
SOCIAL SERVICES PLAN

This example social services plan includes:
· Promotion of residential opportunities that are integrated into the neighborhood/community
· Target Population
· Support Services
· Description of Proposed Services
· How Services Respond to Resident Needs
· Bi-lingual & Cultural Competency & Other Special Needs Accommodations
· Service Location
· List of Referral Resources
· Consumer Choice
· Tenant Selection Plan
· Performance Measures
· Service Fees


I. Promotion of residential opportunities that are integrated into the neighborhood/community
Provide background on developer’s history in providing residential opportunities for low-income marginalized populations, the service provider’s background and capacity and how this project will be integrated into the neighborhood and general community. 
II. Target Population
<Developer> and <Service Provider > will target current unsheltered families for its <development> set aside units. The population will include unsheltered families from emergency shelters, transitional housing sites, safe havens as well as those families who are “doubled up” with family members/friends. According to NJ’s Department of Community Affairs’ Office of Homelessness Prevention, the primary cause of homelessness in the state is that individuals/families are asked to leave their shared residence. These primary and secondary causes of homelessness in the state may be reflective of individual/family issues of low wages related to unaffordable housing costs, complex, dysfunctional and/or abusive family histories/relationships, and limited family support systems. 
III. Required Support Services
Given <Service Provider > history of supporting previously unhoused families, we expect that families living at <development> will require extensive wraparound services to adjust to and sustain them in achieving and maintaining housing stability. Services will be targeted to parents as well as children who, more than likely have histories of trauma related to the experience of homelessness and childhood experiences, physical/emotional abuse from intimate partners and financial impoverishment. <Service Provider > expects that families will require ongoing case management services to provide linkages to financial/employment/benefits resources, supportive/clinical counseling, academic and developmental support for children, kinship programs, in addition to advocacy with local and community-based social and physical/behavioral healthcare resources as well as advocacy with internal leasing staff around residents’ tenancy. 
Moreover, many parents (and children) who have experienced homelessness may present with behavioral health issues, namely, substance use and mental illness. Family members may have received limited treatment or no treatment at all due to their formerly homeless status. Some family members may not be adherent to mental health or substance use treatment. The <Service Provider > service coordinator will assess the family’s individual behavioral health needs and connect family members to local behavioral health resources provided that the individual is accepting of treatment options.  
<Service Provider > also anticipates that formerly unhoused children will be coping with a myriad of social, emotional, academic and developmental issues. Parents and children will need support in managing issues such as below-average academic achievement, bullying, truancy, poor socio-emotional management, trauma/PTSD, mental illness, substance use and physical/intellectual development issues. 
The <Service Provider > service coordinator will receive training on a trauma-informed approach to practice and will apply trauma-informed techniques and skills in their relationship with residents. <Developer> will ensure that all <property management> staff, including leasing and maintenance staff, are trained in trauma-informed care.  
We also anticipate that residents will require assistance with changing their mailing address, procuring furniture and household supplies, and registering their children with the school system and daycare providers. In some cases, families may need help with referrals/connections to the court system and other legal supports. 
IV. Description of Proposed Services
<Service Provider> will hire a services coordinator who will maintain responsibility for providing a breath of comprehensive social services to all special needs families residing at <development . <Service Provider> will seek to employ a bilingual services coordinator with at least one year of experience of social service provision to unhoused families and/or low-income families. If feasible, <Service Provider> will prioritize hiring a licensed-clinical services coordinator who can provide clinical counseling to family members. The services coordinator will receive ongoing supervision from <Service Provider>  Social Service Department Head. 
The service provision provided to our formerly unhoused families will be tailored to their specific needs. The service coordinator will initially focus on engaging with families to build a relationship of support based on trust. We anticipate that families in special units may need some time to establish trust with our service coordinator given the many providers that may have cycled in and out of their lives. 
<Service Provider> will develop a holistic strengths-based resident intake/assessment tool that documents demographic information as well as: 
· information related to the family’s residential history,
· parent(s) employment status/history
· physical/emotional/psychosocial status and needs of parents and children
· strengths and resilience indicators 
· financial security/resources
· current informal and formal support involvement
· trauma/physical violence history of parent(s) and children
· functional status
· foster care involvement, if applicable
· child intellectual/socio-emotional development status/milestones,
· academic level of children in household/academic achievements
· food security  
· status/history of child protective services
· what matters to family/priority needs from the parents’ perspective/self-identified goals 
· cultural practices/preferences
· group activity preferences
The assessment tool will inform the service coordinator and the family of the strengths and issues that should be noted and addressed in the documented care plan. The service coordinator and the family will jointly discuss and decide the follow-up necessary to address identified needs and goals and the person(s) responsible for follow-up action within a defined timeframe. The service coordinator will utilize motivational interview techniques to discover what goals matter most to the resident and their confidence level in achieving their goals. The service coordinator will also maintain responsibility for remaining in contact with the family on a weekly basis to assist with any transition needs and assist the family in becoming acclimated to and integrated within the larger <development> community. 
