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Criteria For This Program

» Ilyou can answer YES lo2 al [hese queslions 1he individual qualilies lor Ihe CTI team
services:
» Does lhe individuaihave a hislory ol chronic homelessness {1 year on the sireels, ina
sheller. or i places nol meaont for human habitation) and has a housing date for
moving in?

v

Is ihe individual Iransilioning oul of incarceration, inpalienl lrealment, or a sheller
inlo slable housing?

» Was Ihe individuol housed wilhin The pasl 90 days?
AND

» Does Ihe individual have a menlal health diagnosis Ihal meels Ihe SPMI crilelia?
OR

» Does Ihe individual have a history of Substance Abuse or Currenl use?




What [s Critical Time Intervention (CT1)2

Community Based

Time Limited - 3 phases/ 9 months

Empirically supported (proven to reduce recurrent homelessness)
Case Management model

Designed to help vulnerable people through a critical transition in
their lives

Strengthens long term support networks and community integration

Highly focused - aiming primarily to help clients avoid
homelessness.
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What Makes Our Program Different?

» Unique collaboration belween Liberly Resource and MC Collaboralive
» Offer peer supports in addilion to case management services

» Work wilh an individual for 9 months in 3 Phases -
» Phase 1 - Transilion
» Phase 2 —Try-out
» Phase 3 - Transfer of Care
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» We offer limited Crisis housing that won'l jeopardize housing vouchers

Role of CTl Specialist

v

Provide hands on care management of services per ihe program guidelines and the
clienl's phase plon

Provide person centered services

Utilize Housing First, Molivational Interviewing and Trauma Informed Care appreaches
Meet clients in ihe community

Make formal and informal referrals based on client need

vy vy vyvyy

Identify communily supports and slrengthen formal and nalural community supporls
and facilitate reaiment team meelings

v

Creale alternalive palhways to care for Ihose who can'i access services through
fraditional struclures




What is the Role of Peer Specialiste

> Peersupporl Specidlists are people who have bean successiul in Ihe recovery
process who help olhers sxpsriencing smilar silualions.

> Thiougl e ur reipe ' imenl, pesr
supporl Ko s e the recavery
process od it ) =0 @

> ses can sffeclively exlend the (each of realment beyond
ir w5 inlo Ihe everyday snvironment of Ihose seeking o successful

s process.
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Some of the Things this CTI Tear

Helped Clients with ...

Examples of services:

»
»
»

yvv

Obiain Medicaid » Link lo supports in the surround ng area
Apply and/or maintain TA/SIHAP benefils Igrocery slore, barks, elc)

Link frefer to formai supporls (MH. SUD. Eadesimenlivjeuegsiing

HHCM, Medicalj > Assisl wilh individual paying ren)

Link/refer to informal supporls » Advocale wilh housing providers
Link/reler lo Peer Services » Work in collaberation wilh currenl supporls
Help advocale far housing » Assisled wilh courl and legal issues

Contact Information

Send releral: lo

OMH: Cheri Reed- Wall MSL

Email: = - AR Sb &
Phone: 585 753 2879
MC Collaboratlve: Christine McKiniey. S MHC

Emait - < EE e R T A R, S )
Phone: 585802 3561

Liberly Resources: Brell A Henry
Email: oy T i

Phone: 3856909572




Thank you!
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MONROE COUNTY, NY m
Now

Accepting
New

. Referrals!

! ' 33 .

nership |

Eligibility Criteria

e Individual is transitioning out of incarceration, inpatient treatment, or a
shelter into stable housing.

e Individual has a history of substance abuse or current use.

» Individual has a severe and persistent mental illness.

Send Referrals to: SAMHSAReferralsemonroecounty.gov

Help clients establish goals to maintain housing
C_:'_;ir':‘ceal Assist with: Employment, psychiatric treatment,
Intervention benefits/money, natural supports, medical care and legal

issues

Peer support for substance use and/or mental health
Peer

Engagement Recovery oriented

Help clients attend meeting (AA, NA, etc.)

