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Organization Name:  


Project Title:  

CARE COORDINATION/CARE NAVIGATION

OUTCOME INVESTMENT

A. ORGANIZATIONAL CAPABILITY

1. Experience: 
a. Describe your organization’s experience implementing care coordination, health navigation, mental health engagement, promotoras or community health workers.

b. Describe your organization’s experience working with i) undocumented immigrants, ii) migrant farmworkers; iii) youth transitioning out of foster care; iv) homeless persons.  If your target population for this project is one or more of these vulnerable populations describe your experience working with those populations.  
B. CURRENT REQUEST

1. Problem or Need:  
a. Describe the problem or need this project will address.       
2. Project Description:  Respond to the following questions in order to describe your proposed project. Refer to the REACH Care Coordination/Care Navigation Theory of Change in preparing your response to this section of your proposal.

a. The purpose of the project.       
b. Describe the target population (number, demographics, anticipated needs) you plan to have participate in this project.       
c. Some of the most common care coordination/care navigation services are listed below.  Select the services that will be provided and describe how they will be delivered to clients/consumers through this project.  Include any others that you plan to provide that are not listed.
 FORMCHECKBOX 
  Securing services, referrals and identifying providers       
 FORMCHECKBOX 
  Scheduling and assisting with appointments       
 FORMCHECKBOX 
  Insurance assistance/benefits – Medicaid or insurance marketplace enrollment 
 FORMCHECKBOX 
  Health literacy, promotion and education  
 FORMCHECKBOX 
  Interpretation and translation services  
 FORMCHECKBOX 
  Patient/consumer advocacy  
 FORMCHECKBOX 
  Outreach and assessment with consumers  
 FORMCHECKBOX 
  Provision of or access to health screenings  
 FORMCHECKBOX 
  Follow-up and regular check-ins with consumers  
 FORMCHECKBOX 
  Training and education for agency personnel  
 FORMCHECKBOX 
  Other (please describe below other optional or enhanced services):       
d. Will you collaborate or partner with other organizations to accomplish this project? If so, who and describe the role(s) each will play to carry out the project.       
e. How will you tailor or adjust your project to be culturally responsive and respectful and to promote inclusiveness?       
f. If the proposed project was or is currently in operation, provide a brief assessment of its effectiveness to date.          

C. SUSTAINABILITY:  Describe how you will sustain the proposed project after the grant ends. 

1. How are you diversifying funding and fundraising to sustain these services after the grant ends?       
2. How you will use your target population’s feedback to shape/refine your project and/or services?       
3. Describe how evaluation results of this project will be used internally to refine and improve the services.       
D. EVALUATION:  Describe how you will evaluate this project. 
1. Will you use a contractor or internal staff to evaluate the project? Who will be the evaluator and what experience do they have evaluating projects like the one proposed?       
2. REACH and our partners have developed a Care Coordination/Care Navigation Theory of Change.  Refer to this document to respond appropriately to this section of your proposal. As part of the Theory of Change REACH and our partners identified a set of indicators that are relevant to these projects. Please review the indicators for Early, Intermediate and Long-Term Outcomes and indicate how your project will reliably and consistently collect this information. Each of the indicators below should be addressed in your proposal.  

a. Early Outcomes

What percent of consumers in the project:

1) Had their immediate needs met or experienced symptom reduction of their immediate needs?       
2) Did the care coordinator identify additional needs and develop a plan to address those additional needs with the consumer?       
3) Did the care coordinator make successful referrals on the immediate presenting needs of the consumer (successful referrals are those in which the consumer meets with the provider)?       
4) Did the care coordinator create and maintain a trusting, positive and helpful relationship with the consumer?       
5) Report satisfaction with the care coordination/care navigation services received.       
b. Intermediate Outcomes

What percent of consumers in this project:

1) Had their additional needs met or experienced system reduction of their additional needs?        
2) Did the care coordinator make successful referrals on the additional needs identified by the consumer (successful referrals are those in which the consumer meets with the provider)?       
3) Did the consumer self-refer to the care coordinator on emerging needs?       
4) Did the consumer demonstrate an improvement in their knowledge of their own needs?       
5) Did the consumer demonstrate an improvement in their knowledge of how to access and navigate services?       
6) Did the consumer demonstrate increased confidence in accessing services to meet their needs?       
7) Report satisfaction with the care and services received.       


c. Long-Term Outcomes


What percent of consumers in this project demonstrated:
1) Improvements in their ability to independently navigate the health and social services systems to meet their needs?        
2) Improvements in their self-reported quality of life (REACH has an instrument measuring quality of life that may be used by the project; or, if your organization already has adopted a quality of life measure please describe)?       
3) Improvements in one or more health behaviors, chronic conditions, or other health-related condition(s)?       
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