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Section I - Summary Program Description:

[bookmark: _Hlk52780967]The New Jersey Department of Children and Families (DCF), Office of Early Childhood Services (OECS), administers the Connecting NJ contract. 

Connecting NJ is a collaborative initiative between NJDCF, and NJ Department of Health with the goal of providing pregnant women and parents with early linkages to evidence-based and universal home visitation and other early childhood hub programs and referrals. It is a county-based client/family screening, assessment, referral and tracking hub that provides one single point of entry for access, assessment and referral to needed services utilizing an established decision tree. Standardized screening is used for women and families via the CNJ Link System, PRA (Perinatal Risk Assessment) and/or Community Health Screen. The hub is integrated into the statewide infrastructure to support at-risk families, to improve pregnancy outcomes and prevent child abuse and neglect in NJ.

CNJ Specialists are the first point of contact, providing triage and linkages to core programs and/or community based services. The Early Childhood Specialists support child welfare case practice, strengthens systems integration and service linkages at the local level. The Case Manager provides short term intensive case management to high needs clients who decline to participate in a hub program. The Community Alignment Specialist (CAS), integrated in CNJ, serves as a key role for the Family Connects NJ Universal Home Visting program, focusing on aligning people, processes, and supporting technologies to drive better outcomes for newborns/infants, children and families.

[bookmark: _Hlk112838205]Section II - Required Performance and Staffing Deliverables	

[bookmark: _Hlk151375729]NOTE: After reviewing the required deliverables listed below, contractors must sign the statement at the bottom of this Section II to signify acceptance of all of them.  

A. [bookmark: _Hlk112340695]Subject Matter - The below describes the needs the contractor must address in this program, the goals it must meet, and its prevention focus. 

1)	The need for this program as indicated by data regarding the health and human services issues and parent and community perceptions is: Based on the 2020 NJ Needs Assessment all 21 counties in NJ are designated at-risk given that all counties contain geographic areas at the sub county (municipality level) or pockets that demonstrate indicators of risk. 

2)		The goals to be met by this program are:
Increase coverage of the target population through early identification and recruitment of families at-risk for child maltreatment.  

Assist women and their families to access the most appropriate services in an efficient manner by serving as a single point of entry. 

Screen all referred families for needed services and provide linkages to resources and services. Track the number of women identified for necessary services; the number of women needing services and receiving a community resource referral; the number of MOUs with other social service agencies in the community and the number of completed referrals. 

Support child welfare case practice and strengthen systems integration and service linkages at the local level. Work with families involved with CP&P to ensure positive service linkages that improve outcomes for vulnerable families of infants and young children. 

Participate in the Family Care Plan case conferencing hosted by local CP&P offices within their service area. Partner in case conferencing while integrating early childhood and child welfare services, as well as promote the use of the Protective Factors Framework, to improve access and utilization of child maltreatment prevention and family support services. Build relationships with the CP&P staff to assist with connecting with families from case conferencing. Present to the CP&P offices and staff about the services that can be provided to the families. Assist families with completing the Family Care Plan. 

Assist families with connections to supportive early childhood services and developmental health and developmental screening.

Provide short term intensive case management to high needs clients who decline to participate in a hub program. Assist families struggling with homelessness, domestic violence, substance abuse disorder, mental health conditions, chronic health conditions, and/or  multiple economic stressors.  Collaborate with clients in creating a individualized care plan, based on the clients goals. Coordinate and provide support through the care plan that is safe, timely, effective, efficient, and client-centered over the course of 3-6 month. 

Once needs are addressed, transition the client to an available hub partner program such as a home visiting program or another hub partner program, at the clients discretion.

Support the integration of the Family Connects NJ (FCNJ) Universal Home Visiting program within the broader CNJ system by aligning community-based providers, strengthening referral pathways, and enhancing cross-sector collaboration. This is achieved through the development and maintenance of a comprehensive provider directory and active partnerships with stakeholders through a robust Community Advisory Board. Ensure FCNJ nurses can support families through active participation during Case Conferences and through a well-coordinated network of services available through the provider directory. Support outreach planning and strategies to improve awareness, accessibility, and utilization primarily of FCNJ (and CNJ services when applicable).

