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Chapter One:  

Introduction  

This training manual will assist providers in implementing the kinship navigator pilot 

program in their area. The manual’s contents were developed from observations, 

interviews, and discussions with project staff, focus groups, and surveys with kinship 

caregivers in the state of Washington. This training manual describes implementation 

steps offering a solid framework for developing a kinship navigator program. The 

appendix includes tools needed for service delivery, such as a fidelity tool, needs 

assessment (in English and Spanish), a satisfaction survey (in English and Spanish), 

and a consent form. This training manual was developed based on the current Kinship 

Program run by the Aging and Long-Term Support Administration (ALTSA) in 

Washington State. Some items including information management systems may vary 

from state to state. 

1.1 Why we are Here: Our Kinship Caregivers  

 

Over two million children currently reside with non-parental relatives within the United 

States.2 These are most often grandparents but also aunts, uncles, siblings, and 

unrelated kin sometimes referred to as “suitable others” —who serve as short- or 

long-term primary caregivers for children whose parents are unable to care for them.3 

Kinship care can take several forms including informal and formal kinship care. 

Informal kinship care is the most common form and occurs without any involvement 

from an outside entity.4 By contrast, formal kinship care takes place under the 

supervision of the local child welfare authority in each state.  

   “I trust Terry [Kinship Navigator] because she worked with me for the most time and… I feel like she’s a 
friend, she has still called me sometimes to ask me how I feel, and she helped me with my problems that I 
had with the mother of the children. Yes, she does a good job” 

- Kinship Navigator Program participant 

 
2 U.S. Census. (2018). 2009-2018 Current Population Survey Annual Social and Economic Supplement (CPS ASEC). Retrieved from www.census.gov. 

3 4Annie E. Casey Foundation. (2018). Children in kinship care in Washington. Retrieved from 
https://datacenter.kidscount.org/data/tables/10454-children- in-kinship-
care#detailed/2/49/false/1687,1652,1564,1491,1443,1218,1049,995/any/20158,20159 

4 Wallace, G.W. (2016). A family right to care: Charting the legal obstacles. Grand Families. The Contemporary Journal of Research, Practice and Policy, 

3(1). 

 

 

            

http://www.census.gov/
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Informal kinship living arrangements may take many forms such as when the birth family and 

kinship caregivers establish a verbal agreement or establish a more formal arrangement 

through the courts (sometimes with the involvement of a governmental entity). Whereas formal 

kinship placements involve the child welfare system and may result in guardianship, adoption, 

reunification, extended foster care or a youth aging out.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

“… this is exactly why the kinship program is so important. We 

bounce ideas off of each other … a lot of these questions we 

wouldn’t have answered, and we’d just be stuck swimming and 

trying to find out things on our own” 

- Kinship Navigator Pilot Project participant 
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Chapter Two:  

Kinship Navigator Program Overview 

 

 

2.1 Kinship Caregiver Needs 

 

Statewide Survey Results 

 

The results from a statewide survey conducted in 2019-2020 provided context on 

the kinship caregiver experience in Washington State. 

The survey asked kinship caregivers to select their top three sources of support as 

well as their top three challenges and unmet needs. The most common sources of 

support selected by kinship caregivers were their spouse or partner, relatives, and 

public social services (35%). When asked to describe the top three challenges they 

faced, the most frequent challenges selected include finances, the child’s 

emotional needs and the child’s behavior. The most frequently selected of these 

unmet needs included financial support, recreational and social activities for the 

child, and respite care.  

 

Areas of frequent need 

Focus groups were conducted with kinship caregivers, kinship navigators, and agency 

stakeholders between October 2018 and February 2019. The findings revealed five main 

areas of frequent need. These needs included:  

1. Legal assistance: referrals to legal clinics, assistance printing forms, social support 

during court appearances, and descriptions of the various legal options for custody 

and the legal processes associated with each of these options 

2. Financial assistance: access to urgent funds, applying for Temporary Assistance for 

Needy Families (TANF) or child-only TANF grants, and other kinship caregiver funds 

3. Emotional and relational supports: access to support groups and other types of peer-

to-peer connections 

4. Education and training for caregivers: parenting classes, webinars, and conferences 

5. Respite: breaks from caregiving, access to community resources to make family outings 
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affordable and realistic (i.e., aquarium passes, etc.), and offering childcare during parenting 

classes and support groups 

 

2.2 Essential Components/Program Principles and Philosophy 

Researchers analyzed focus groups and interviews with caregivers, navigators, and 

stakeholders and distilled eight essential components to maintain and enhance the existing 

kinship navigator program.  These essential components of the kinship navigator program 

included:  

1.  Program advertising     5.  Urgent funds 

2.  Information assistance/referral (I&A/I&R) 6.  Peer to peer support 

3.  Needs assessment     7.  Caregiver education 

4.  Case management services    8.  Program oversight 
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1.Program advertising 

 

Program advertising is used by kinship navigator programs to inform and establish 

connections with formal and informal kinship families.  

