to determine need for peer mentoring supports with the CRIF SDC Program: 

(must meet at least one of the criteria listed below) 

 
A. Treatment History: 

______ Current residence or discharge from a state mental hospital within the past two years 

______  Two admissions to community or correctional inpatient psychiatric units or crisis residential services Totaling 20 or 

more days within the past year 

______ Five or more face-to-face contacts with walk-in or mobile crisis or emergency services within the past 2 years 

______ One or more years of continuous attendance in a community mental health or prison psychiatric service within the past 

2 years 

______ History of sporadic course of treatment as evidenced by at least 3 missed appointments within the past 6 months, 

Inability or unwillingness to maintain medication regimen or involuntary commitment to outpatient services 

______ One or more years of treatment for mental illness provided by a primary care physician or other non-mental health 

Agency clinician within the past two years 

 
 

MHASP Enhanced Peer Services Program 
Mental Health Association of Southeastern Pennsylvania 

7200 Chestnut Street, Upper Darby, PA 19082 emaula@mhasp.org 

Office: (267) 507-3873 Cell: (215) 680-3174 Fax: (215) 525-9698 

 
Rev. 02/04/13 Scanned in? 

□  ______ 

 

mailto:emaula@mhasp.org
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MHASP Enhanced Peer Services 
A service of the Mental Health Association of Southeastern Pennsylvania 

 

 
OR; 
 

B. Functional Level:  
_____ Global assessment or functional scale rating of 50 or below 

 
 
OR; 

 

C. Coexisting Condition or Circumstance: 
  1. Coexisting Diagnosis: 
 _____ Psychoactive Substance use or Disorder 
 _____ Mental Retardation 
 _____ HIV/AIDS 
 _____ Sensory, Developmental, and/or Physical Disability 

_____ 2. Homelessness 

_____ 3. Release from criminal detention 
 

 
Please check the domain for which you are recommending to the CRIF Program for Peer-Support Services: 
 

____ Social Domain ______ Self-Maintenance: Living Domain _______ Vocational Domain 

_____ Self-Maintenance: Managing Illness & Wellness Domain (Recovery) _______ Educational Domain 
 
 
Additional Comments: _______________________________________________________________________________________ 

__________________________________________________________________________________________________________

__________________________________________________________________________________________________________

__________________________________________________________________________________________________________ 
 

 

By signing this form, the Practitioner has reviewed the referral information, attests to its accuracy, and recommends the above- 

mentioned participant for service with the CRIF Program. 

 
 

This form is valid for 60 days from the date it is signed by a Practitioner of the Healing Arts (Physician, Licensed Psychologist, 

Certified Registered Nurse Practitioner or Physician’s Assistant). 
MHASP Enhanced Peer Services Program 

Mental Health Association of Southeastern Pennsylvania 

7200 Chestnut Street, Upper Darby, PA 19082 emaula@mhasp.org 

Office: (267) 507-3873 Cell: (215) 680-3174 Fax: (215) 525-9698 
  

mailto:emaula@mhasp.org
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Self-Directed Care Enhanced Services 
A project of the Mental Health Association of Southeastern Pennsylvania, The Delaware County Office of Behavioral Health, Magellan Health Services, Inc., and 
The University of Pennsylvania Collaborative On Community Integration. 

 

Assignment and Change of Information Form 

 

Participant Name: ________________________________ Date:   ________________________

 

This form is being used for (check all that apply):   ____ Recovery Coach/ Peer Specialist Assignment 

____ Change of Participant Information 
Assigned Recovery Coach/Peer Specialist: ________________________________________ 

 

********************************************** 
Change of Program Participant Information (complete only information changes): 
 

Address: ___________________________ City: ______________ State: PA ZIP: ___________ 

 

Telephone #: ______________________ Contact Person (if applicable): _____________________________ 

 

Cell Phone #: ______________________ E-M l 

Address: ________________________________________ 
 

Type of Housing: ___________________________________________________________________________ 
 

BSU #: ___________________________ Agency: ___________________________________ 
 

ICM: _____________________________ Phone #: ____________________ Beeper: ________________ 

 