3)  	The prevention focus of this program is: 
Prevention of Maternal and Infant mortality, Developmental Disability, Domestic Violence, Emotional Abuse/Neglect, Homelessness, Isolation, Medical Condition, Physical Abuse, Sexual Abuse, Systemic Racism, and Substance Use. 

B. Target Population - The below describes the characteristics and demographics the contractors must ensure the program serves.  

1) [bookmark: _Hlk155606491]Age: 
0-5 and their pregnant and/or adult caregiver

2) Grade: 
N/A

3) Gender: 
All

4) Marital Status: 
Married; Divorced; Separated; Widowed; Civil Partnership; Single

5) Parenting Status: 
Expectant – At any point in the pregnancy or postpartum: first time live birth; first time parent; teen pregnancy; substance use; low income; unstable housing; social isolation; depression; domestic violence; and other indicators that place the infant/child at risk of abuse and neglect. 

Biological; Adoptive, Informal Kinship Caregiver, Grandparent, Resource Parent: Kin, Resource Parent: Non-Kin.

6) [bookmark: _Hlk167275181]Will the program also serve the children of the primary service recipient? 
Yes, the age of children eligible to be served is 0-5 years old but the hub will assist children and adults through the life span, as needed
 
7) DCF CP&P Status: 
N/A

8) Descriptors of the primary service recipient: 
Expectant, Parents, Caregivers and children (0-5)

9) Descriptors of the Family Members / Care Givers / Custodians of the primary service recipients also required to be served: 
Expectant, caregivers (mothers, fathers, grandparents, kinship, foster parents, legal guardians), and children from birth to five years of age.

10) Other populations/descriptors targeted and served by this program:
The CNJ Hub staff engages community stakeholders, service providers to ensure system alignment, resource accessibility, and coordinated service delivery.

11) Does the program have income eligibility requirements? 
This program does not have any income eligibility requirements. 

C. Activities - The below describes the activities this program initiative requires of contractors, inclusive of how the target population will be identified and served, the direct services and service modalities that will be provided to the target population, and the professional development and training that will be required of, and provided to, those delivering the services. 
The hub is part of a statewide effort to standardize procedures for family screening, assessment, intake and referrals. The system works to increase coverage of the target population through early identification and recruitment of family at-risk for child maltreatment.  

1)	The level of service increments for this program initiative: 

CNJ Specialists:
Through service delivery, the CNJ Specialist screen all referred families for needed services and provide linkages to resources and services. Level of service fluctuates due to the fluctuating volume to the hubs. 

Early Childhood Specialists:
The ECS will work with at least 20 families per month through DCP&P, Family Care Plan, Developmental Screening referrals. They will attend all Family Care Plan Meetings with DCP&P. They will do one presentation quarterly to a DCP&P office/staff per agency.  They will complete at least five developmental screens per month.

Case Managers:
Case Managers maintain a caseload of 15 clients, including those struggling with homelessness, domestic violence, substance abuse disorder, mental health conditions, chronic health conditions, and/or  multiple economic stressors.  They collaborate with each client in creating a individualized care plan, based on the clients goals. They will coordinate, support and provide care through the care plan that is safe, timely, effective, efficient, and client-centered over the course of 3-6 months. Care is provided through linkage to relevant community service referrals, advocacy, education and weekly telephonic contact. They will work with the client to make sure their needs and goals are being achieved. Once the clients needs have been addressed, they transition the client to an available hub partner program such as home visiting program or another hub partner program, at the clients discretion. 

The Community Alignment Specialist:
Maintain and update quarterly or as needed, a Provider Directory of community resources, in Salesforce Health Cloud accessible for FCNJ nurse providers.

