     
     

Bureau of Domestic Violence,

Sexual Assault & Human Trafficking
823 East Monroe
Springfield, IL  62701
Domestic Violence Program Plan
Fiscal Year ______

Agency Name:       

Program Name:       

Prepared By:       
 Date Program Plan Completed:       
A.  CLIENT AND SERVICE PROJECTION 
DEFINITIONS

1.  Shelter vs. Non-Shelter Clients:

On/Off-Site Shelter Clients:  Enter the number of unduplicated clients who will receive shelter through your program.  If a client will receive both residential and non-residential services during the year, count her/him as a residential client.  If you do not operate a shelter, check the “N/A” (not applicable) box.

Non-Shelter Clients:  Enter the number of unduplicated clients who will receive non-residential services.  If a client will receive both shelter and non-residential services during the year, count her/him as a residential client.

2.  Number of On-Site/Transitional Shelter Beds:  Enter the number of shelter beds and cribs in your facility.  Also enter the maximum length of stay.  Enter the number of second-stage or transitional beds and cribs.   If you do not operate a shelter or have transitional beds, check the “N/A” box.
4.  Projected Service Hours:  Using the service definitions in the contract, enter the number of hours of service you will provide to clients during the upcoming fiscal year.
5.  Projected Shelter Days:

On-Site Days:  For programs operating an on-site shelter, count each residential shelter day to be provided during the upcoming year.  Check the “N/A” box if you do not operate a shelter.  (Do not include days spent in transitional housing.)
Off-Site Days:  Count each off-site day to be provided during the fiscal year.  These are days provided in hotels, motels, safe homes, etc.  (Do not include days spent in transitional housing.)
PROJECTED NUMBERS

1.  Number of Individual Clients to be served (unduplicated client count):
	
	N/A   FORMCHECKBOX 

	Adults

	
	Children
	
	Total

	
	On/Off-Site Shelter Clients:
	       
	
	       
	
	  0 FORMTEXT 

0


	
	Non-Shelter Clients:
	       
	
	       
	
	  0 FORMTEXT 

0


	TOTAL UNDUPLICATED COUNT
	  0 FORMTEXT 

0

	
	  0 FORMTEXT 

0

	
	  0 FORMTEXT 

0



2.  Number of On-Site Shelter Beds:
	Number of Beds:
	      
	
	Number of Cribs:
	      


Maximum Length of Stay:         

Transitional/Second-Stage Units:
	Number of Beds:
	      
	
	Number of Cribs:
	      


3.  Is your shelter location confidential?                   Yes   FORMCHECKBOX 
          No   FORMCHECKBOX 

If yes, what is your mailing address?         

	
	Adults

	
	Children
	
	Total

	Total 4.  Direct Service Hours
	       
	
	       
	
	  0 FORMTEXT 

0



5.  Shelter Days:

	
	N/A   FORMCHECKBOX 

	Adults

	
	Children
	
	Total

	
	On-Site Shelter Days:
	       
	
	       
	
	  0 FORMTEXT 

0


	
	Off-Site Shelter Days:
	       
	
	       
	
	  0 FORMTEXT 

0


	TOTAL UNDUPLICATED COUNT
	  0 FORMTEXT 

0

	
	  0 FORMTEXT 

0

	
	  0 FORMTEXT 

0



6.  Describe what facts/statistics you used to arrive at your projected numbers of clients served, hours of service, and shelter days:
     
7.  Provide a table capturing data from the past 12 months with numbers of clients served, hours of service, and shelter days as broken down above. Explain any significant (+/- 10%) increases or decreases between your actual numbers and your projected numbers:
     
8.  Explain any increases or decreases to the number of available shelter beds:
     
B.  PROGRAM SUMMARY
State and describe the service area, the target population and the need for services in 
your community. 

     
Describe the capacity of your program to meet the needs of your target populations. 