Day Program: ____________________ Address: ____________________ Phone #: ________________ 
 

# Days per week: _______  Times: from: _________To: _________ Contact: ___________________ 
 

Medications: _____________________________________________________________________________________ 

________________________________________________________________________________________________

________________________________________________________________________________________________ 

 
Emergency Contact: __________________________ Relationship:  __________________________ 

Address: ___________________________________ Phone #: ______________________________ 
 

Other: __________________________________________________________________________________________ 

________________________________________________________________________________________________

________________________________________________________________________________________________ 

 

_________________________________________________ 
(Staff Signature)  (Date)

CRIF Self-Directed Care Enhanced Service Program 
Mental Health Association of Southeastern Pennsylvania 

1211 Chestnut St., 11th Floor, Philadelphia, PA 19107 sdc@mhasp.org 
Office: (267) 507-3873 Cell: (215) 680-3174 Fax: (215) 525-9698  

mailto:sdc@mhasp.org


 

Temple University Collaborative on Community Inclusion tucollaborative.org 
  

 76  

 

  



 

Temple University Collaborative on Community Inclusion tucollaborative.org 
  

 77  

 



 

Temple University Collaborative on Community Inclusion tucollaborative.org 
  

 78  

 

  



 

Temple University Collaborative on Community Inclusion tucollaborative.org 
  

 79  

 

  



 

Temple University Collaborative on Community Inclusion tucollaborative.org 
  

 80  

  



 

Temple University Collaborative on Community Inclusion tucollaborative.org 
  

 81  

 

  



 

Temple University Collaborative on Community Inclusion tucollaborative.org 
  

 82  

 

  



 

Temple University Collaborative on Community Inclusion tucollaborative.org 
  

 83  

 



 

Temple University Collaborative on Community Inclusion tucollaborative.org 
  

 84  

 

  



 

Temple University Collaborative on Community Inclusion tucollaborative.org 
  

 85  

 

  



 

Temple University Collaborative on Community Inclusion tucollaborative.org 
  

 86  

 

 

  



 

Temple University Collaborative on Community Inclusion tucollaborative.org 
  

 87  

 

  



 

Temple University Collaborative on Community Inclusion tucollaborative.org 
  

 88  

 

  



 

Temple University Collaborative on Community Inclusion tucollaborative.org 
  

 89  

 

  



 

Temple University Collaborative on Community Inclusion tucollaborative.org 
  

 90  

 

  



 

Temple University Collaborative on Community Inclusion tucollaborative.org 
  

 91  

 

  



 

Temple University Collaborative on Community Inclusion tucollaborative.org 
  

 92  

 

  



 

Temple University Collaborative on Community Inclusion tucollaborative.org 
  

 93  

 

  



 

Temple University Collaborative on Community Inclusion tucollaborative.org 
  

 94  

 

  



 

Temple University Collaborative on Community Inclusion tucollaborative.org 
  

 95  

 

  



 

Temple University Collaborative on Community Inclusion tucollaborative.org 
  

 96  

 

  



 

Temple University Collaborative on Community Inclusion tucollaborative.org 
  

 97  

 

  



 

Temple University Collaborative on Community Inclusion tucollaborative.org 
  

 98  

MENTAL HEALTH ASSOCIATION OF SOUTHEASTERN PENNSYLVANIA 

MY APPROVAL TO RECEIVE SERVICES 

I give my approval for MHASP staff to provide services for me in____________________________. 

Service Name 

“Every individual served will have the opportunity for growth, recovery and inclusion in their 
community, have access to culturally competent services and supports of their choice, and 
enjoy a quality of life that includes family and friends.” (adapted from Pennsylvania 
Recovery Workgroup) 

I understand that MHASP is here to assist me in my recovery which will be a journey of healing and 
transformation enabling me to live a meaningful life in a community of my choice while striving to 
achieve my full potential. Recovery takes place as a result of changes both within the “self” as well 
as through the support and encouragement from “circumstances” and events.  On this journey, I will 
assess my strengths, needs, and develop a plan for recovery. 

If medication is prescribed, I understand that I am entitled to have a physician explain the 
medication, including potential risks associated with it. Furthermore, I understand that I have the 
right to refuse any recommended recovery services.  
 
