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Community Action Partnership SBC
Catholic Charities

Central City Lutheran

Central City Lutheran Mission

Citi Link

Homeless Management Information System
Housing Authority County of San Bernardino
Family Services of Redlands

Foothill AIDS Project (FAP)

Foothill Family Shelter

Frazee Community Center

Global One Development Center

High Desert Homeless Services

Inland Housing Inland Valley Hope Partners
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Knowledge and Education for Your Success
Life Community Development

Lighthouse Social Service Centers

Mercy House

New Hope Village, Inc.

Rialto PD

Redlands PD

Salvation Army

Sheriff’s HOPE Team (Street Outreach Entity)
Step Up on Second

Time for Change Foundation

United Way 211 (Coordinating Entity)

U.S. Vets

Upland Community Restoration Team




The coordinated system

PATHWAYS HOME™

Housing Coordination Program

The Coordinated Entry System (CES) is a
powerful tool designed to ensure that homeless
persons are matched, as quickly as possible,
with the intervention that will most efficiently
and effectively end their homelessness when
there is availability.

211sb.org



/a9 PATHWAYS HOME™

‘Q Housing Coordination Program

Pathways Home is San Bernardino County’s groundbreaking collaboration
between more than 30 agencies within the Homeless Partnership with the
express purpose of creating sustainable, cost-effective, client centered
pathways out of homelessness and diverting them into community
resources or self-resolve.




Prioritization?

San Bernardino County Focus
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 Chronically Homeless
People

d Unaccompanied Women

d Unsgeltered Children?_

4

P
i i

i

: ¢
i il L

4

W

i

[Tl




Implementation Of the System

Coordinated Entry

CES
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CES Focus

Our focus is to assist in coordinating those who are

literally homeless contlnuousl |nto housmg resources
as avallable




211 Housing Coordinator’s

* Assess Client for intake or diversion

* |dentify, match and refer client to available housing
resource

San Bernardino County

* |dentify mainstream resources for additional service
referrals - @2::;?
et Connected. Get Answers.
* Qutreach- Engage the community
* Providing guidance : Clothing, snacks, shower etc..., on the field 2
* |dentify Gaps with data \."\f»@ e

éj"
* Align Resources ‘.’ N\ [

* Report to ICH / HUD rD

* Provide 3-digit access for public and direct connection for
partners ey PATHWAYS HOME™

"' Housing Coordination Program




Working with Vulnerable Population

We strive to work with the most vulnerable population in the San
Bernardino County. As outreach workers we treat individuals with
dignity and provide information to help them survive the best they

can in their situation. It is vital to recognize the strength and
resilience of each person to survive 100% of their hardship thus far.

Outreach:
- We make a list of people we are verifying and reach out the day before.
- We call them when we are on our way when we have a teammate

- Our goal is to verify their living situation to continue the process and
sign consents (4 documents) to share their information with the
programs we work with.

- Based on availability we can provide: Hygiene Kits, Food Kits, 1D
Vouchers, Bus Passes, Gas Cards, Pet Food and 211 resources



The reality is:

1. We get about 310 referrals a month for follow-up and call back’s
for CES we only have the capacity to do 100 assessments a month
and the availability to do 5-10 referrals a month.

2. Meaning for the remaining 90 household or so we have to divert
from the system.

3. Most programs may be able to help if they find a landlord that
will take them with Deposit and First month rent only

4. What is their goal to increase their income: Employment referrals
- Some programs will only help with 1st month rent and deposit or
the max of 3 month'’s.