Kinship navigator programs use multiple outreach strategies including: 

• Distribution of brochures,  

• Websites for each service area,   

• Community presentations 

2. Information assistance /referral (I & A/ I &R) 

 

Kinship navigators have knowledge of cross-sector community supports and services 

for kinship families. This knowledge allows the navigator to provide the kinship 

caregiver with information and assistance that are available to meet to the caregiver’s 

needs. Navigators provide the information and assistance/referrals in various formats 

to the kinship caregivers. The navigators will follow-up on referrals provided as needed.  

 

3. Needs assessment 

 

Once a family is connected with the navigator program, an “evidence-informed” needs 

assessment tool is used to collect culturally responsive and inclusive family demographic 

information (for caregivers and each individual kinship child in their care) and to assess 

caregiver needs related to raising kinship children. 

 

4. Case management services 

 

For kinship families that are experiencing more complex needs, kinship navigators offer 

case management.  

 

This includes: 

• Coordination of access to services,  

• Assessing family needs,  

• Creating goals,  

•  Follow-up three months from intake.  

o  Follow-up includes meeting with families to assess attainment of goals 

outlined in the needs assessment and to uncover any additional needs.  
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o At the three month follow-up, if the caregiver has completed their goals and 

the navigator and caregiver agree the caregiver no longer requires case 

management, the caregiver’s case may be closed.  

o If the caregiver needs additional support, the case remains open for an 

additional three months (a total of six months), at which point the navigator 

and caregiver follow-up again to assess progress towards goals and 

complete another needs assessment. 

 

5.Urgent funds 

 

Kinship caregivers may have an urgent financial need.  

• For caregivers who are not involved in the child welfare system the state funded 

Kinship Caregivers Support Program (KCSP), is available in every county and 

provides financial assistance of up to $1,500 a year per family.  

o The funding supports the needs of the kinship child not addressed by other 

state and federal programs.  

▪ Note the actual per family allocations differ by county. This resource 

may not be available in some counties for unrelated kin. Additionally, 

families above 200% of the poverty guidelines cannot access urgent 

funds. Amounts are based on estimated numbers of families served to 

ensure some counties do not run out of urgent needs funds too early in 

the fiscal year. 

• Relative Support Service Funds are available to kinship families in the formal 

system.  

o These funds are accessed through the DCYF caseworker.  

• Other funds for formal and informal kinship caregivers may exist in local 

communities, and kinship navigators may access these resources as well. 

 

 6.Peer to peer support 

 

In addition to resources, kinship navigators develop or engage with groups who bring 

kinship families together in the community. This peer-to-peer support may include 

events or activities or group meetings such as support groups that occur face-to-face, 

through a webinar, and/or use social media (Google groups, Facebook groups, etc.). 



   
 

9 
 

 

7. Caregiver education 

 

Training topics developed for caregivers to date include:  

• Curious about minor guardianship? In coordination with the King County 

Administrative Office of the Courts and the statewide kinship care legal aid 

coordinator, (King County Bar Association)  

• Kinship 101 is offered by the Child Welfare Training Alliance. It targets formal kinship 

caregivers primarily, but any kin caregivers may participate.  

• A trauma informed training. Available trainings may include National Training and 

Development Curriculum (NTDC) training, trauma informed training through the 

DCYF/Child Welfare Training Alliance partnership, and trauma training from annual 

kinship caregiver/navigator trainings sponsored by ALTSA.   

• Training is also offered on minor guardianship for frontline workers at DCYF, DSHS 

and kinship navigators.  

 8. Program oversight 

Program oversight includes the Kinship Care Oversight Committee (KCOC) which meets 

monthly and serves as the statewide advisory council to ensure the fidelity of the 

kinship navigator program, monitor the satisfaction of caregivers, and assess the 

continued effectiveness of the program. Another component of program oversight is 

training kinship navigators, see section 4.1 for more details.     

 

2.3 Online/Print Resources for Kinship Caregivers  

Online educational tools were developed for caregivers and Navigators to access at any 

time. Publications and other resources listed on the following table:  

 

Title Description and links 

Beyond the Walls: A Guide to 
Services for Families Affected by 
Incarceration!  

(DSHS 22-1288x) Provides information to families 
and social service staff on DSHS services and other 
agencies services to help meet the needs of 
families dealing with incarceration. English, 
Spanish. (PDF)  

https://www.dshs.wa.gov/sites/default/files/publications/documents/22-1288.pdf
https://www.dshs.wa.gov/sites/default/files/publications/documents/22-1288SP.pdf
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Consent to Health Care for the Child 

in Your Care: A Kinship Caregiver’s 

Guide  

(DSHS 22-1119x) This brochure explains a law 

passed by the 2005 WA State Legislature which 

spells out a relative’s rights and responsibilities. 

English, Cambodian, English, Russian, Somali, Spa

nish, Vietnamese. (PDF) 

Grandparents and Relatives Do you 

know about the services and supports 

for you and the children in your care? 

(DSHS 22-1120x (Rev. 7-19) This 11-page pamphlet 

provides a comprehensive list of various resources, 

benefits, and support services available to relatives 

raising children. English, Cambodian, Chinese, 

Korean, Laotian, Russian, Somali, Spanish, 

Vietnamese. (PDF) 

A Guide to Child Support Services 

for Relative Caregivers 

(DSHS 22-1143) describes what services the DSHS 

Division of Child Support (DCS) can provide if you 

are taking care of a relative’s child. English (PDF) 

Relatives as Parents: A Resource 

Guide for Relatives Raising Children 

in Washington State 

(DSHS 22-996x) This 75 page booklet is an 

extensive resource guide for relative caregivers. 

