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[bookmark: _Toc133763616]PP 25 - Service Intake & Access Policy
[bookmark: _Toc77515466]POLICY STATEMENT
We are committed to ensuring our participants have a positive experience when engaging with our services. This includes service intake, support planning and service exit processes.  Our intake and exit processes are designed to ensure that participants are fully informed about the services we provide, the cost of services and our entry criteria. We will ensure that:
Participants receiving our services are informed of their rights and responsibilities.
Participants are advised of our policies, including how to provide feedback or make a complaint.
Participants agree to the supports to be provided including any associated costs.
Participants have time to review and consider their options at any stage of service access and delivery.
Participants’ rights under Australian consumer law are upheld.
Consent is obtained to collect and share personal information and the participant understands and agrees to the information they are agreeing to share and with whom.
Participants are fully involved in designing the support plan they will have with us, including selecting their workers.
Participants understand how they can exercise choice and control over the supports they receive from us, including being supported to connect with family, friends, culture and chosen community, as well as their right to intimacy and sexual expression.
Participants are supported to safely transition to another provider when they exit our services, including if temporarily.
[bookmark: _Toc77515467]SCOPE
This policy applies to all employees, contractors, students, and volunteers across all our services and locations.
This policy provides guidance on our:
Intake processes.
Support planning and risk management processes.
Service agreements.
Transition planning processes.
[bookmark: _Toc77515469]PROCEDURES
[bookmark: _Toc77515470]Initial point of contact (usually via phone or email)
[bookmark: _Toc77515471]The delegated staff member is to provide a description of the services we offer, including costs and any entry criteria associated with access. Explain the process of how we safely support participants to transition to our service from another service. This includes identifying and putting in place a plan to address any risks to the participant that may be associated with the transition.
Waitlists
Transpiral Wellbeing will avoid maintaining waitlists for services unless the participant specifically has requested our service and/or there are no other locally available services for the participant that can meet their needs. Waitlists are to be used as a last resort to avoid any delays in participants receiving services. Where possible if Transpiral Wellbeing is not able to commence services with a participant within four weeks of being approached, we will refer the participant to another recommended registered NDIS provider. Transpiral Wellbeing will maintain a list of trusted NDIS providers in the areas we operate. A waitlist of participants will be kept on the Business Registers and will be reviewed on a weekly basis.
First meeting 
This meeting is to be in person, where possible.
Provide the participant a copy of the Participant Welcome Handbook and explain our policies and procedures. Provide an opportunity for the participant to ask questions and have anything clarified.
Provide a copy of the service agreement templates and explain to the participant that they have time to consider their options before signing the agreement.
If the participant wants to proceed with the intake process:
Complete the Participant Information Form to capture information about the person’s medical, health, mobility, communication and support needs and preferences.
[bookmark: _Toc77515472]Service agreement procedure
If the participant wants to proceed to develop a service agreement with us:
Collaborate with the participant, and their representative to develop a service agreement which establishes expectations, explains the supports to be delivered, and specifies any conditions attached to the delivery of supports, including why these conditions are attached – refer Service Agreement template.
If the participant is choosing to receive direct supports and coordination of supports, then a separate service agreement must be made for support coordination.
Support participants to understand their service agreement and conditions of service using the language, mode of communication and terms that the participant is most likely to understand. Ensure an interpreter is arranged if the participant requests it.
Agree on the arrangements for providing supports to be put in place in the event of an emergency or disaster and document this in the service agreement.
Ask the participant to complete and sign the Consent Form.
Forward the participant a copy of the service agreement signed by both parties and keep a copy in the participant’s file. Where this is not practicable, or the participant chooses not to have an agreement, a record is made in the participant’s file of the circumstances under which the participant did not receive a copy of their agreement.
Place a copy of the signed consent form on the participant’s file.
[bookmark: _Toc77515473]Support planning 
It is important to remember that not all participants will want an extensive support plan. The minimum requirements for the development of a support plan with Transpiral Wellbeing are:
Identification of goals, needs and preferences relating to the supports requested by the participant, including worker preferences.
A risk assessment appropriate to the services delivered by us using the Safety Plan template.
Details of any medical or healthcare needs and associated support plans e.g., mealtime management, diabetes management etc. relevant to the services provided by us to the participant.
Details of any emergency or health-related escalation protocols.
A daily or weekly schedule or routine of supports required from us so that we can allocate and roster staff accordingly. 
Person-centred support planning
The support plan is an agreement between the participant and Transpiral Wellbeing which tells us how to provide them with the support they need. A staff member will be allocated as the primary keyworker for the participant. The allocated staff member will collaborate with the participant and their informal network to prepare for the support planning meeting where all parties will discuss the participant’s needs and goals. Ideally, goals should be SMART goals.
A SMART goal is a decision about where you want to be that is:
Specific.
Measurable.
Attainable
Relevant.
Timebound.
The participant may not be able to achieve the goal in that year but there can be strategies implemented to work towards that goal. 
A strategy is a process that helps the participant closer to achieving a goal. An example may be:
Goal: to have two more friends in the next two years.
One strategy: To attend a social club regularly and invite someone to visit home for meals from that group.