Outreach

|ldentify and assess people
facing homeless in the field

Connected with outreach across
the county identify resources
and connections

Homeless Outreach Proactive Enforcement Able tranSpOI’t clients to housing
programs is available

7= 9y PATHWAYS HOME™

._' Housing Coordination Program



SBC CES Housing Search & Stabilization

Housing ldentification and Placement (HIP) Squad
* ldentify and recruit landlord partners

» Develop a pipeline of available units for people facing
homelessness with a priority of service-engaged veterans &
chronically homeless

* Help resolve landlord-tenant issues as they arise with
organizations

"Inland
Housing
plutions

All PSH and RRH Service Partners

inland Temporary Homes « Assist clients with removing barriers and connect with
available rental units

 Secure tenant-based rental and move-in financial assistance

« Assist clients with housing stabilization case management

/= 9 PATHWAYS HOME™

" Housing Coordination Program



VI-SPDAT & VI-F-SPDAT
Vulnerability Index Service Prioritization Decision Tool for
Individuals and Families

. B. Risks
8. In the past six months, how many times have you or anyone in your family...
a) received health care at an emergency department/room? ___ ORefused
b) Taken an ambulance to the hospital? _ O Rrefused
c) Been hospitalized as an inpatient? _ Orefused
d) Used a crisis service, including sexual assault crisis, mental _ O refused

health crisis, family/intimate violence, distress centers and
suicide prewention hotlines?

e) Talked to police because they witnessed a crime, were the wictim O Refused
of a crime, or the alleged perpetrator of a crime or because the
police told them that they must move along?

f) Stayed one or more nights in a holding cell, jail or prison, whether O Refused
thatwas a short-term stay like the drunk tank, a longer stay for a
more seriows offence, or anything in between?

IF THE TOTAL NUMBER OF INTERACTIONS EQUALS & OR MORE, THEN SCORE 1 FOR SCORE:
EMERGENCY SERVICE USE.

9. Have you or anyone in your family been attacked or beatenup OY ON  ORefused
since they've become homeless?

10. Have you or anyone in your family threatened to or tried to Oy ON [ORefused
harm themself or anyone else in the last year?

SCORE:
IF “YES" TO ANY OF THE ABOVE, THEN SCORE 1 FOR RISK OF HARM. _
11. Do you or anyone in your family have any legal stuff going on Oy ON [ORefused
right now that may result in them being locked up, having to
pay fines, or that make it more difficult to rent a place to live?
SCORE:

IF “YES,” THEN SCORE 1 FOR LEGAL ISSUES.



CES Assessment

| _,— 4 PATHWAYS HOME™
ClientTrack™ o Q" Housing Coordination Program

Client Info Release a8 Testd? Tina
g

(unrestricted)

\..:_ Find Client e Tina Test42's Dashboard

' ;oordinated Entry Tina Test42's Information C h
. | eck for a

Test42, Tina Birth Date:  g/10/1973

housing

' Barriers Female Condition: v

assessment

Client Dashboard ! . Employment

Non-Hispanic/Latino Racs Black or African Amerid

f:', Family Members & Financial

[ secssments Tina's Services ReVIGW If

result found.

:{1 Referrals ' . n e e d e d

| Date Eme Organization Assessment Date service

| Case Notes Dat
Completed Last Week (1 Services)

i I."'
~ Paused Workflows /& . Veteran Assessments Case/Care

211 United . " 06/26/2017 1

Mananarmeant

Marisela Manzo (Training) | Help | Sign Out




Matching Process

How A PERSON SCORES ON THE VI-SPDAT WILL GUIDE THE HOUSING COORDINATOR RECOMMENDATIONS
TO MAKE THE APPROPRIATE MATCH AND REFERRAL. IF AN ASSESSMENT:

TIER 1, AN AFFORDABLE HOUSING (AH) REFERRALS WILL BE PROVIDED. “WE ARE NOT REQUIRED TO OFFER
HOUSING INTERVENTION AT THIS TIME”. IF A FAMILY OR A VETERAN SCORES IN THIS TIER , THEY MAY BE
ELIGIBLE FOR RRH PROGRAMS IT MAY BE SHORTER PROGRAMS.

TIER 2 A RAPID RE-HOUSING (RRH) REFERRALS WILL BE PROVIDED. ADDITIONALLY, A REFERRAL TO AH. IF
THEY MEET CHRONICALLY HOMELESS CRITERIA (SEE BELOW), THEY MAY BE ELIGIBLE FOR PSH.