English (PDF) 

Kinship Care: Relative and Suitable 

Other Placement 

(DSHS 22-1765) Outlines resources, supports and 

tasks related to new child welfare placement.  

English (PDF) 

Understanding the Dependency 

Court Process for Caregivers  

(DSHS 22-1741) Describes the dependency petition, 

the legal parties involved, the voice of the child, 

caseworker’s role, support to resolve concerns, and a 

timeline for court process.  

English ,Bosnian , Russian , & Spanish (PDF) 

Kinship Navigators Can Help! (DSHS 22-1862) Helps caregivers find and connect 

with the kinship navigator in their area English 

(PDF)             

Grandparents, Relatives, and others: 

Kinship Care 

(DSHS 22-1867) Describes what services are 

available for kinship families and how to locate a 

navigator in your area. English (PDF) 

Kinship Families Health Resources (DSHS 22-1863) Describes what services are 

available for kinship families for finding. English 

(PDF) 

Mental and Behavioral Health 

Resources 

(DSHS 22-1864) Describes what services are 

available for kinship families for finding counseling 

other mental health services. English (PDF) 

Meeting Basic Needs (DSHS 22-1865) Describes what services are 

available for kinship families for finding cash 

supports including Child-Only Temporary 

Assistance for Needy Families and kinship 

Caregiver Support Program (KCSP). English (PDF) 

Kinship Families Education 

Resources 

(DSHS 22-1866) Education resources including 

childcare, and K-12 support. English (PDF) 

Kinship Rack Cards (DSHS 22-1868) An overview of services for 

kinship caregivers. How to locate a navigator in 

your area. English (PDF) 

Options for Grandparents and Other 

Nonparental Caregivers Legal Guide 

An overview of legal options in the state. English & 

Spanish  (PDF) 

https://www.dshs.wa.gov/sites/default/files/publications/documents/22-1119.pdf
https://www.dshs.wa.gov/sites/default/files/publications/documents/22-1119CA.pdf
https://www.dshs.wa.gov/sites/default/files/publications/documents/22-1119.pdf
https://www.dshs.wa.gov/sites/default/files/publications/documents/22-1119RU.pdf
https://www.dshs.wa.gov/sites/default/files/publications/documents/22-1119SM.pdf
https://www.dshs.wa.gov/sites/default/files/publications/documents/22-1119SP.pdf
https://www.dshs.wa.gov/sites/default/files/publications/documents/22-1119SP.pdf
https://www.dshs.wa.gov/sites/default/files/publications/documents/22-1119VI.pdf
https://www.dshs.wa.gov/sites/default/files/publications/documents/22-1120.pdf
https://www.dshs.wa.gov/sites/default/files/publications/documents/22-1120CA.pdf
https://www.dshs.wa.gov/sites/default/files/publications/documents/22-1120CH.pdf
https://www.dshs.wa.gov/sites/default/files/publications/documents/22-1120KO.pdf
https://www.dshs.wa.gov/sites/default/files/publications/documents/22-1120LA.pdf
https://www.dshs.wa.gov/sites/default/files/publications/documents/22-1120RU.pdf
https://www.dshs.wa.gov/sites/default/files/publications/documents/22-1120SM.pdf
https://www.dshs.wa.gov/sites/default/files/publications/documents/22-1120SP.pdf
https://www.dshs.wa.gov/sites/default/files/publications/documents/22-1120VI.pdf
https://www.dshs.wa.gov/sites/default/files/publications/documents/22-1143.pdf
https://www.dshs.wa.gov/sites/default/files/publications/documents/22-996.pdf
https://www.dcyf.wa.gov/sites/default/files/pubs/CWP_0074.pdf
https://www.dcyf.wa.gov/sites/default/files/pubs/CWP_0065.pdf
https://www.dcyf.wa.gov/sites/default/files/pubs/CWP_0065BO.pdf
https://www.dcyf.wa.gov/sites/default/files/pubs/CWP_0065RU.pdf
https://www.dcyf.wa.gov/sites/default/files/pubs/CWP_0065SP.pdf
https://www.dshs.wa.gov/sites/default/files/ALTSA/hcs/documents/kinship/Kinship%20Handout%20%231%2022-1862.pdf
https://www.dshs.wa.gov/sites/default/files/ALTSA/hcs/documents/kinship/Kinship%20Handout%20%231%2022-1862.pdf
https://www.dshs.wa.gov/sites/default/files/ALTSA/hcs/documents/kinship/Kinship%20Handout%20%236%20What%20you%20should%20know%2022-1867.pdf
https://www.dshs.wa.gov/sites/default/files/ALTSA/hcs/documents/kinship/Kinship%20Handout%20%232%2022-1863.pdf
https://www.dshs.wa.gov/sites/default/files/ALTSA/hcs/documents/kinship/Kinship%20Handout%20%232%2022-1863.pdf
https://www.dshs.wa.gov/sites/default/files/ALTSA/hcs/documents/kinship/Kinship%20Handout%20%233%2022-1864.pdf
https://www.dshs.wa.gov/sites/default/files/ALTSA/hcs/documents/kinship/Kinship%20Handout%20%234%2022-1865.pdf
https://www.dshs.wa.gov/sites/default/files/ALTSA/hcs/documents/kinship/Kinship%20Handout%20%235%2022-1866.pdf
https://www.dshs.wa.gov/sites/default/files/ALTSA/hcs/documents/kinship/Kinship%20Rack%20Cards.pdf
https://storage.googleapis.com/docs.legalvoice.org/Options_for_Grandparents_Handbook.pdf
https://storage.googleapis.com/docs.legalvoice.org/Options_for_Grandparents_Handbook.pdf
http://docs.legalvoice.org/Options_for_Grandparents_Handbook_Spanish.pdf
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Chapter Three:  

