COLLABORATIVE AGREEMENT
Between
[INSERT NAME] School District
and
[INSERT NAME] Community Mental Health Services

The purpose of this collaborative agreement is to ensure the provision, integration and coordination
of care for the mutual benefit of children and families residing in the District and receiving mental
health services through [INSERT NAME] network of services.

WHEREAS, the School District in effort to integrate and promote mental health in throughout the
district;

WHEREAS, the Community Mental Health Agency [INSERT NAME] has the required expertise
and experience necessary and appropriate to serve children and their families experiencing serious
emotional disturbances, developmental disabilities, serious mental illness, or substance use
disorders, within the scope of this effort;

NOW THEREFORE, the School District and the CMH mutually agree to the following terms of
this contract from [INSERT DATE] to [INSERT DATE].

L School District agrees to do the following:

* Assist in the identification and referral of students who may be displaying behaviors related to
poor mental health.

* Provide early intervention services (school based health center mental health programs and
treatment services) for students with behaviors related to mental health issues before referring to
[INSERT NAME] CMH.

* Refer students of concern to the school based health center mental health specialist or to the
district social worker using the defined referral process.

* Ensure that teaching staff is informed about mental health referral process for both school based
health services and [INSERT NAME] CMH.

e Utilize the CAFAS screening tool to refer students for [INSERT NAME] CMH services.

* Integrate a mental health provider into IEP process/student assistance team as needed.

* Encourage parental involvement in the mental health assessment and treatment process.

II. Community Mental Health Agency agrees to do the following:

* Screen any child for CMH service eligibility via an appointment or walk-in at [INSERT NAME]
CMH’s Access Center [INSERT TELEPHONE NUMBER AND ADDRESS]. If the family is
unable to attend an appointment at the Access Center, a mobile screen may be conducted at the
school or child’s home.

* Conduct a routine screenings within 14 calendar days, with the first service delivered within 14
days of the Access screening.

* Accommodate urgent situations at the Access Center (business hours via a walk-in), or in the
Emergency Room by CMH Mobile Crisis either during or after business hours. Emergent
situations (e.g., active suicidal plan) should be referred to the Emergency Room, not CMH.

*  Accept referrals from school into services when appropriate and consistent with CMH eligibility
criteria, and pending the availability of services when Medicaid is not the payer, utilizing referral
process as agreed upon.



* Assure that eligibility for specialty services and supports shall not be limited on the basis of race,
color, religion, national origin, age, gender, sexual orientation, political affiliation, income level,
insurance status, ability to pay, or disability.

* Maintain the confidentiality of the information received in accordance with the signed release of

information.

* Communicate with designated members of the referred child’s team as authorized through a

signed release

of information.

* Provide education to school staff as requested through [INSERT NAME] CMH Customer

Services.

* Provide educational groups for parents within the school setting as requested through [INSERT
NAME] CMH Customer Services.

* Designate a staff liaison in the Access Center to work with school on student referralg
* Share information regarding changes in CMH policy or procedure that may affectréferral

processes or services with as much advance notice as possible.

* Participate in routine Quality Improvement practices according to establi
Outcomes pertinent to this Collaboration will be communicated with
* The Chief Operating Officer of [INSERT NAME] CMH will me
this agreement on a regular basis (i.e. quarterly) to evaluate effgctiveness
Agreement. Any adjustments identified, agreed upon by both

documented.
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The above-mentiong¢d responsibilities and assurances have been agreed upon for all parties

involved in the Iptegrating Mental Health in Schools project:

[NAME] Date
[INSERT NAME] School District

[INSERT TITLE]

[INSERT NAME], CEO Date

[INSERT NAME] Community Mental Health