Convene the Community Advisory Board (CAB) with cross sector partners and persons with lived experience quarterly. 

Host or cohost 8 Community Education Sessions per Fiscal Year, inclusive of 4 Parent Café’s.

Host or cohost an annual FCNJ Large Community Event for the community with education topics and community resources on a larger scale. The event is geared to create community awareness around Family Connects NJ and support FCNJ enrollment of expectant families and families with a newborn. 

Participate in weekly Case Conferences to support the nurse providers with updates on community resources. Identify resource support needed for cases presented by nurses with high need/concern. 

Provide 25 monthly Outreach Activities in the community to build awareness of FCNJ for health providers, community-based agencies and families to build partnerships, address resource gaps, and further support the needs of FCNJ families.   Activities are inclusive of: Community Meetings, Provider Meetings, CAB, Community events, Community education sessions, Parent Cafes, Drop In Visits, Advocacy with agencies regarding identified barriers, Phone Calls, emails, mailings, etc. 

2)	The frequency of these increments to be tracked: 
Daily, weekly, monthly, quarterly, annually, and at any given time.

3)		Estimated Unduplicated Service Recipients:
Refer to Section II C.1

4)  		Estimated Unduplicated Families:
Refer to Section II C.1 

5) 	 	Is there a required referral process?
Yes

6)	The referral process for enabling the target population to obtain the services of this program initiative: 
Clients access services via the designated CNJ phone line or CNJ website and/or self referral form. Providers with direct access to the CNJ Link system make referrals by completing the Perinatal Risk Assessment (PRA) or the initial referral form / Community Health Screen. Providers who do not have direct access to the system may submit the referral form via fax, email, or website or contacting Connecting NJ telephonically. Since all contacts are telephonic, there are no physical limitations to preclude delivery of services.

Families are offered to be referred to CNJ by their CP&P case worker via an Initial Contact Form. Families must give consent prior to referral. The Initial Contact Form is then faxed/scanned/emailed to CNJ. 

The Early Childhood Specialist is responsible for entering the Initial Contact Form into CNJ Links and outreaching the family within 48 hours of referrals to their hub. The Early Childhood Specialist is responsible for completing the Community Health Screen and assigning it to the appropriate service. 

Early Childhood Specialists receive referrals from Brookes ASQ Family Access online portal when a family completes an ASQ-3 or ASQ SE-2 developmental screen.  The ECS follow up and connect the family to resources and programs based on the developmental screening results.  

A majority of clients are assigned to the Case Manager by the CNJ Specialist or CNJ Hub Supervisors. Clients must give consent prior to assignment. The CNJ Specialist  completes a warm handoff when possible, by scheduling the initial phone call between the Case Manager and the client. The client is assigned to the Case Manager via CNJ Links. 

The Case Manager will  create and document a care plan in collaboraton with each client and document all outreach and care into the CNJ Links under the Case Manager hub.

The Community Alignment Specialist supports awareness of the Family Connects NJ services and pathways for families to sign up for their FCNJ Nurse home visit through the FCNJ website. 

7)	The rejection and termination parameters required for this program initiative:
N/A

8)	The direct services and activities required for this program initiative:

Refer to Section II C1 and CNJ Guidelines https://www.nj.gov/dcf/documents/contract/forms/Connecting-NJ-Guidelines.pdf

9)	The service modalities required for this program initiative are: 
FCI Model Requirements as per CAS role.

a) Evidence Based Practice (EBP) modalities: 
N/A

b) DCF Program Service Names: 
Connecting NJ: Connecting NJ Specialist, Early Childhood Specialist, Case Manager and Community Alignment Specialist

c) Other/Non-evidence-based practice service modalities:
Contractors will adhere to the conceptual, practice, and administrative standards as set forth in the Standards for Prevention Programs developed by the New Jersey Task Force on Child Abuse and Neglect and have knowledge of the Protective Factors Framework.  