Implementation 

   

3.1 Administrative Tasks 

 

A. Infrastructure to Support a Kinship Navigator Program  

a. Hiring & Supervising Kinship Navigators 

 

The Washington State kinship navigator program is unique because it is housed outside 

of the formal child welfare system. ALTSA oversees the statewide kinship navigator 

program, Kinship Caregiver Support Program (KCSP), and the Tribal kinship navigator 

programs. ALTSA works in partnership by contracting with the statewide Area Agencies 

on Aging (AAA) and Tribes to provide the kinship navigator services. Many of the AAA 

and Tribes provide the navigator services in house while some subcontract with 

community agencies to provide the navigator services.  

 

The AAAs and Tribes or their subcontractors are responsible for the hiring and 

supervision of their kinship navigator employees and the day-to-day operation of the 

programs. This includes monitoring electronic GetCare records, fidelity check lists and 

maintaining a file of exceptions to policy and approval of any money spent. In addition, 

supervision staff can use the checklist below to make sure kinship navigators have the 

knowledge they need to support relative caregivers

Supervision Checklist  
☐ Basic understanding of WA’s Kinship Navigator Program Overview. (Chapter 2.1) 

☐ Basic understanding of Characteristics & Duties of Navigators. (Chapter 3.1 b) 

☐ Basic understanding of the Essential Components of the Program /Program Principles and 

Philosophy. (Chapter 2.2) 

☐ Basic understanding of Case Management. (Chapter 3.2 c) 

☐ Basic understanding of Fidelity Tracking and Client Satisfaction. (Chapter 3.4) 

☐ Basic understanding of Service Recording. (Chapter 4.1) 

☐ Basic understanding of Outreach, Education, and Peer to Peer Tracking. (Chapter 4.2) 
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b. Characteristics of successful Kinship Navigators 

Through their partnership with the AAAs and the agencies providing the kinship 

navigator services, ALTSA has developed a list of recommended skills and 

experiences that will help make a kinship navigator. AAAs and Tribes can use these 

characteristics to choose individuals who will be most likely to succeed in the navigator 

role.  

▪ Lived experience as a kinship caregiver or experience serving and partnering 

with kinship caregivers 

▪ Knowledge of community resources and community partners 

▪ Understanding of state and local service systems 

▪ Experience collaborating with a wide range of service providers 

▪ Relationship building: Ability to establish and maintain respectful 

relationships between caregivers and service providers within a variety of 

service systems 

▪ Advocacy, problem-solving, and follow-through skills 

▪ Able to relate well to and communicate effectively with individuals from the 

community across the full spectrum of cultural, ethnic, socio-economic, 

religious, education, and age groups with a welcoming demeanor 

▪ Passionate about helping kinship caregivers 

 

The skills and experience listed above are critical to the execution of the navigator’s 

duties and responsibilities which are explained in detail below, note how each skill 

and experience fits with the specific duties and responsibilities of the navigator.  

 

B. Principal Duties and Responsibilities of Kinship Navigators 

 

Each family that a kinship navigator works with will present new strengths, struggles, and the 

opportunity to support. The following section will discuss the three ways you can assist 

families. The kinship navigators, with input from the caregiver, will assess which level of 

service is needed: Information assistance/referral (I&A/I&R), case coordination, or case 

management.   
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• Information Assistance/Referral (I&A/I&R) 

o Provide resource referral, assistance, and active listening to kinship 

caregivers who are raising kinship children or are planning to do so. 

o Gather knowledge on relevant federal and state benefits as well as 

local resources. 

o Maintain up to date and accurate information on community 

resources and partners in an ever-changing environment. 

 

• Case Management 

o If a caregiver screens in for case management services, kinship 

navigators conduct an intake interview, baseline assessment, and set 

goals with the kinship caregiver.  

o  Navigator follows up with an interview at three months after intake to 

assess progress towards goals, and if goals were not completed, they 

follow-up again six months after intake.  

▪ These visits focus on the SMART goals each family has set, how 

the family is progressing to meet their goals, and what support 

the caregivers need to help in the process.  

• Outreach  

o Using a variety of methods, navigators actively reach out and locate 

local kinship families, identifying those who are not involved in support 

group networks and/or need additional services; special attention is 

focused on serving geographically isolated and marginalized 

communities. 