And morel!l




Critical Time Intervention (CTI)
Referral

CCSI Homeless Partnership

Please Email Referrals to: SAMHSARelerrals@monroecounty.gov
Contact Info Name of Person Completing this Form
Agency Name Date
Client First Name Client Last Name Date of Birth
Client SSN/CIN
Address/Location where Client is staying Phone Number
Referral Source Signature Date
Client Signature Date

Any Additional Important Information/Notes:
Click or 1ap here 1o enter text.




MC COLLABORATIVE Andy Carey

l PO Box 18030 585.802,3816
Rochester, NY 14618 Acarey@mccollaborative.org
Chris McKinley

585.802.3561

COLLABORATIVE cmckinley@mccollaborative. org

Authorization for Release of Medical, Dental, and/or Behavioral Health Information
(Please print clearly and ensure that all numbered boxes on this form are completed.)

1.  Name: DOB:
Address:

Phone Number:
2.  Select all of the following types of Authorizations that apply: Psychiatric and alcohol/drug

treatment records are not included in this authorization unless you complete the following section giving specific permission
to do so.

o Medical/ surgical/ dental information

o Psychiatric Information

Alcohol/ Drug Abuse information {the form “prohibition on Redisclosure of Information Concerning Alcoholism/Drug Abuse
Patient’ (TRS-1) from NYS, OASAS, will be stapled to this information)

3. This authorization allows MC Collaborative to:
Release copies of your record to (or discuss your information with) the Provider/Person/ Facility below.

Name of Provider/Person/Facility:

Address:

Phone: Fax:
AND/OR

o Obtain copies of your records to (or discuss your information with) the Provider/Person/ Facility below.

Name of Provider/Person/Facility:

Address:

Phone Fax:

4. Purpose and Need for Release:
o Treatment o Legal Insurance Coverage o Personal

Other:

5.  This information May be Released by:

Copy Court > Electronic s Fax Verbal
Testimony Means Means

o Other: o i _



LIBERTY

RESOURCES
Aufhorization For Release Of Health Information Pursuant to HIPAA

Name; Date of birth:

SSN:

Address:

I, or my authorized representative, request that [.waltk inforraation regarding my care and treatment be
released as set forth on this form: In accordance with New York State Law and the Privacy Rule of the
Health Insurance Portahility and Accountability Act of 1996 {HIPAA), | understand that:
1. This authorization may include disclosure of information relating to MENTAL HEALTH TREATMENT
(except psychotherapy notes), ALCOHOL AND DRUG USE and CONFIDENTIAL HIV RELATED
INFORMATION only if | place my initials on the appropriste line in Item 9. In the event the health
information described below includes any of these types of information, and | initial the line on the hox
inltem 9, | specifically authorize to release thic information to the person(s) or entities indicated in Item
8 beiow
It I am authorizing the release of HiV-related, alcohol/di ug treatment or mental health treatment
infarmation, the recipient is prohibited from redisclosing such infarmation without my authorization
unless permitted to do so under federal or state law. [ understand that | have the right to request a list
of people who may receive or use my HiV-related information without authorization.
It | experience discrimination because of the release or disclosure of such information, | may
contact the New York State Division of Human Rights.
3. I'have the right to revoke this authorization at any time, except ta the extent that action has already
been taken based on this authorization.
4. lunderstand that signing this authorization s voluntary. Ny treatment, payment, enraliment in a health
plan, or eligibility for benefits will not he conditianed upan my authaorization of this disclasure.
5 Information disclosed under this authorizarion night bie disclosed by the recipient (except as noted
above in Item 2. and this redisclosure may na longer be protected by federal or state law.
o THIS AUTHORIZES YOU TO SEND AND RECEIVE MY PRIVATE HEALTH INFORMATION WITH THE
INDIVIDUALS OR ENTITIES BELOW.
7. Names of individuals or entities to release this informatian:

P
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8. Name of individuals or entities who will receive, exchange and/or use this information:

9. Specific information to be used or disclosed;
ENTIRE HEALTH RECORD including histories, office notes (except psychatherapy notes), test results,
referrals, consuits, billing records, insurance records and records sent to you by other health care
providers.
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INSET

Intensive and Sustained
Engagement Team

Purpose

Population

9/18/2024

« INSET is a voluntary, peer-led,
multidisciplinary, mobile engagement
approach to support individuals that have
not historically engaged with the mental
heatth system for various reasons and/or
who are atrisk of placement in involuntary
approaches.