     
Describe your domestic violence victim services program:
     
Describe how your program’s service delivery reflects a trauma-informed approach:

     
C.  SERVICE PLANNING

Service Needs:  Please indicate if the services listed below are provided on-site or are referred outside of your agency:

	Service
	Provided On-Site
	Screening & Referral

	Housing
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Education
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Employment
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Children’s Health
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Women’s Health
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Economic
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Mental Health
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Substance Abuse
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Youth Services
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Life Skills
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Parenting
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Child Care
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Child Welfare
	 FORMCHECKBOX 

	 FORMCHECKBOX 



D.  GOVERNING BODY

1. Describe how your board is involved in the provision of services throughout the year.  

Include type of information shared with the Board and types of decisions which require Board involvement.         
     
2.  Describe how often your board meets, how new board members are recruited, and the board’s relationship to staff/program services.  (Be sure to include information on how often the board reviews program policies and procedures.)
     
3.  Type below or attached a list of your board members’ names and addresses. 
     Please designate your Board Officers; include all members’ contact information and 
     term dates.
.

	Name
	Officer Position
	Contact Information
Email and Telephone number
	Term dates

	     
	     
	    
	     

	     
	     
	    
	     

	     
	     
	    
	     

	     
	     
	    
	     

	     
	     
	    
	     

	     
	     
	    
	     

	     
	     
	    
	     

	     
	     
	    
	     

	     
	     
	    
	     

	     
	     
	    
	     

	     
	     
	    
	     


E.  DOMESTIC VIOLENCE VICTIM SERVICE PROGRAM LOCATION(S)

Complete the following table for each location where you provide services.  Under “Areas Served”, list counties served; or if Cook County, list the Chicago Community Areas served.
	Site Location
	Hours of Operation
	Employee names and titles as included in budget 
	Main Fax Line &

Hot Line (if applicable)
	Services Provided
	Special Features
	Areas Served (counties or Chicago community areas)

	     
	     
	    
	     
	     
	     
	     

	     
	     
	    
	     
	     
	     
	     

	     
	     
	    
	     
	     
	     
	     

	     
	     
	    
	     
	     
	     
	     

	     
	     
	    
	     
	     
	     
	     

	     
	     
	    
	     
	     
	     
	     

	     
	     
	    
	     
	     
	     
	     

	     
	     
	    
	     
	     
	     
	     

	     
	     
	    
	     
	     
	     
	     

	     
	     
	    
	     
	     
	     
	     

	     
	     
	    
	     
	     
	     
	     

	     
	     
	    
	     
	     
	     
	     

	     
	     
	    
	     
	     
	     
	     

	     
	     
	    
	     
	     
	     
	     

	     
	     
	    
	     
	     
	     
	     

	     
	     
	    
	     
	     
	     
	     

	     
	     
	    
	     
	     
	     
	     

	     
	     
	    
	     
	     
	     
	     

	     
	     
	    
	     
	     
	     
	     


(Note—cells will expand as you type in them.  For additional rows--when you tab out of the last cell in the table, change the entry in the message box to “Yes” and click “OK”.)

F.  AGENCY UPDATES
1.  Describe any staffing pattern changes in the last 12 months.

     
2.  Describe any service changes in the last 12 months.

     
G.  PROGRAM ELIGIBILITY REQUIREMENTS

1.  On-Site Shelter Eligibility
Describe: how staff determine that a client needs shelter; the criteria used to make the determination; admittance procedures; the differences in admittance procedures during business vs. non-business hours; how 24-hour on-site supervision of the shelter is provided; and the criteria used to determine how long a client remains in the shelter. Attach any internally created assessment tools you might be using.  Attach shelter rules.
     
2.  Service Planning

A.  Describe how your program helps clients identify their immediate and long-term needs and how it helps them develop individualized service plans to meet those needs.
     
B.  Describe how your program helps clients identify their children’s immediate and long-term needs and how it helps them develop individualized service plans to meet those needs.