10)	The type of treatment sessions [OR prevention services] required for this program initiative are: 
The Early Childhood Specialists will create a Family Care Plan in collaboration with the family and document outreach and care in CNJ Links under the Early Childhood Specialist hub. 

The Case Manager will create and document a care plan in collaboraton with each client and document all outreach and care in CNJ Links under the Case Manager hub.  

The Community Alignment Specialist is required to provide and maintain an accessible curated provider directory for the FCNJ nurse team to support families needs during a home visit. The CAS provides guidance and support of resources based on needs presented by the nurse during weekly case conference. 

11)	The frequency of the treatment sessions [OR prevention services] required for this program initiative are:  
Early Childhood Specialists will outreach a family when a referral is forwarded by a health provider to create a Family Care Plan. ECS will work with the family until the Family Care Plan is completed. 

Case managers will outreach families at least once per week based on their care plan. Contact frequency can be determined and revised on a case-by-case basis determined on the request of the client, family needs and risk levels.

Additional outreach for the client is based on risk factors noted on the care plan.

· Level 1: At least one more time monthly
· Level 2: At least one more time bi-weekly
· Level 3: At least one more time per week 

12) Contractors are required to communicate with Parent/Family/Youth Advisory Councils, or to incorporate the participation of the communities the contractors serve in some other manner: 
Yes. CNJ staff shall participate and facilitate local advisory board and hub partner meetings quarterly for each county.  The Community Alignment Specialist plays a central role in developing, maintaining, and strengthening these partnerships through ongoing engagement, coordination, and facilitation of Community Advisory Boards to ensure alignment across systems and responsiveness to community needs.

13) The professional development through training, supervision, technical assistance meetings, continuing education, professional board participation, and site visits, required for this program initiative are:
In an effort to provide effective oversight, optimize enrollment and retention of eligible families in target communities’ contractors are monitored and assessed by the DCF DFCP Program Leads on an on-going basis. 

CNJ contractors (covering All CNJ Hub Roles – CNJ, ECS, CM’s and CAS) are expected to participate in:

Professional Development and Training
· Attend Quarterly Partnership for Families Meetings. This is required for all CNJ Hub Staff.
· Attend Quarterly HV/CNJ CQI Meetings.
· Attend DCF sponsored training and activities.
· Attend professional development/training, networking, and other related meetings and activities

FCI required training for Community Alignment Specialist: 
· FCI model overview, Introduction to the CAS Role, Community Advisory Board facilitation, and case conferencing, etc;  
· Salesforce training to get access to SalesForce data system to maintain the provider directory as required. 
· CNJ links data system training for outreach tracking and reporting. Additional optional training opportunities may be offered by FCI throughout the year to support ongoing professional development.
· DCF’s FCNJ onboarding training, ongoing professional development and technical assistance provided by DCF, through CAS Communities of Practice (CoP’s), office hours, and quarterly grantee meetings.

Site Visits, Monitoring, and Technical Assistance
· Participate in at least annual DCF DFCP evaluative site visits, including but not limited to pre-site and onsite visit activities such as narrative responses as well as data, documentation, and verification requests.
· Participate in as needed DCF DFCP technical assistance sessions and general monitoring check-in sessions.  
· Participate in as applicable DCF DFCP Enhanced Monitoring and/or Program Improvement Plan (PIP) activities, meetings, reporting, and related trainings and activities. 

All of the above may also be attended or conducted in collaboration with DCF Business Office staff, Program Leads or interested funding parties for partnered monitoring and observational purposes. 

In addition, CAS are to participate in Family Connects International (FCI) model developer Site Visits, FCI Technical Assistance calls, and FCNJ Nurse Provider Site Visits annually as scheduled by the FCNJ Program Director. CAS shall complete all required core training by FCI model developers, FCNJ onboarding and any additional training as identified by DCF Program leads to support their role. CAS are to participate in FCNJ annual grantee meeting as scheduled.