 

• Collaboration  

o Navigators develop strong collaborative working relationships with 

groups and agencies that work with kinship caregivers. This includes 

educating the community, such as service providers and faith-based 

organizations, about the needs of kinship care families and available 

resources and services to them. 
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• Liaison 

o Navigators act as a liaison with state agency staff and/or service 

providers to make sure individual caregivers understand service 

eligibility requirements.  

▪ For example, navigators assist in establishing stable, respectful 

relationships between kinship caregivers and local DSHS staff, 

DCYF, Community Services Offices, and other agencies such as 

the Area Agencies on Aging and the Office of Education 

Ombudsman. 

• Documentation 

o  Collect necessary program and service data and ensure that reports 

are completed in an accurate manner and on a timely basis, including: 

▪ Services or resources requested, and persons served 

▪ The needs of kinship caregivers and their satisfaction with the 

assistance provided 

▪ Identification of gaps and barriers to services 

o The navigator must also be competent in managing the 

documentation and records of the kinship caregivers. Navigators 

use an administrative data collection system, known as GetCare, to 

store and access information on kinship caregiver demographics, 

needs, goals and follow-ups. 

 

C. Initial and Ongoing Training 

 

Training for Kinship Navigators 

After selection and hiring of a navigator, the AAA and/or subcontractors, or 

parent agencies must train the navigator on kinship navigator program 

processes. Such training will ensure fidelity of program implementation and 

provide the groundwork for continued program evaluation. Initial training must 

include both discussion and practice of useful assessment strategies for 

gathering information and determining referral needs. For Washington State, 

the ALTSA kinship program will provide training on the data entry and 

enhanced case management program requirements.  
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In addition to the initial training in Washington, ongoing kinship navigator 

training is conducted by ALTSA staff and their partners. These trainings are 

provided semiannually and may include additional supplemental trainings. 

Topics of the initial and ongoing training include the following: 

▪ GetCare 

▪ Case Management 

▪ Setting SMART goals 

▪ Kinship Caregiver Support Program (KCSP) 

▪ Needs assessment and fidelity 

▪ Strategies for outreach 

▪ Effective ways to communicate with caregivers 

▪ Trauma and Resiliency 

 

Washington State Area Agencies on Aging (AAA’s) and Tribes also facilitate 

trainings for their employees.  

 

Additional navigator training topics may include:  

▪ Person-centered, strengths-based case management (includes information 

on intake and assessment practice)  

▪ Interviewing techniques  

▪ Writing goals, and follow-up 

▪ Current science of alcohol and cannabis  

▪ Compassion fatigue  

 

Supervision Support 

In Washington State, check-in meetings are scheduled regularly between navigators 

and ALTSA kinship program manager and the fidelity analyst to support the navigator 

with program implementation. Agency supervisors and ALTSA kinship program staff 

should also be available to assist with any difficult questions or resource needs that 

might come up while navigators seek to support relative caregivers. Through the 

course of their work with the caregiver, kinship navigators may identify concerns that 

should be brought to the attention of their organization. Concerns might include the 

health and safety of the children in the caregiver’s home.  
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3.2 Service Delivery 

Kinship caregivers take numerous paths to reach kinship navigators. Kinship navigators may 

receive referrals from numerous sources including (but not limited to) state agencies, schools, 

churches and other community-based organizations, and word of mouth. Regardless of the 

referral method, kinship caregivers enter the kinship navigator program with varying levels of 

need.  

Some caregivers seek out the kinship navigators for a quick information-only phone call or need 

while others are looking for more extensive assistance. There are three-levels of navigator 

services, ‘Information assistance/referral (I&A/I&R)’ ‘case coordination’ and ‘case management’. 

Through either one or all services, kinship navigators provide information and linkages so that 

kinship caregivers have the knowledge and support they need to keep children and youth.   

The kinship navigator program is open to all informal and formal kinship families. 

Navigators engage with kinship caregivers and offer to complete an intake to best 

understand how to serve the family The first point of contact with the kinship 

caregiver may occur over the phone or face to face. 

•  

Screening and service level determination- 

 

During the first point of contact the navigator is responsible for collecting basic 

demographic information, determining the reason for the contact, and providing details 

of the three service pathways (information referral/assistance, case coordination, and 

case management). (See Prescreening Tool appendix O) The navigator will provide the 

information the kinship caregiver is asking for and log it into GetCare. If case 

management is not selected, then that signifies the end of service until the next point of 

contact initiated by the kinship caregiver. Case management requires an intake to be 

completed (see appendix E on following page). 

 

A. Information Assistance /Referral (I&A/I&R) 

Information assistance /referral (I&A/I&R) is defined as aiding caregivers in 

obtaining access to the services and resources that are available within their 

communities. The navigator provides the kinship caregiver with information that 

grows the kinship caregiver's awareness of and ability to directly access services 
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and supports.  Follow-up may be required if the navigator was not able to provide 

immediate information to the kinship caregiver at the point of interaction. 

Therefore, follow-up in I&A/I&R is defined as a return call/email/text to the 

kinship caregiver after they have requested information. The follow-up for I&A/ 

I&R should occur within two weeks of the kinship caregiver’s request for referral. 