Participation in the assessment process will be optional and residents will be assured that accepting or declining participation will have no impact on their housing status.
In addition to the initial assessment, <service provider> services coordinator will also be responsible for documenting all contact with residents either by phone, email or home visit. The services coordinator will utilize the  case management system to document all contacts and interventions with and on behalf of residents. 
Regarding assessment of children, <service provider> has extensive experience assessing and providing educational support to children and youth. Provide service provider’s background that is relevant to population being served. <Service Provider> staff utilize the Holistic Student Assessment (HSA) tool, which is a data-driven tool to promote social-emotional development in young people. The tool provides a social-emotional portrait of the unique strengths and challenges of young people. The <service provider> services coordinator will utilize the HSA tool to determine the social-emotional development status of children residing at service coordinator <development>. I
Reassessments with families will occur, at a minimum, on an annual basis or event-based basis such as, for example, when a report is made to DC&P or in the event of any significant change in the resident’s, as well as their children’s, lives. 
At a minimum, monthly follow-up, through in-person contact, will be made with families to ensure that there are no unmet needs and to check on the progress of the family in sustaining housing stability and achieving their expressed goals. Families experiencing ongoing instability or those who are experiencing complex physical, psychosocial, emotional or behavioral issues will be contacted in person, at minimum, on a weekly basis.  
The service coordinator will also be responsible for collaborating with leasing staff to ensure that there are no issues pertaining to missed rent payments or with residents’ maintaining their property in an acceptable manner. Any issues of hoarding, property destruction, non-rental payment, etc. with be discussed with the resident so that interventions can be targeted to proactively avoid the possibility of eviction. <Provider> services coordinator will collaborate with property management staff so that the resolution of these issues involves a team approach. 
Based on its long history of providing affordable housing to families, <developer> is well aware of the healthy tension that can exist between property management staff and social services staff. In most instances, social service staff must adhere to the role of advocate on behalf of residents which may be in conflict with the role of leasing staff. <Developer> supports the respective roles of both leasing and social service staff and encourages each to collaborate with each other to mitigate these tensions. 
Establishing positive relationships with community-based providers is critical to ensuring that resident needs are addressed in a timely, efficient and effective matter. Collaboration and cooperation with other social services and healthcare providers can go a long way in avoiding “turf” issues and in ensuring that staff from different agencies and organizations work well jointly in meeting residents’ needs. The <provider> services coordinator will be responsible for developing these relationships through outreach, participation in community provider webinars, seminars and trainings, in attendance at provider meetings and in participation in relevant community coalitions.
The services coordinator will also maintain responsibility for planning and coordinating activities that bring the families together. These activities will be based on residents’ preferences expressed through a community-wide survey that will be administered by the services coordinator. 
V. How Services Respond to Resident Needs
<Provider>’s ability to effectively assist residents in meeting their needs is directly contingent upon  our service coordinator’s ability to establish a trusting relationship with residents. Many of the <development> residents who will live in special needs units may have long histories of accessing social service, healthcare, child welfare and legal systems, and, as a result, have legitimate trust issues with systems’ providers. Establishing a trusting relationship with residents is dependent upon the service coordinator’s ability to approach the relationship with residents based on authentic engagement, openness, recognition of the strengths the resident brings, and a willingness to understand and value what matters to the resident. 
Intake and orientation to the property will be conducted by the service coordinator to help to ease the family’s transition to <development>. At this point, the service coordinator will begin to establish relationships with parents and their children and will maintain daily contact to proactively address any move-in issues. 
<Provider> case management services will respond to resident needs by synthesizing, through the formal assessment process, the strengths and needs of each individual resident family member and by developing, in concert with residents, a plan to address those needs.
Referrals and follow-up calls made to community agencies will serve to connect residents with needed employment, financial and benefits assistance and childcare subsidies. The <provider>service coordinator’s linkages to community resources will also assist residents with obtaining furniture and household goods, food, clothing and other basic necessities.
Based on <provider> history of providing housing and social services to low-income families, <provider>anticipates that previously unhoused residents will need support with accessing financial resources in order to maintain their housing and achieve stability. <Provider> service coordinator will link residents to financial benefit programs and will assist residents with seeking employment that provides a livable wage. <Provider> also expects that residents may need assistance with securing affordable transportation to their places of employment.
<Provider> recognizes that some families’ unhoused history may have resulted from a history of substance use. <Provider> service coordinator will also assist residents with accessing treatment programs that will address substance use issues. The service coordinator will assist families with referrals to outpatient drug treatment programs, medication assisted programs and/or 12-step recovery programs and will monitor family members’ progress with maintaining sobriety.
VI. Bi-lingual & Cultural Competency & Other Special Needs Accommodations 