14) The court testimony activities, which may address an individual’s compliance with treatment plan(s); attendance at program(s), participation in counseling sessions, required for this program initiative are: 
N/A


15) [bookmark: _Hlk155607123]The student educational program planning required to serve youth in this program: 
N/A

D. Resources - The below describes the resources required of contractors to ensure the service delivery area, management, and assessment of this program.  

[bookmark: _Hlk155608576]1)	The program initiative’s service site is required to be located in: 
The program initiative’s service site is not required to be physically located in the same geographic area the program is required to service. However, when the contractor offers in-person services to families, community-based agencies and health providers (ex. parent activities/groups, outreach, education sessions, etc.) it is required that the service delivery site is located within the geographic service area.

2)	The geographic area the program initiative is required to serve is:  
CNJ Hub staff are located in the  		   office and will primarily serve clients in the following counties: 														. CNJ services are provided telephonically. The program is open to county residents.

[bookmark: _Hlk136438454]3)	The program initiative’s required service delivery setting is: 
CNJ  services are primarily provided telephonically through the CNJ Hub agency. However, when the contractor offers in-person services to families, community-based agencies and health providers (ex. parent activities/groups, outreach, education sessions, etc.) it is required that the service delivery site is located within the geographic service area.

4)	The hours, days of week, and months of year this program initiative is required to operate: 
Connecting NJ services are provided 12 months of the year during normal business hours  		 Monday through Friday, with exceptions made for clients and events requiring after-hours and weekends.

[bookmark: _Hlk155608743]5) 	Additional procedures for on call staff to meet the needs of those served twenty-four (24) hours a day, seven (7) days a week? 
No

6) 	Additional flexible hours, inclusive of non-traditional and weekend hours, to meet the needs of those served? 
Exceptions made for clients and events requiring staff after-hours and weekends.

[bookmark: _Hlk155607217]7) 	The language services (if other than English) this program initiative is required to provide:  
All CNJ contractors are expected to provide access to services and referrals to families regardless of their ability to speak a specific language.  Contractors must identify internal and external resources to serve families, including those that are hearing or visually impaired. 

8)	The transportation this program initiative is required to provide: 
N/A

9)	The staffing requirements for this program initiative, including the number of any required FTEs, ratio of worker to youth, shift requirements, supervision requirements, education, content knowledge, credentials, and certifications:
See the following staffing requirements table for additional details on each required position.  
Refer to CNJ Guidelines for detailed job descriptions. (accompanying document)

	Positions
	Responsibilities
	Education / Credentials / Certifications


	Connecting NJ Program Manager/Coordinator/Supervisor

	Accountable for administrative duties and overall functioning of the local CNJ program to ensure successful implementation.

	BA, BS, or MS Degree in Social Work, Counseling, Psychology, Nursing, or related field

Two years of program management and supervisory experience (if fulfilling manager/coordinator role)

	Connecting NJ Specialist

	Implement a county-wide system of reciprocal referrals, following the life course model, to coordinate perinatal health care and other early childhood services and supports.

	Minimum requirement shall be a high school degree, with two years of experience in MCH or a health-related field preferred.  An associate’s degree, BA, or BS degree in Psychology, Counseling, Nursing, or a related field is preferred, with experience in MCH or a health-related field preferred.

	Early Childhood Specialist

	Address all child welfare referrals, Family Care Plans and those needing infant mental health and developmental health support.
	Minimum requirement shall be a bachelor’s degree; master’s degree preferred in Psychology, Social Work, Mental Health Counseling, Early Childhood Education


	Case Manager

	Provide short term intensive case management to high needs clients who decline to participate in a hub program.
	Minimum requirement shall be a bachelor’s degree; master’s degree preferred in Psychology, Social Work, Mental Health Counseling, Early Childhood Education 


	Community Alignment Specialist

	Builds and maintains strategic partnerships across health and social service sectors to support nurses in connecting postpartum families with resources. Manage a provider directory, support nurse care coordination, Lead or co-Lead the Community Advisory Board, and serve a key role in outreach and marketing for Family Connects NJ.
	Master’s preferred (public health, social work, or related field) or bachelor’s with equivalent experience; 5 years in human services required. Must have strong communication, marketing, and tech skills, bilingual a plus.