 

B. Case Coordination  

Contact is started by the client who indicates that they are looking for minimal 

help in one of the categories listed on the kinship needs assessment (Appendix 

O). A kinship needs screening or program intake can be completed. Units of 

time are recorded in GetCare. Case coordination includes clients that are 

getting only KSCP with no other services or support.   

 

C. Case Management  

Once it has been determined that case management is needed, the navigator 

follows three steps:  

1. Description of the intake process. The description of the intake includes what 

documentation is required from the kinship caregiver and how long the intake 

process will take.  

2.Provide the caregiver with an overview of the needs assessment and goal 

determination process.  

3.Navigators describe their role in supporting the kinship caregiver through case 

management services as well as the structured timepoints for follow-up. 

*note-An intake appointment may last from 1 to 2 hours. (See TIP sheet Appendix 

J). 

 

Case Management Intake 

 

During the intake appointment, navigators verify and record documentation of 

the kinship caregiver relationship-child status in the kinship caregiver’s file. 

Verifying the kinship caregiver is the child(ren) primary caregiver is required to 

engage in case management services and services specific to urgent funds 

(KCSP).  

In the event the kinship caregiver does not have documentation of their 
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relationship with the child, the navigator works with the kinship caregiver to obtain 

the needed documents. Navigators are responsible for obtaining consent from 

the kinship caregiver to contact an appropriate professional, agency, or a home 

visit to verify the primary kinship care relationship. Examples of verification 

documents include: 

▪ Legal custody court documents 

▪ Medical provider 

▪ Parental consent agreement 

▪ School documentation 

▪ Tax return 

▪ DSHS award letter for services, e.g., TANF Child Only Grant, Food Assistance 

▪ Lease agreements where a relative child is listed, or Section 8 Housing 

vouchers which list relative children 

▪ As a last option, a letter from a faith / religious/other community leader 

o Please Note: Complete information should be gathered prior to any 
emergent funds being allocated towards client’s needs  

 
Needs Assessment 

 

During the intake, navigators utilize the kinship caregiver needs assessment, which 

is comprised of four sections: 

o Demographics 

o Kinship child(ren) 

o Caregiver health and needs  

o Goal setting (see appendix C,D,E, and F)  

Other notes: 

▪ For Spanish translated Needs Assessment see (appendix G).  

▪ For Tribal adapted Needs Assessment see (appendix H).  

▪  Signature pages are present in the needs assessment. Please note any 

signatures featured are not mandatory, administrators must guide navigators 

on the requirements for their agency. 

Demographics section 

The demographic section of the kinship caregiver needs assessment collects the 

following information: (see appendix D): 

▪ Race 

▪ Ethnicity 

▪ Gender 

▪ Income 
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▪ Relationship status 

▪ Education 

 

Kinship child section 

The child section includes demographics, academics, and health information (see 

appendix D): 

▪ Demographics collected on kinship child include race, ethnicity, gender, 

and their relationship with the caregiver and any other children in the 

home 

▪ Academic information collected on the kinship child include 

attendance, grade, and educational supports, Individual Education 

Plans (IEP). 

▪ Kinship child health information collected includes behavioral and 

physical health including current diagnoses 

 

Caregiver health and needs 

The kinship caregiver needs, and health section is comprised of three parts. The 

first two parts examine the use of services obtained or needed in a multitude of 

categories such as financial, behavioral, or physical health, childcare, parenting 

classes, and support groups.  

Identifying needs & use of services  

The first part of the needs section determines if a caregiver has used the service        

category prior or currently. The navigator uses the four-point scale to rate if the 

kinship caregiver has used or needs the service. 

▪ Used in the past twelve months 

▪ Currently use 

▪ Don’t currently use, but need 

▪ Don’t need at this time 

How often a need is identified    

Part of the needs section determines the frequency a caregiver has needed help 

obtaining the service in the last three months. The frequency of which the kinship 

caregiver has needed help obtaining the service is rated using a five-point scale. 

▪ Never: caregiver never needed help getting or keeping the service/support 

▪ Almost never: means the caregiver has needed help one time in the last 

three months to get or keep the service/support 

▪ Sometimes: caregiver needed help two times in the last three months 
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to get or keep the service/support 

▪ Almost always: caregiver needed help three times in the last three 

months to get or keep the service/support (if it is a monthly service and 

caregiver needed help every month, use this selection) 

▪ Always: caregiver needed help more than three times in the last three 

months to get or keep the service/support 

 

Goal setting 

The goal setting section provides space for the navigator and kinship caregiver to 

identify the top three services they would like to learn about / receive. The navigator 

would then guide the kinship caregiver through the SMART goal setting model to 

establish concrete goals that are achievable within the six month timeframe of case 

management services. (see appendix F) 

 

Once the navigator identifies the caregiver’s needs the next step is to complete the 

caregiver goal setting tool and provide the information, support, and referrals to meet 

those needs. When developing goals, the kinship navigators will use the SMART 

model. Goals should be specific, measurable, attainable, relevant, and time-bound 

(able to be completed in six months or less) (see figure 2). Navigators should use the 

needs identified to set the desired objective and then build attainable steps (goals) 

the kinship caregiver will be able to accomplish within the six month case 

management timeline.  