TIER 3 A PERMANENT SUPPORTIVE HOUSING (PSH) REFERRAL WILL BE PROVIDED. ADDITIONALLY, A
REFERRAL TO AH PROGRAM AND ANY POPULATION-SPECIFIC HOUSING RESOURCE THAT APPLY TO THEM.
(MUST HAVE A DIAGNOSABLE CHRONIC DISABILITY)




Chronically Homeless:

Requires an individual or head of household to have a disability and to have been living in a place not meant for human
habitation, in an emergency shelter, or in a safe haven for at least 12 months either continuously or cumulatively over a
period of at least 4 occasions in the last 3 years.

United

Way g

A. First Priority—Homeless Individuals or Families with a Disabling Condition with Long Periods of Episodic Homelessness and
Severe Service Needs Level 1, 2, 3
B. Second Priority—Homeless Individuals and Families with a Disability with Severe Service Needs: Not meeting the LOH Level 4
C. Third Priority—Homeless Individuals or families with a Disability Coming from Places Not Meant for Human Habitation, Safe

Haven, or Emergency Shelter Without Severe Service Needs Level 5

Coordinated Entry

211 Call -> 211 CES Team -> HOPE Team

Community Outreach
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DOs and DON’Ts of VI-SPDAT

When explaining the VI-SPDAT and Sacramento Coordinated Entry System to a Client:

e DO explain BREESEULA Coordinated Entry System as a collaboration of service providers working to
streamline services to help connect homeless individuals to available resources and appropriate
housing.

® DO ask a client to sign the VI-SPDAT consent form prior to conducting the survey.

® DO explain the VI-5PDAT as an assessment that enables our network of service providers to understand
their needs, program eligibility, and assist in matching them to the best resources available.

® DO read all questions as is to the client. The order of the VI-SPDAT cannot change. As a self-reported
tool, the sequence is vitally important. An individual must provide informed consent prior to the VI-
SPDAT being completed.

® DO provide clarification of any questions the client expresses or appears to not understand,

® DON'T complete the VI-SPDAT solely through observation or using known information within your
organization.

& DON'T change client answers because you believe they are being dishonest.

o DON'T mention that people will receive a score after participating in a VI-SPDAT, and DON'T give them
the score.

® DO explain Rapid Rehousing (RRH) or Permanent Supportive Housing (PSH) and how each type of
housing program caters to a client’s needs.

e DO empower and encourage those who score <5 to utilize community resources to exit homelessness
on their own.

® DON'T guarantee housing to a client or give them a timeframe in which they will be housed.

o DON'T tell a client that the most vulnerable are being prioritized for housing. Please remember that
we are using the VI-SPDAT to match people to appropriate housing.

® DON'T ever go back into and Assessment to change answers, the system logs all changes. If you
change answers, your HMIS account will be deactivated!




Select the Case Management” menu group.

.-ﬁ'ﬁC!ientTraCk

{2 Search Menu |

|__| Client Info Release (unrestricted)
Lig Find Client

&J coordinated Entry

) Case Management

i =¥ Client Dashboard
| » * Edit Client

» -1 Family Members
» & Assessments

4 @y Referrals

‘ Housing Program Eligibility and
Availability

W case notes

Client Information

|, Case Management

Welcome Mike Bell (Training)

Clients

-~ Birth Date: 7/25/1985
I U‘{a Smith, David Gender:  mMale
ClientiD: 7043

G David Smith's Dashboard
David Smith's Information

Name:

Settings | Help = Sign Out

Smith, David Birth Date:  7,55/1985 Age: 33
Gender: Disabling Veteran:
Male Condition: No Yes
Ethnicity:  Non-Hispanic/Latino Race:  \white
David's Enroliments
I se . . . st Ac ]
Fva Imernt Cane : Enroll Date Exit Date Organization Last oot
Description Members

No Results Found

David's Services

Date Service Units
No Results Found

Completed

Total Program Name Organization




Referral”.

b Welcome Mike Bell (Training)
iClientTrack Clients

{ P Search Menu )
[} Client Info Release (unrestricted) _
L& Find Client é f-—. Client Referrals

/ -~ Birth Date: 7/25/1985
1 U.d] Smith, David Gender  Male
= ClientiD: 7043

¥ Chent.Dashboard desired record.