10)	The legislation and regulations relevant to this specific program, including any licensing regulations:
The Early childhood Specialist role has regulated activities under the Child Abuse Prevention and Treatment Act (CAPTA), which states they must develop a Family Care Plan for infants exposed to substances in utero. This will be accomplished during the Early Childhood Conference, hosted by the local CP&P office. The Early Childhood Specialist will play a role in helping to identify risk and protective factors, as well as brainstorm possible community resources that would support the family. The ECS will assist families with completing the Family Care Plan as needed.

The Commnity Alignment Specialist role is tied within the regulations of NJ’s Universal Home Visiting Program. N.J.S.A. 26:2H-158 et seq.

11)	The availability for electronic, telephone, or in-person conferencing this program initiative requires:
CNJ Hub services are primarily provided telephonically through the CNJ Hub agency.

12) 	The required partnerships/collaborations with stakeholders that will contribute to the success of this initiative:
Contractors are expected to be active partners with their program hub partner programs, community advisory boards and community programs, attend monthly/quarterly meetings, and comply with the business agreements set forth, to ensure easy linkages for eligible pregnant women, parents and families.  

13)	The data collection systems this program initiative requires: 
CNJ hubs use CNJ Links to track client level data and maximize the utilization of resources for women and families.  In order to identify their needs, CNJ promotes universal screening of pregnant women via the PRA at their prenatal care provider or through the Community Health Screen through community providers or the hub.  Evaluation of CNJ is based on the systematic and ongoing collection of data from screens collected. The hub works with local providers, home visitation programs and other hub partner programs to evaluate effectiveness of the project and identify strategies to address barriers of care. 

Early Childhood Specialists and Case Managers use their specific hubs for data tracking in CNJ Links. Brookes Online ASQ Family Access portal is the database used for the developmental screening work for the Early Childhood Specialists.

The Community Alignment Specialist will maintain records related to provider directory updates, partnership engagement, outreach activities, and Community Advisory Board participation. CAS will utilize the CNJ links data system for community outreach and engagement tracking. They will utilize the Salesforce system for Provider directory maintenance and other systems as determined, as the program evolves. 

14)	The assessment and evaluation tools this program initiative requires:
Perinatal Risk Assessment (PRA)

Community Health Screen (CHS) 

Continuous Quality Improvement (CQI) is an essential aspect of service delivery and specific hub staff determined by the hub is required to participate in the HV/CNJ CQI Quarterly meetings and work. The purpose of continuous quality improvement is to ensure that DCF funded contractors are effective in reaching and supporting families and helping families to achieve these core program objectives. Through this process, contractors identify areas for performance improvement to reach optimal levels of program functioning.  

E. Outcomes - The below describes the evaluations, outcomes, information technology, data collection, and reporting required of contractors for this program. 

1)		The evaluations required for this program initiative:
CNJ Hubs contractors must participate in the statewide evaluation and research studies being conducted by Johns Hopkins University (JHU) and any other approved research projects in response to funding requirements. CNJ Hub contractors must inform the DCF DFCP Program Leads of their participation in any additional research/evaluation studies.

2)	The outcomes required of this program initiative (which may include short term, midterm, and long-term outcomes):

Connecting NJ Outcome Goals and Objectives:
Goal 1: CNJ will screen and provide pregnant women, parents, and caregivers early linkages to core programs such as evidence-based home visitation services, Healthy Women Healthy Families services (Community Health Workers/Postpartum Doulas/Breastfeeding Support), or other programs and referrals based on the family’s needs.  