In the event of a life threatening medical and/or psychiatric emergency, I give MHASP staff approval 
to arrange for necessary transportation to the treatment site deemed appropriate.  In providing 
continuity of care, health information will be shared with the transferring facility. I understand that 
HIV-Status information will not be transferred, unless I have authorized the release of HIV 
information. 
 
I realize that written and computerized records will be kept about me and that evaluation data will be 
requested from me periodically to determine my progress.  I understand that in coordinating 
services, information about me may be shared with others for purposes of obtaining payment, and 
carrying out other health care operations on a need to know basis.  I understand that information 
about me will be used for healthcare operations such as quality improvements, outcome 
evaluations, peer review and business management. I give approval for these transactions to occur 
when necessary and with my knowledge, when possible.  I have the right to revoke approval by 
signing a written revocation form which is available from staff, I am working with. 

I certify that I have received the MHASP Participant Handbook.  The following topics have been 
reviewed with me, and I understand that I have the opportunity to request further review: 

1. MHASP Vision, Mission and Values  

2. The “Notice of Privacy Practices” that includes your right  to: 
a. Review and understand the Notice of Privacy Practices 
b. Revoke authorization  at any time by written request, being effective the date of your 

signature 
c. Inspect, amend and receive a copy of the  material to be released, and 
d. Request restrictions on how your health information is used and disclosed. 

3. Participant Rights (Bill of Rights/Human, Civil, Special and Restrictive Rights), 

4. Nondiscrimination in Services and Limited English Proficiency Policy, 

5. Compliant/Grievance/Appeal and Privacy Complaint process,  

6. Explanation of Freedom of Choice/Conflict of Interest/Service Availability 
Program’s planning process; fire, safety, evacuation procedures and an emergency 
relocation plan for residential locations only, 
and 

7. Any required fees. 
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This form has been fully explained and I certify that I understand its content. I understand that 
MHASP may not condition services on obtaining this approval from me. 
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Self-Directed Care Enhanced Services 
A project of the Mental Health Association of Southeastern Pennsylvania, The Delaware County Office of 
Behavioral Health, Magellan Health Services, Inc., and The Temple University Collaborative on 

Community Integration Of People with Psychiatric Disabilities. 

 

Assignment of Benefits Form 
 

 
Name of Insured (print):____________________________________________________  

Social Security Number:_____________________________________________________  

I request that payment of authorized insurance benefits, including Medicare, if I am a Medicare beneficiary, be 

made on my behalf to the organization listed below for any equipment or services provided to me by that 

organization beginning on and ending on . 
Date of Intake Date or Event 

 
I authorize the release of any medical or other information necessary to determine these benefits or the 

benefits payable for related equipment or services to the organization, the Centers for Medicare and Medicaid 

Services, my insurance carrier or other medical entity. A copy of this authorization will be sent to the Centers 

for Medicare and Medicaid Services, my insurance company or other entity if requested. The original 

authorization will be kept on file by the organization. 

 
It is my responsibility to notify the organization of any changes in my health care coverage. In some cases 

exact insurance benefits cannot be determined until the insurance company receives the claim. 
 

 
ORGANIZATION: 

CRIF Self-Directed Care Enhanced Service Program 

1211 Chestnut St., 11th Floor, 

Philadelphia, PA 19107 

sdc@mhasp.org 

 

Name of person signing below (print): _______________________________________  

Relationship to Insured: ___________________________________________________ 

Signature of Insured or, if applicable, Parent/Guardian: _________________________  

Date: _____________________________ 

  

CRIF Self-Directed Care Enhanced Service Program 

Mental Health Association of Southeastern Pennsylvania 
1211 Chestnut St., 11th Floor, Philadelphia, PA 19107 sdc@mhasp.org 

Office: (267) 507-3873 Cell: (215) 680-3174 Fax: (215) 525-9698 

mailto:sdc@mhasp.org
mailto:sdc@mhasp.org
mailto:sdc@mhasp.org
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Appendix V 
Planning Documentation 

 

My Life Story 
My Annual Life Story 
Recovery Strategy 
Goal Plan 
Person-Centered Plan and Budget Form 
Delaware County SDC Project Authorization Request 
CRIF SDC Freedom Funds and SDC Card Policy 
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CRIF Self-Directed Care Enhanced Services 

A project of the Mental Health Association of Southeastern Pennsylvania, The Delaware County 

Office of Behavioral Health, Magellan Health Services, Inc., and The Temple University 

Collaborative on Community Inclusion of Individuals with Psychiatric Disabilities. 