» * Edit Client
» -3 Family Members

» & Assessments

& o I 1 record found.
- °< leferrals

g Housing Program Eligibility and
9 g g
Availability

- Case Notes

Status =~ Service a

'?-.'/’ EReferraI Made EHousIng Reservation

|, Client Information

| Case Management

The selected agency can respond to the referral by searching for the client and selecting Referral. They can accept it by clicking on “Incoming

igh Add New  pZ Quick Referrals

Central City Lutheran

&J coordinated Entry Below is a list of all existing referrals for the selected client. To add a new referral for the client, click the Add New button.
Case Management To view or edit a rea?ord di_splaying in the list, _click Edit next to t_he desired record. To g_et directions from the client’s
address to the provider, click the on the provider's name. To print a referral voucher, click Referral Voucher next to the

«» Incoming Referral

Approx
Distance
{in mi.)

221




The agency would than complete the Outcome Information section of the referral form.

= Welcome Mike Bell (Training)
AClientTrack
(2 Search Menu

-
1 U.ﬁ Smith, David Gender:  Male
[__| Client Info Release (unrestricted)

ClientiD: 7043
Lig Find Client
&J Coordinated Entry Q

Case Management Referral

- Client Dashboard
» » Edit Client this service.
» -} Family Members
» E" Assessments

4 t» Referrals

Birth Date: 7/25/1985

Voucher is Authorized:

Settings | Help | Sign Out

é Housing Reservation b E Referral

Voucher and Information Release Referral Outcome

Voucher Information - Please complete the following information if your organization has authorized a voucher for

O

Information Release - If the Client has authorized that his/her information can be released to the selected provider,

e e o] Please indicate this below. Doing so will cause an email to be automatically generated and sent to this provider with

Availability information regarding the referral.

™ case notes

Email Authorized:

Referral Outcome

B

Outcome Information - Enter the Date Acknowledged by the referral recipient, Appointment Date and Time, Result

Date and Result.

Date Acknowledged:
Appointment Date:
Result Date:

Result:

Comments:

4 Client Information

4 Case Management

[-- SELECT —




HMIS Referral Email

HMIS # 40608 Incoming referral

Velasco <clienttrack-1-5@clienttrack.com D Replyall |v
Fri 3/15, 133 PM

intake @keysnonprofit.org; Lesley Velasco; Marisela Manzo ¥

Good Afternoon,

This email is to advise you that Client ID 40608 Chappell G. has been referred to your organization.

Client can be reached at phone number 209-677-1318 or 702-684-9065.

This client would need assistance with Bridge housing, they are currently in a motel paid by Mercy house and we are reaching out to CAPS for motel assistance for ¥ days. Once that
is over this family will become unsheltered.

This case is a little unique please reach out to me if you have any questions.
| am working with Office of Homeless Services to correct head of household in HMIS.

Thank you.




We upload
-HMIS Consent, Homeless Verification, and
consent to collaborate and discuss cases

om -
Mg Coordinated Entry onzales's Information

MName: Birth Date:

ﬁ. Files
Gender:

€5 VISPDAT ‘ il

/&, Referrals Ethnicity: Race:
; Hispanic/Latino

Alex nrollmen Alexis"
;{'F Client Dashboard Client Photo
/‘ Edit Client Information ] . Files @ All Client Files (Including Document Files)
;« 4 Family @ Address History -