Objective 1 
· Maintain a comprehensive home visiting system that targets 100% of prenatal and maternal child health providers (FQHCs, OBGYNs, pediatricians, etc.) within the target county (every year or ongoing).  
Outcome 
· The comprehensive home visiting referral system and database are fully developed and maintained. 

Objective 2 
· 75% of primary prenatal providers within a target county will regularly utilize the Perinatal Risk Assessment (PRA) for their patients (every year or ongoing). 
Outcome 
· Percentage of primary prenatal providers within the target county utilizing the Perinatal Risk Assessment (PRA).

Objective 3 
· 75% of prenatal and maternal child health providers will actively participate in the home visiting system through outreach and referrals (ongoing). 
Outcome 
· Percentage of prenatal and maternal child health providers actively participating in the home visiting system. 

Objective 4 
· In collaboration with Family Health Initiatives (FHI) through the CNJ Links Database system, distribute data reports to participating providers, indicating the total number of 1) screens processed, 2) women and families referred to appropriate services, 3) women enrolled in services, and 4) other measures as identified by local partners (quarterly). 
Outcomes
· Data collection, reporting, and distribution for participating providers' awareness on patient referrals, engagement, and outcomes (quarterly). 
· Encourage collaboration across the CNJ network, including providers, Hubs, and state departments (ongoing). 

Objective 5
· Collaborate with other state departments, such as but not limited to the NJ Department of Health (DOH), NJ Department of Children and Families (DCF), NJ Department of Human Services (DHS), and the NJ Department of Labor (DOL) (ongoing).
Outcome 
· Increased awareness of state resources that are available to families. 

Goal 2: CNJ will improve county-level perinatal health outcomes. 

Objective 1 
· Collaborate with FHI to promote universal screening amongst prenatal providers in the Hub’s target county (ongoing).
Outcomes 
· PRA will be utilized by 100% of hospitals and FQHCs in the target county. 
· PRA utilization by private prenatal providers in the target will increase by 5% annually. 

Objective 2 
· Collaborate with Healthy Women, Healthy Families program partners for referrals within the target county (ongoing). 
Outcome 
· Families will be linked to long-term maternal-child health services, such as community health workers and postpartum doulas.

In addition:
· 100% of referrals will be screened for needed services
· 80% of families referred and contacted will receive community referral and resource information based on their specific needs.
· Develop formal and/or informal relationships with community service providers. 

Early Childhood Specialist:
 Work with at least 20 families per month through DCP&P, Family Care Plan, Developmental Screening referrals
· Screen caregiver and families for necessary services
· Review/complete initial contact form and complete the Community Health Screen
· Honor family voice in identifying supportive services that address caregivers needs.
· Educate parents about services that strengthen the parent-child relationship as well as support the child’s social and emotional development. 

· Attend all Family Care Plan Meetings with DCP&P
· Serve as the child voice and advocate for their needs in addition to the family’s needs
· Inquire about the child’s development and attachment figures.
· Make recommendations and support linkages to early childhood services
· Enhance collaboration between DCP&P and community providers

· Do 1 presentation quarterly to a DCP&P office/staff per agency
· Establish/maintain formal relationships with DCP&P staff and other key partners

· Complete at least 5 developmental screens per month
· Promote developmental health for all families referred to the Early Childhood Specialist
· Build caregiver understanding regarding child’s development, behavior and learning.
· Educate caregivers about normal growth and development and encourage families to complete the Ages and Stages Questionnaires.
· Offer to provide parents with age-appropriate activities that support the growth and development of their children. Connect caregivers to the Family Access Portal. 
· Children with delays receive follow up and/or further evaluation according to the ASQ guidelines.  Refer and assist families as needed with accessing recommended services. 
· For additional guidance refer to Connecting NJ Developmental Screening: Operating Policy and Procedures in the Connecting NJ Guidelines.