Navigators should guide their kinship caregivers to create 1-3 goals. 

EXAMPLE GOALS THAT COULD BE WRITTEN TO ADDRESS 
CAREGIVER IDENTIFIED NEEDS 

• Financial needs 

example goal: I will complete the application for emergent funds within 

the next three weeks. 

• Legal assistance 

example goal: I will contact legal aid to find out about the steps needed 

to gain custody of my grandchild by next Thursday. 

• Peer-to-peer interaction support 

example goal: I will attend one peer support group within the next month. 
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Figure 2 Smart Goal Examples 

These goals will be recorded on the Goal Setting form (see appendix F). Once the goals are 

created, case management requires tracking caregiver goals and needs throughout the six 

month service period. Kinship navigators contact caregivers at a minimum three times per 

year (intake, three months, and six months) if case management does not close at the 

three month time point. 

 

This contact can be face to face, through email, over the phone, or by text. Due to 

the necessity of follow-up, case managers track all their contact with the caregivers 

in GetCare. Please note if you speak multiple times in one day with a caregiver, you 

can wait until the end of the day to complete one entry of contact in GetCare to 

save time. 

 

 

Follow-up 
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Kinship navigators will follow-up with caregivers at two different time points (three 

months after intake and six months after intake). Please note that a navigator may 

only complete one follow-up if the kinship caregiver’s case management closes at 

the three month time-point. At six month follow-up, copy to review three month 

assessment in GetCare and update including goals. If goals are not completed, copy to 

review the six month assessment to new baseline.  

 

To ensure fidelity, the navigator will complete a fidelity tool after intakes and at each 

follow-up (see appendix A). The fidelity form will be used by the navigators and 

supervisors to monitor adherence to the case management model. In Washington 

State, the navigator will e-mail it to ALTSA kinship Program Staff. Copies of the 

Fidelity Forms should be available for review upon audits.   

 

If goals are completed client returns to I & A/I&R status and case management is closed. 

When completing the follow-ups, document any changes to demographics, child and 

caregiver health, child education, and caregiver needs (See appendix D and E). 

Follow-up appointments can take place in person or over the phone.  

The navigator is responsible for arranging follow-up appointments with kinship 

caregivers receiving case management. To ensure timely follow-ups, it is suggested 

that navigators will begin contacting the kinship caregiver by phone, email, or text two 

weeks prior to their three month follow-up. If the first attempt at contact is 

unsuccessful, the navigator will reach out a second time one week prior to the three 

month follow-up. If the navigator has still not heard back from the caregiver, the 

navigator will reach out one more time at the three month timepoint. In Washington 

state, all attempts to contact the caregiver should be documented in GetCare. 

 

 

 

 

 

 

Follow-Up to Intake Tips 



   
 

23  

 
 

 

       

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  Three Month Follow-up 

During the three month the kinship navigator will ask the caregiver if any changes 

have occurred in the last three months. Navigators will use the needs assessment 

completed at intake as a guide. Navigators would also complete the “Kinship Child No 

Longer in Caregiver Home” if any kinship child(ren) have left the home (see Appendix 

I). Navigators will track the changes in the first three sections of the kinship caregiver 

needs assessment: (Appendix E and I respectively): 

▪ Demographics: any changes in housing, contact information, employment, 

kinship child status, relationship, or caregiver education 

▪ Kinship child section: any changes in demographics including custodial 

arrangement or agreements, academics, kinship child physical health 

(diagnosis, treatment, supports), and kinship child behavioral health 

(diagnosis, treatment, supports) 

▪ Kinship caregiver needs and health: any changes to caregiver needs 

or health in the last three months such as any unmet needs or a change in 

health status (fair, poor, good, very good, excellent) 

 

Goals: The last section of the kinship caregiver needs assessment is the goal 

Two weeks 
prior to 

check in 
date 

navigator 
attempts 
contact-if 

no contact 
made go to 
next box. 

One week 
prior to 
check in 

date 
2nd contact 
attempt-if 
no contact 
made go to 
next box. 

All contact attempts must be documented in GetCare 

 
 
 

Week of 
check in 

date 
3rd 

contact 
attempt. 

 
 

*If one 
method of 
contact 
doesn’t 
seem 
successful 
try other 
methods 

 

If no 
contact 

was 
made by 
check in 
date, it 
can be 

completed 
up to two 
months 
beyond 
targeted 
check in 

date. 

If no 
follow-up 
contact is 
completed 
before six 

month 
post intake 

point, 
close 

client to 
case 

managem
ent. Re-
open as 
needed. 
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section. During the three month follow-up navigators review the goals set during 

the intake appointment. The review is designed to determine progress towards 

goals, identify barriers or challenges to completing the goal, and to celebrate 

successes of goal attainment.  The following steps are suggested once it is 

determined if a goal has been attained or not: 

▪ The goal has been met: the navigator would acknowledge this on the goal 

sheet and in GetCare by selecting the Goal completed and entering the date 

the goal was completed. 