<Service Provider> serves clients of all cultural and racial backgrounds: the staff is familiar with providing services to people of many cultural, racial and linguistic backgrounds. <Service Provider> will continue to be responsive to the needs of the community to ensure that culturally competency and linguistically accessible services are offered.  <Service Provider> will refer residents to service providers that have demonstrated an understanding of residents’ cultural backgrounds and communication systems to support their empowerment, autonomy, self-respect and community integration. Supportive services staff is available to communicate with clients who do not speak English as a first language.
The hiring of staff will take into consideration the potential needs, linguistically and cultural, of those referred to the program. The Service Coordinator will be expected to bring the program experience in the delivery of services to individuals with physical disabilities, and will understand and respect the importance of culture in the lives of the program residents and the larger community. This will include not only attention to the “cultural competence” in the staff’s understanding of cultures different from that of the staff person, but also the cultural impact of their experiences being a person with physical disabilities. Staff will be mindful of cultural complexities in their own developing an evolving cultural competence as they work with true respect and responsiveness in each and every encounter with each person served. Knowing and understand the culture of neighborhoods and communities will also be important to developing the cultural competence of staff.

VII. Service Location
The <provider> services coordinator will be based onsite at the <development> property in the Community building.
VIII. List of Referral Resources
The <provider> services coordinator will establish referral relationships with the following community-based agencies and organizations:
· List relevant referral services. If the set-aside units are for people who are formerly homeless, the local continuum of care (CoC) should be listed.

IX. Consumer Choice
Foundational social work values reflect a respect for consumer self-determination. Engagement and contracting with consumers allows them to participate in identifying what goals for their lives most matter to them and to determine how best to achieve their goals. Research has indicated that goals are best achieved when individuals determine them, are motivated, have confidence in achieving them and receive the support that they determine they need. <Provider>  staff are committed to consumer self-efficacy. 
Moreover, <Provider> staff values consumers’ ability to participate in the development of programs and services that are implemented and initiated for them. Resident input and feedback is critical to the success of any programmatic initiatives. <Provider> uses survey tools to gauge resident interest in participating in various activities and seeks feedback from residents to develop programs that mirror resident preferences and interests.
X. Tenant Selection Plan
<Development> is a Tax Credit Property with one-, two- and three-bedroom apartments/townhouses.

To consider <Development> as your home, this is the Selection Criteria you must meet:


· IDENTITY AND AGE VERIFICATION 

All applicants must be at least 18 years of age.  A document verifying the age of each household member will be required. Acceptable age verification documents: Birth certificate, Baptismal Certificate, Valid Passport, Social Security Administration Benefit Letter that includes birth date, Naturalization Certificate.