Outcomes: The ECS work supports child welfare case practice to strengthen systems integration and service linkages at the local level. They work with families involved with CP&P or needs a Family Care Plan to ensure positive service linkages that improve outcomes for vulnerable families of infants and young children. They connect families to developmental resources, screening, and supportive early childhood services to assist with ongoing devevelopmental needs which improves long term outcomes by enabling early detection and intervention.

Case Manager:

· Support the Connecting NJ hubs by providing short term intensive case management to high needs clients who decline to participate in a hub program (home visiting program / HWHF). 
· They will maintain a caseload of 15 clients. 
· They will collaborate with each client in creating a individualized care plan, based on the clients goals over the course of 3-6 month
· They work with the client to make sure their needs and goals are being achieved. 
· Once the clients needs are addressed, they transitions the client to an available hub partner program such as home visiting program or another hub partner program, at the clients discretion.

Outcomes: The Case Manager work supports families to improve health, social and economic stability by fostering self-sufficiency and coordinating care. Rather than short-term fixes it ensures lasting independence with care that is effective and client center. Those in case management are connected to resources and programs they need that improves outcomes for vulnerable families of infants and young children. 
Community Alignment Specialist:
Contributes to system-level outcomes by strengthening coordinated access to services, improving provider engagement, and increasing community awareness primarily of FCNJ and CNJ program as applicable.
Outcomes: 
· Increase awareness of FCNJ services among families, community-based agencies and health providers, primarily and CNJ services as applicable. 
· Establishment and sustainability of Quarterly Community Advisory Boards 
· Active and engaged community partners and family leaders on the Community Advisory Board Assess and increase participation in Community Advisory Board meetings to address membership gaps identified by the CAB and/or FCNJ needs. 
· Maintain an accurate and comprehensive provider directory 
· Nurses and families are supported through active CAS engagement in weekly Case Conferences and through resource information shared to meet the needs of families. 
· Strengthen cross-sector collaboration and referral efficiency. 

3)	Required use of databases: 
Refer to Section II D13

4)	Reporting requirements: 
Quarterly Reports are required to be sent to DCF for all roles (Connecting NJ, Early Childhood Specialist, Case Managers and Community Alignment Specialist) using the following standard reporting periods: (The following is the program year for collecting the data required.  It may not reflect the contract/fiscal year). 

· Quarter 1: July 1st to September 30th 
· Quarter 2: October 1st to December 31st. 
· Quarter 3: January 1st to March 31st 
· Quarter 4: April 1st to June 30th

Quarterly Progress Reports are due no later than 15 days after the report end date.  In addition, for the Early Childhood Specialists the HMG Fidelity Assessment will be submitted quarterly and annually.  

CAB membership rosters are required to be submitted annually. CAB meeting agendas and minutes are required to be sent with the Quarterly Reports.

CAS are to contribute to the semi-annual reporting required by FCI model developers, noted as the FRAME (FCI quality metrics report). The FRAME is completed by FCNJ nurse providers in partnership with the CAS and CAS Supervisor. 

Contractors shall complete and submit quarterly expenditure reports (ROE) 15 calendar days after the end of each fiscal quarter to their identified DCF Business Office and DFCP Program Lead. Contractors are expected to complete all other financial reporting in accordance with DCF Policy.


F:   Signature Statement of Acceptance: 

By my signature below, I hereby certify that I have read, understand, accept, and will comply with all the terms and conditions of providing services described above as Required Performance and Staffing Deliverables and any referenced documents.  I understand that the failure to abide by the terms of this statement is a basis for DCF’s termination of my contract to provide these services.  I have the necessary authority to execute this agreement between my organization and DCF.		

Enter the name of the [region, county, municipality] the contractor will serve:
								 

Name: 						
Signature: 					 
Title: 						
Date: 				
[bookmark: _Hlk62632694]Organization: 						
Federal ID No.: 				
Charitable Registration No.: 				

Unique Entity ID #: 				

Contact Person: 					

Title: 							

Phone: 					

Email: 							

Mailing Address: 									
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