CRIF SDC Freedom Funds & SDC Card Policy 

Thank you for agreeing to be a part of the Consumer Recovery Investment Funds Self-Directed 

Care Program! We ask all participants to show their commitment to the program by reading the 

following information. Once you have read and understand the information below, please indicate 

you have done so by initialing in the blanks and signing in the space provided at the bottom of the 

form: 

________ I agree to be a part of the Self-Directed Care pilot project and understand that it 

can end without notice. 

________ I understand that by signing this document, I have agreed to acknowledge the 

strengths and frustrations of being in recovery from a mental health challenge. 

________ I agree to lead the process in managing my mental health and reaching my life 

goals. 

________ I understand that I need to complete an annual Life Story form and Recovery 

Strategy in order to identify the parts of my life that I want to work on through 

peer support. 

________ I understand that I am required to meet with my Recovery Coach at least once a 

month in order to help me move forward toward my hopes, dreams, and goals. 

________ I understand that I will document collaboratively with my Recovery Coach at each 

visit using Credible / Electronic Health Records or on paper. 

________ I understand that the amount of Freedom Funds available to me is determined by 

my monthly budget and my utilization of services. 

________ I understand that I can only request Freedom Funds up to the amount that I have 

available to me and not exceeding $1,000.00 / month. 

________ I understand that my requests for Freedom Funds must fit into my goal plan and 

 demonstrate the ways in which the request will help me move forward in my life. 

________ I understand that Freedom Funds are not emergency funds and that Freedom Funds 

requests cannot be expedited. 

________ I understand that Freedom Funds are approved or rejected by a care manager at 

Magellan and that my Recovery Coach cannot approve funds or change a decision 

made by Magellan. 

________ I understand that it is my responsibility to keep track of the funds requested and 

the amount that I have spent. My recovery coach can provide support in helping me 

set up a system to track what I spend. 

________ I understand that I should ask my recovery coach if I have questions about the 

amount that is available or whether Freedom Funds have been loaded onto my SDC 

card. 

CRIF Self-Directed Care Enhanced Services Program 

Mental Health Association of Southeastern Pennsylvania 

7200 Chestnut Street, Upper Darby, PA 19082 sdc@mhasp.org 

Office: (267) 507 – 3873 Cell: (215) 680 – 3174 Fax: (215) 525 – 9698  

mailto:sdc@mhasp.org
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CRIF Self-Directed Care Enhanced Services 

A project of the Mental Health Association of Southeastern Pennsylvania, The Delaware County 

Office of Behavioral Health, Magellan Health Services, Inc., and The Temple University 

Collaborative on Community Inclusion of Individuals with Psychiatric Disabilities. 

 

_________ I agree to use Freedom Funds only for purchases that have been approved and 

understand that making unauthorized purchases will result in the confiscation of 

my card and supervision for any purchases I intend to make for a minimum of 30 

days. 

_________ I understand that the following activities / purchases may not be participated in / 

purchased using Freedom Funds: any illegal activity or fines relating to such, 

gambling, pornography, illegal drugs or prescription drugs that have not been 

prescribed to me, alcohol, tobacco, prostitution, firearms or weapons. 

_________ I understand that loss or theft of Freedom Funds / SDC Card must be immediately 

reported to your Recovery Coach or to the Program Manager. If a replacement SDC 

Card is necessary, I understand that the cost will be deducted from my SDC 

budget. 

 

_________ I understand that receipts must be submitted for all purchases made using 

Freedom Funds. 

_________ I understand that Freedom Funds are not an entitlement and the reason I have 

access to them is because I am taking part in a unique project in Delaware County, 

PA aimed at establishing that persons with mental health challenges could, with 

Peer-Support, work to create a Recovery Plan that makes sense to them. Further, I 

understand that this plan includes all in-plan services as well as other goods and / 

or services I have identified will help me toward my goals in Recovery. 