· HOUSEHOLD COMPOSITION / UNIT ELIGIBILITY MUST FALL INTO THESE CATEGORIES 
OCCUPANCY GUIDELINES
	APARTMENT SIZE
	MINIMUM OCCUPANTS
	MAXIMUM OCCUPANTS

	ONE BEDROOM
	ONE
	TWO

	TWO BEDROOM
	TWO
	FOUR

	THREE BEDROOM
	THREE
	SIX




HOUSEHOLD MEMBERS INCLUDE:  All persons who consider the apartment their primary residence. For example: children under joint custody must reside in the apartment at least 50% of the time or children away in foster care who will be returning to the household, members temporarily in the hospital or nursing home, unborn children, children being adopted or a future spouse or roommate.
· YOUR ANNUAL INCOME MUST fall within the State established -HUD income levels and family size. Total Household income must fall within the Philadelphia-Camden-Wilmington, PA-NJ-DE-MD MSA income levels. The income limits are updated annually and can be found at https://www.nj.gov/dca/hmfa/developers/lihtc/compliance/incomelimits.shtml. The annual income is the full amount, (GROSS), before any payroll deductions for all adults NOT the take home pay or net income. Adults are persons over the age of 18 years.

ANNUAL INCOME is inclusive and not limited to: employment, self-employment, tips, commissions, income from assets, Social Security and other benefits, payments in lieu of earnings, i.e., unemployment, disability compensation, worker’s compensation and severance pay., child support/alimony, gifts, military pay, student financial assistance, etc.
If your annual income is lower than the required minimum income level for the specific number of household members for the specific bedroom size; you will not be eligible for an apartment. Tenants should not pay more than 35% of their monthly income for rent including Utility Allowance. The only time this doesn’t apply is if you can prove that you paid higher rent in the previous 12 months. 
If your annual income exceeds the maximum income requirements for the specific number of Household members and bedroom size, you will not be eligible for an apartment. 


· Violence Against Women Reauthorization Act of 2013 (“VAWA”)
VAWA protects qualified tenants, participants, and applicants, and affiliated individuals, who are victims of domestic violence, dating violence, sexual assault, or stalking from being denied housing, evicted, or terminated based on acts of such violence against them.

· APPLICATION DECISION
If An Application is Declined:  Applicants will be notified in writing of any application denial and given fourteen (14) days to respond in writing to request a meeting to discuss the rejection. Within 5 days after the scheduled meeting, written results regarding the appeal decision will be mailed to the applicant. All application fees are non-refundable.  
If An Application is Cancelled:  If for any reason you withdraw your application or notify us that you have changed your mind about renting an apartment, all application fees are non-refundable.
Failure to Execute the Lease:  In the event that you fail to sign the Lease Agreement after application approval, all said fees and deposits are non-refundable.


· SPECIAL NEEDS SET ASIDE UNITS

<Development> has (X) units set aside for applicants with Special Needs. These reserved units will be occupied by applicants referred to us by contracted supportive housing agencies located in X County.  Specific to the special needs set aside units; exceptions may be considered related to the credit screening criteria
  

· SECTION 8 PREFERENCE

Applicants with confirmed Section 8 certificates or vouchers shall have occupancy preferences, provided that they meet all of the other requirements of the Tenant Selection Plan.


· REASONABLE ACOMMODATIONS

1. A reasonable accommodation is a structural change made to an existing unit occupied by a person with a disability (and disability is typical defined as an individual with a physical or mental impairment that substantially limits one or more major life activity) in order to afford such a person, the full enjoyment of the premises.
2. A reasonable modification is a change, exception, or adjustment to a rule, policy or practice used in running a community.




XI. Performance Measures
<Service provider> will use several methods to measure social service performance and the effectiveness of service provision. Anonymous resident satisfaction surveys will be administered to residents on a bi-annual basis to ascertain whether residents are satisfied with the quality of social service provision and the timeliness of response to social service needs. Feedback will also be solicited online, when possible, and through paper surveys, about resident satisfaction with community program initiatives and activities for both the children and adults living in the community.
The services coordinator will also use data collected through the social services assessment form and survey forms to measure progress with residents achieving their identified goal(s). Assessment domains pertaining to job attainment, job retention, academic achievement, quality of life, life satisfaction etc. will be measured and data will be analyzed to evaluate how to work with residents to improve outcomes. 
The service coordinator will also employ the PDSA (Plan, Do, Study, Act) method in measuring the success of social service interventions. The service coordinator will collaborate with the family in planning the behavior/situational change that the family identifies (PLAN) and will support the family as they work to implement the change; for example, seek employment, engage tutoring services, etc. (DO). The service coordinator will jointly evaluate whether the family’s efforts were successful (STUDY) and if unsuccessful, jointly decide on a difference course of action for success (ACT). 
XII. Service Fees 
There will be no fees for services to any resident. Third party reimbursement, such as Medicaid, is not restricted.





 