Support planning meetings should include the informal network of the participant. Informal networks can include close family members, friends, work colleagues or people they know well in the community. The participant will decide who to involve. If they are unable to choose, their key decision maker may make that decision. Remember that communication with each participant must be provided in the language, mode of communication and terms that the participant is most likely to understand. 
What is person centred?
The person is at the centre of decision making. We do not provide services to participants; we provide services with them. What that means for a support plan is that we make sure we include in the plan details on is important TO the participant and what is important FOR the participant. For example:
Important TO: Things or actions that make the person feel good or special. Examples may be watching spending time with their family, engaging in cultural and religious events, sports car racing, horse riding or cooking etc.
Important FOR: Things the person may not care so much about but are essential for their wellbeing. Examples can include exercise, diet, oral health, or positive behaviour support.
Helen Sanderson Associates has person-centred tools available at http://helensandersonassociates.co.uk/au/ to use when working with people who may have a cognitive impairment. The tools help get to the core of issues troubling a participant or help people develop plans. These tools are free to use. 
Procedure
The allocated staff member will collaborate with participants to develop a support plan based on their preferences, needs and goals using a support planning template. 
Review timeframes will be discussed with the participant at this meeting to determine the required frequency relevant and proportionate to risks, the participant’s functionality, and the participant’s wishes. Note that support plans must be completed at least annually.
Provide the participant with a copy of the support plan and place a copy in the participant’s file. Where a participant chooses not to have a documented support plan, a note must be made in the participant’s file. Staff members must be satisfied that the participant understands and has agreed to the supports being provided in accordance with their expressed preferences and goals.
All staff will ensure that the identified supports are provided based on the least intrusive options, in accordance with contemporary evidence-informed practices that meet participant needs and help achieve desired outcomes. Refer to our ‘Model of Support’ booklet for information and ideas on contemporary and innovative support options.
Collaborate with the participant to identify, analyse, and treat any risks to the participant associated with the provision of their supports using the Safety Plan and document these in the participant’s support plan.
[bookmark: _Toc77515474]Planning for a support planning meeting
Preparatory information may include a summary of the recommendations from assessment reports or other information such as healthcare reports. The summary can be tabled at the support planning meeting. Information about the person’s history as well as the initial information given by the participant on the Participant Information Form is also preparatory information.
When preparatory information is gathered and the participant has been engaged in thinking about strategies to meet their goals, a meeting can be planned with the participant. On the day of the support planning meeting, copies of relevant documents will be made for meeting participants. Wherever possible the participant will host the meeting.
Implementing strategies
The key worker will brief all staff about the strategies that were agreed at the meeting. The manager will ensure rosters and support schedules are adjusted to facilitate implementation. Data will be collected about all strategies being implemented – see documenting progress below.
Managers will monitor strategy implementation and hold discussions with staff as part of supervision sessions about any barriers being experienced. If implementation of the strategies are not successful, alternative strategies will be explored with the participant.
Documenting progress
All staff are to complete accurate and timely progress notes to document the participant’s progress towards meeting their goals. Notes should be clearly linked to the supports provided e.g., activity engaged in and the participant’s reaction, meal provided, update on skill development etc. Participants can be involved in writing the progress notes by identifying any successes or challenges they have experienced in working towards achieving their goals. Participants should also be asked about the type and level of personal information they want documented on their progress notes.
Documenting referrals
All referrals to and from Transpiral Wellbeing must be documented in the participant’s e-file. This may include email correspondence with other NDIS providers, allied health care providers, government authorities and mainstream organisations. Consent must be obtained from the participant prior to contacting another organisation on their behalf. A copy of the consent form and consent via other written mechanisms including email, must be kept in the participant’s e-file.
Transition planning 
Where a participant is exiting our services (including if temporarily):
Inform the participant about the transition planning process.
Check the participant’s Consent Form regarding the releasing/sharing of information with other providers.
Ensure consent is obtained from the participant or their representative prior to the sharing of any information with another service provider.
Collaborate with the participant to facilitate a planned transition - refer Transition Plan template. 
Communicate the transition plan to the participant in the language or mode of communication that they are most likely to understand.
Identify, document, and respond to any risks associated with the transition and identify mitigation strategies.
Record the transition plan and any updates/review outcomes in the participant’s file. 
Temporary transitions e.g., to and from hospital
When a participant is transitioning temporarily to another setting e.g., hospital, staff will:
Support the participants to take their belongings if needed.
Support/remind the participant to take any medications with them if needed.
Seek consent from the participant to inform other NDIS providers of the change as necessary.
Provide information with the participant’s consent as required. This may include support plans, medication information and health care plans.
When a participant is transitioning back into our care from another service setting e.g., hospital, staff are to ensure that any discharge notes and reports e.g. medical reports are placed on the participant’s file (when we have a need to know this information to provide our services). If there are any changes required to the participant’s supports, the support plan and relevant health care plans must be updated immediately, and all staff advised of any changes.
RELATED DOCUMENTS
Participant Information Form.
Support Plan Template.
Safety Plan Template.
Consent Form.
Transition Plan Template.
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