 

Signature of Participant & Date: __________________________________________________ 

 

Signature of Recovery Coach & Date: ______________________________________________ 

 

 

CRIF Self-Directed Care Enhanced Services Program 

Mental Health Association of Southeastern Pennsylvania  

7200 Chestnut Street, Upper Darby, PA 19082 sdc@mhasp.org 

Office: (267) 507 – 3873 Cell: (215) 680 – 3174 Fax: (215) 525 – 9698 

  

mailto:sdc@mhasp.org
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Appendix VI 
Ongoing Support Documentation 

Progress Note 
Six-Month Evaluation 
Discharge 
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Self-Directed Care Enhanced Services 

A project of the Mental Health Association of Southeastern Pennsylvania, The Delaware County Office of Behavioral Health, Magellan 

Health Services, Inc., and The Temple University Collaborative on Community Integration Of People with Psychiatric Disabilities. 

 

Progress Note 

 
Participant: _______________ Recovery Coach: ______________________  

Date: __________   Time In / Out: _______________________  

Type of Contact:   Location: 

 

 Face-to Face (IC)  Office:    

 Telephone (TC)  Home:    

 Group (GC)  Community:    

 E-mail (EC)  Hospital:    

 

Total Time:  Units: ______________________________  

Activity (-ies): __________________________________________________  

Goal (s) from Goal Sheets that today’s activity (-ies) is / are intended to address: 

_________________________________________________________________________
_________________________________________________________________________ 

 

Participant Action Steps for Above Goal (s) – May include new steps not in Goal Sheets: 

1. ___________________________________________________________________________ 

2. ___________________________________________________________________________ 

3. ___________________________________________________________________________ 

4. ___________________________________________________________________________ 

 

Assessment of Progress Toward Goal: 

From 1 – 10, what is your confidence level for the goal of _________________________________________ 
What do you need to do to make this level higher? ________________________________________________ 
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________ 

 

Plan for next activity or action step – What are your weekly Action Steps? 

 

________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________ 

 

CRIF Self-Directed Care Enhanced Services Program 
Mental Health Association of Southeastern Pennsylvania 

7200 Chestnut Street, Upper Darby, PA 19082 sdc@mhasp.org 
Office: (267) 507 – 3873 Cell: (215) 680 – 3174 Fax: (215) 525 – 9698

mailto:sdc@mhasp.org
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Self-Directed Care Enhanced Services 
A project of the Mental Health Association of Southeastern Pennsylvania, The Delaware County Office of Behavioral Health, Magellan Health Services, Inc., and 
The Temple University Collaborative on Community Integration Of People with Psychiatric Disabilities. 

 

Progress Note 

 

Recovery Coach’s Summary – Notes & Next Steps: 

___________________________________________________________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________ 

Participant’s Thoughts: 

___________________________________________________________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________ 

 
 

What level of participation did the participant have in planning for the next activity? 

___________________________________________________________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________ 

 

WRAP – Wellness Recovery Action Plan: 

___________________________________________________________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________ 

 

 

Recovery Coach’s Signature: Date: ___________________ 

 

Participant’s Signature: Date:____________________  
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Self-Directed Care Enhanced Services 

A project of the Mental Health Association of Southeastern Pennsylvania, The Delaware County Office of Behavioral 

Health, Magellan Health Services, Inc., and The University of Pennsylvania Collaborative On Community Integration. 