.
. Case Notes

Housing Program Eligibility
and Availability

United
Way




Protocol’'s for Referral’s

Policies & Procedures

« Receiving Program makes Non-Enrollment Form
. . T - there is no actual vacancy available; or no actual
conjtact with client within 72 funding is available
business hours

- the individual or family missed two intake
appointments;

) Determmat_lon of e“glblllty - the household presents with more people than
are determined day of referred by the HC and the Receiving Housing

intake Program of Emergency Shelter/ TH and project
: base PSH cannot accommodate the increase;
e |If client misses 2 appt they - Client is determined to be not literally homeless;

: : - Client is over the income limits for San Bernardino
will be redirected to CES County AMI (Area Medium Income); only ESG,
staff. SSVF or TAD providers

- If client needs are determined to be at a higher level of
« PSH has 30 days of care from what the program is able to
identification accommodate;



Way

We Will Need Point of Contact (POC)

v We will need all staff email addresses and

phone numbers you would like us to email
referrals to.

v If you have several projects we will need
contact information for each project if they
are different

v We will provide you our POC - but this joint
email is the easiest way to contact us:

211CES@ieuw.org



mailto:211CES@ieuw.org

So howisitdone..........

Collaboration with Communication is the Key;

Meeting on a regular basis;

All clients are everyone’s client;

Group Accountability.



Case Conferencing

We bring resources to the table outside of the box

Work together to identify all possible resources any
person around the table may know

We go through process of elimination knowing the case
and the resources

* We are able to eliminate resources that they are not
eligible for

We coordinate by delegate roles and responsibilities

We are able to share information to identify
impediments to know how to best approach the case

**We work together!!™*







If a client walks into a provider's office United
requesting services, the following must take
place:
Literally Homeless Client

« Qutreach has to confirm client is literally homeless.
« Consent forms must be signed along with a homeless certificate.

« |f agency is trained to do VI-SPDAT's, a VI-SPDAT must be
completed before referral request.

« Signed documents must be sent to 211ces@ieuw.org along with a
reciprocal referral request.

* Documents can also be uploaded to HMIS.


mailto:211ces@ieuw.org

W Continuum of Care 2.0 o Kk

Rapid Re-housing Design




United
Way :

Questions

“Never doubft that a small group of thoughtful committed citizens can
change the world. Indeed, it is the only thing that ever has.” ~ Helen Keller



	211 San Bernardino County CES
	Slide Number 2
	The coordinated system
	Slide Number 4
	Prioritization?  
	Implementation Of the System
	CES Focus 
	Slide Number 8
	Working with Vulnerable Population
	Slide Number 10
	Outreach Efforts
	Outreach
	SBC CES Housing Search & Stabilization�
	VI-SPDAT & VI-F-SPDAT�Vulnerability Index Service Prioritization Decision Tool for Individuals and Families
	CES Assessment
	Matching Process
	Chronically Homeless:�Requires an individual or head of household to have a disability and to have been living in a place not meant for human habitation, in an emergency shelter, or in a safe haven for at least 12 months either continuously or cumulatively over a period of at least 4 occasions in the last 3 years.��A. First Priority–Homeless Individuals or Families with a Disabling Condition with Long Periods of Episodic Homelessness and Severe Service Needs Level 1, 2, 3�B. Second Priority—Homeless Individuals and Families with a Disability with Severe Service Needs: Not meeting the LOH Level 4�C. Third Priority—Homeless Individuals or families with a Disability Coming from Places Not Meant for Human Habitation, Safe Haven, or Emergency Shelter Without Severe Service Needs Level 5� �
	Slide Number 18
	Slide Number 19
	Slide Number 20
	Slide Number 21
	HMIS Referral Email
	We upload �-HMIS Consent, Homeless Verification, and consent to collaborate and discuss cases
	Protocol’s for Referral’s
	We Will Need Point of Contact (POC)
	So how is it done……….
	Case Conferencing 
	The Challenges 
	If a client walks into a provider's office requesting services, the following must take place: �	Literally Homeless Client�
	Slide Number 30
	Questions 