     
C.  Describe how your program promotes self-determination and helps clients to 

Empower themselves, and how this shows in your service delivery process and

procedures.

D.  Identify the top four reasons cited for clients residing in shelter who might 
      need a stay longer than 45 days.  Attach program policy on length of stay.
           
E.  Off-Site Shelters:  Describe how you meet the needs of victims needing
      shelter.   Be specific – Attach copy of policy.
           
3.  Documenting Services
A.  Describe your process for documenting services, including continued progress while in the shelter.

     
B.  How does your agency manage InfoNet data entry?  How does your agency utilize the information and reports generated by InfoNet?

     
4.  Subcontracts

Describe any purchase of service agreements/contract with other entities that you pay to provide direct services to clients such as mental health treatment, substance abuse treatment, legal assistance, etc.  List the name of each entity you contract with and the service(s) that they provide.
     
H.  COMMUNITY COLLABORATIONS

The Prevention Program Manual states:  “All Providers shall establish and maintain linkages with community agencies and individuals for the provision of those services which are required by the victim(s) and/or their family members but which are not provided directly by the provider.”
1.  Describe how you maintain relationships in the community.  Include any interagency, community coalition, multidisciplinary, and/or networking groups in which you currently participate.

     
2.  Please provide all information shown below (or attach a separate list, using the same table format) for each entity that you collaborate with in providing trauma centered/ and or other services to your clients.
	Agency Name
	Current Linkage agreement Yes/No
	Contact Name
	Services Provided

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


(Note—cells will expand as you type in them.  For additional rows--when you tab out of the last cell in the table, change the entry in the message box to “Yes” and click “OK”.)

3.  Describe your agency’s efforts in coordinating services for domestic violence clients served by multiple agencies.

     
4.
Please provide all information shown below for each school district that you currently provide outreach/preventative services to.

	School District
	Contact Name
	Phone #
	Services Provided

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


(Note—cells will expand as you type in them.  For additional rows--when you tab out of the last cell in the table, change the entry in the message box to “Yes” and click “OK”.)

5.
Please identify the Partner Abuse Intervention Programs in your area.  Describe current activities with PAIP providers. 

	PAIP
	Contact Name
	Activities
	Frequency of Contact
	Current Agreement?


	     


	     


	     


	     


(Note—cells will expand as you type in them.  For additional rows--when you tab out of the last cell in the table, change the entry in the message box to “Yes” and click “OK”.)

Comments:

I.  POLICIES AND PROCEDURES

Identify the areas of policies and procedures that you currently have established (written and approved by Board of Directors). 

Administration
☐Board of Directors

☐Personnel

☐Volunteers

☐Fiscal responsibilities

☐Data collection & reporting

☐Evaluation

☐Service outcome measures

☐Grant writing

Adult Services

☐Eligibility

☐Initial contact, intake and service assessment

☐Crisis hotline and walk-in services

☐Information & referral

☐Counseling & advocacy

☐Group counseling

☐Transportation

☐Outreach & prevention

☐Shelter

☐Follow-up services

☐Documenting services

☐Confidentiality

☐Mandated reporting of older adults abuse and neglect

☐Denial of service and involuntary termination

☐Survivors at greater risk

☐Working with Partner Abuse Intervention Programs

Child/Teen Services

☐Children’s staff

☐Initial contact and children’s intake

☐Screening & evaluation

☐Children’s service planning

☐Children’s safety planning

☐Children’s counseling and trauma-informed intervention

☐Group services and child care

☐Parenting

☐Mandated reporting of child abuse and neglect

☐Community resources

☐Teen survivors and witnesses

☐Other policies: Please describe _________________________________________________
Describe the process for informing/training staff and volunteers on the policies and procedures indicated above.  

J.  AGENCY STORY OR ANECDOTE

Provide a narrative or anecdote describing the success of one of your clients.  Include how you were able to assist this particular client.  (Please limit this to no more than one page.)

     
8
- 4 -