Discharge Summary 
 

Participant Name: ____________________________________________________________  BSU#:__________________________ 

DOB: Admit Date: _____________________ Discharge Date: 

Address: City:   State: _____ Zip: _________Phone: ________________ 

Reason for Admission: ________________________________________________________________________________________ 
DIAGNOSIS: 
AXIS I: 
MH Diagnosis: ___________________________  DSM-IV Code: __________________________ 
D&A Diagnosis: __________________________ DSM-IV Code: _________ _________________ 
AXIS II: _________________________________ DSM-IV Code: __________________________  
AXIS III: ________________________________ 
AXIS IV: ________________________________ 
AXIS V: _________________________________ 

 

DISCHARGE CRITERIA 
 

Check Appropriate Criteria: (For discharge both 1&2 must be met or individually 3 or 4 must be met) 

_____ 1. Participant has successfully achieved goals outlined in the goal/recovery plan and there is a reasonable 

expectation that the withdrawal of services will not result in loss of gains or goal attained 

_____ 2. The participant is not expected to receive additional benefit from the service 

_____ 3. The participant agrees to discontinue service and criteria for re-entry into the program has been 

reviewed. 

_____ 4. Participant is no longer eligible for service due to any of the following criteria: 
  Participant no longer resides in Delaware County 

  CRIF program has expired 

  Participant behaves in a physically threatening or sexually aggressive manner towards staff 

  No longer eligible for Medical Assistance (MA) 

  Participant has canceled, not shown, or missed three consecutive appointments/scheduled meetings 

and/or they have displayed lack in interest in continuing service (must be approved by MHP) 

  Found to be ineligible/inappropriate for services based on criteria set by the Department of Public 

Welfare (DPW) 

  Other (Must be explained in detail below and approved by MHP) 

 
Explanation of Discharge/Closure: (Explanation of how determination was made above): 
_____________________________________________________________________________________________________________
_____________________________________________________________________________________________________________
_____________________________________________________________________________________________________________ 

 
 

CRIF Self-Directed Care Enhanced Service Program 
Mental Health Association of Southeastern Pennsylvania 

1211 Chestnut St., 11th Floor, Philadelphia, PA 19107 sdc@mhasp.org 

Office: (267) 507-3873 Cell: (215) 680-3174 Fax: (215) 525-9698 

 

  

mailto:sdc@mhasp.org
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Self-Directed Care Enhanced Services 

A project of the Mental Health Association of Southeastern Pennsylvania, The Delaware County Office of Behavioral 

Health, Magellan Health Services, Inc., and The University of Pennsylvania Collaborative On Community Integration. 

 

Summary of Participation and Progress (Progress should support criteria checked above): ____________________________________ 

_____________________________________________________________________________________________________________

_____________________________________________________________________________________________________________

_____________________________________________________________________________________________________________

_____________________________________________________________________________________________________________

_____________________________________________________________________________________________________________

_____________________________________________________________________________________________________________  

 
After Care Plan or Recommended Referral:  ___________________________________________________________________________ 

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________ 

 

Consumer’s Behavior/Attitude Upon Discharge: __________________________________________________________________ 

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________  

SERVICE UTILIZATION 
 

Number of Mental Health Crisis Contacts in Past 3 Months: _________  (CRC, Mobile Emergency Team, etc.) 

Number of Days Inpatient (psychiatric) in Past 3 Months: __________ 

Number of Days in Detox in Past 3 Months: _______ 

Number of Days in Residential Rehab in Past 3 Months: ________  (Inpatient Substance Abuse Treatment) 
 
_________________________________________________________________________________________________________ 

(Participant Signature) (Date) (Recovery Coach Signature) (Date) 
 
__________________________________________________________________________________________________________ 

(CRIF or ECPS Program Manager/MHP) (Date) (Other Support Signature) (Date) 
 
_________________________________________________________________________________________________________ 

(Other Support Signature) (Date) (Other Support Signature) (Date) 

 

Discharge Follow-up: 

Date: ___________________  Person/Agency Contacted: __________________________ Phone:  _______________

Outcome: _____________________________________________________________________________________________________ 

_______________________________________________________________________________________________________________

_______________________________________________________________________________________________________________

_______________________________________________________________________________________________________________

___________________________________________________________________________________________________________ 
 
 
____________________________________________________ 

Recovery Coach Signature Date 

 

CRIF Self-Directed Care Enhanced Service Program 
Mental Health Association of Southeastern Pennsylvania 

1211 Chestnut St., 11th Floor, Philadelphia, PA 19107 sdc@mhasp.org 

Office: (267) 507-3873 Cell: (215) 680-3174 Fax: (215) 525-9698 

mailto:sdc@mhasp.org
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