= INSET programs aim to bridge gaps by
providing more intensive supports and
facilitating connections to community,
treatment, natural, and other supports
without rigid timeframes on success
outcomes.

* INSET teams are designed to support
individuals identified as high risk or
with complex mental health needs.

* This can include those receiving or
eligible for court-ordered Assisted
Outpatient Treatment services.

* Those who are identified as “high-
risk/complex needs” individuals of at
least 18 years of age. settings.

+ Outreach to and engage
individuals have struggle with
traditional services but identified as
at-risk.




The INSET modelis:
*Voluntary

¢ Trauma-informed

* Responsive

* Inclusive
Principles * Equitable

* Intensive
 Sustained

* Flexible

* Person-centered

9/18/2024

¢ Participants must be 18 years old or
older

* Live in Monroe County
» Struggle with traditional forms of

Ellglblllty treatment
» Have recurrent mental health and/or
substance use disorder

To submit a referral:
* Email inset@recoveryoptionsny.org

» Contact INSET Outreach Coordinator,
Beth Bloom, at 585-695-3182

Referrals




Central Library of Rochester & Monroe County

Restoring Hope and Changing Lives

cess Commission (JPC) presents:
Reducing Barriers from Criminal Records
Wednesday, October 16, 2024
11Tam-5pm

Central Library of Rochester and Monroe County
Kate Gleason Auditorium
115 South Ave, Rochester, NY 14604

Are you burdened by a criminal record?

Wondering how to clear your path towards a brighter future?

Expungement or Sealing of your Criminal Record can open
new doors to second chances in life!

Understand your eligibility with a one-on-one consultation.
Receive valuable resources and guidance to clear your record
and embark on a fresh start.

Registration is strongly encouraged so that JPC can help you obtain
your official criminal record in advance of the workshop.

To register, scan the QR code or @i

e Bl g <

visit www.rocjpc.org or call 585-325-7727 S

Walk-ins are welcome, but bring your & ”J'
Government ID and if possible, your Rap Sheet. el
Sponsored by

pisrvisted ey

| ‘ N\ center for Central Library
LAWN Y = = COMMUNITY of Rochester &
Z/|\s" ALTERNATIVES Monroe County

ALGAL ASSISTARCL OF WESILAN NEVY YORK. it

Maniog County Library System

All workshops are free and open to the public.

This library is accessible to peaple with disabilities.To request specific s
accommodations, call 585-428-8304 ten days prior to the program. ROCCItlebI'a ry.org
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INSET Referral Form

Please send all referrals to: inset@recoveryoplionsny.org or EAX: 716-532-5618

Any Questions Please Call INSET Outreach Coordinator, Beth Bloom: 585-695-3182

Please complete referral form to the best of your ability

Participant Information

Name: DOB:
Preferred Name: Preferred Language:
Pronouns: Phone Number:
Address: County:

Email:

Preferred Method of Contact:

Anticipated Goals

Why are you making this referral/Additional Information

Referral Source Information

Agency Name: Staff Name:

Email; Phone Number:

Address: Best way to contact:




INSET

Intensive and Sustained
Engagement Teams

For more information or to submit
a referral please contact
INSET Outreach Coordinator:
Beth Bloom

Email:
Inset@recoveryoptionsny.org

Phone: 585-695-3182
Fax: 716-532-5618
Website:
https://recoveryoptionsny.org/

Scan OR Code for a referral!