▪ The goal has not been met the navigator will:  

• Identify barriers to goal(s) 

• Identify solutions to barriers 

• Identify caregiver and navigator responsibilities 

• Update changes in GetCare 

By identifying barriers, the navigator can strategize with the caregiver on how to 

overcome or work around those barriers (if possible). The navigator will strategize with 

the caregiver to develop the steps to addressing barriers. When developing these steps, 

the roles, and responsibilities of both the caregiver and the navigator will be clearly 

defined.  If any goals have changed since the intake, the information will be updated in 

the most recent version of the assessment in the electronic monitoring system 

(GetCare). 

New Goals: If the caregiver would like to set new goals the navigator would add 

them to the list of goals in the updated assessment. There should be a maximum of 

three goals created or being worked on at a time.  Steps to create new goals at three-

months: 

•Review goals on the needs assessment to determine which need has not been met 

•Create a goal to address the preidentified need 

•Identify new needs based off a change in circumstances in the last three months 

To ensure fidelity of service implementation, navigators complete the ‘fidelity 

checklist’ form at three months from the date of intake. The navigator will also e-

mail it to ALTSA kinship program staff. Copies of the fidelity forms should be 

available for review upon audits. 

 

Please note: If all goals are met at the three Month Follow-Up and no 



   
 

25  

new goals are identified, this would signify “end of service”. In 

GetCare select “Goal Complete” as well as “End of Service Period” for 

each goal. 

 

If case management was closed but a caregiver expresses new needs at a later time, 

the navigator would conduct another assessment with the caregiver and reopen the 

case.  

 Six month follow-up 

 

The six month follow-up includes “end of service” processing. Just as the intake is the 

beginning of services, the six month check-in is considered the “end of service.” End of 

service occurs at the six month period unless the family is found to have reached their 

goals at the three months follow-up, at which time the case5 would have closed at three 

months. 

The six month follow-up is the same process as intake. This includes updates to 

the demographic and kinship child section. However, the navigator will complete 

the kinship caregiver needs and health section sections for the second time rather 

than updating. Completing the kinship caregiver needs and health at the six month 

timepoint will inform navigators of any new emerging needs as well as indicating if 

the attained goals from intake have changed the needs of the kinship caregiver. To 

ensure fidelity of service implementation, navigators would complete the ‘fidelity 

checklist’ form.  

In Washington state, the navigator will e-mail it to ALTSA kinship program staff. 

Copies of the fidelity forms should be available for review upon audits. 

 

See appendix J for TIP sheet see appendix M to view the GetCare form. 

 

 

 

 

 

 

After a case management case closes 

YOU WILL ENTER THE FOLLOWING INFORMATION IN GETCARE: 

 

5 an open case is defined as a caregiver who is currently receiving services. A closed case would keep 

their electronic file and identification number in GetCare. A new “case” can be opened with the client if 

they identify new goals to work on that were not part of the previous case that was closed. 
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i. Date of intake appointment 

ii. Kinship Needs Assessment  

1. Completed demographic section, including caregiver health (caregiver) 

2. Completed demographic section (child/youth) 

3. Completed goal setting 

iii. Three months  

1. Contacts to schedule three month follow-up can be entered as units of time 

into GetCare as part of the Case Coordination.  

2. Conducted three month follow-up (needs assessment) 

iv. Six months  

1. Contacts to schedule six month follow-up can be entered as units of time 

into GetCare as part of the Case Coordination. 

2. Conducted six month follow-up (needs assessment)   

v. In Progress Notes any attempts to contact the family if unable to locate for either 

the three or six month follow-ups  

 

3.3. Information management 

In Washington state, the kinship navigator pilot project uses GetCare as the 

primary administrative data collection system. GetCare is an electronic data 

sharing system in which kinship caregiver information and interactions with the 

kinship caregivers are recorded and stored. Kinship navigators are responsible for 

recording kinship caregiver information as well as details of follow-ups and 

services provided into GetCare.    

 

Information management also includes recording the opening and closing of cases 

and goals. Navigators are responsible for entering the ‘goal status’ into GetCare by 

utilizing a dropdown menu that includes the following options: 

• Goal completed  

• Goal no longer relevant 

• Caregiver no longer has kinship children  

• Caregiver no longer wants services  

• Lost contact with caregiver  

• End of service period 

  

When a goal is met, the kinship navigator would enter the date (see appendix F)  
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The data entry is monitored by administration. AAAs and Tribes will oversee the data as it 

is collected by their organizations and contractors and make sure the data is entered into 

the GetCare system maintained by ALTSA. Any GetCare question needs to be entered 

into issue manager in the GetCare system and ALTSA staff should be contacted. 

 

3.4 Ongoing Program Management 

 

Fidelity tracking  

Fidelity refers to the consistency in which the kinship navigator program is 

implemented across multiple sites. Fidelity tools are used to determine if the 

program was implemented as designed (see appendix A). This includes needs 

assessment and goal setting, follow-ups, attempts to contact the caregiver if not 

able to contact, and satisfaction survey. To learn more about fidelity and the how 

to complete the fidelity tool see the DSHS/ALTSA website. 

 

In Washington state, the day- to- day fidelity maintenance supervision will be the 

responsibility of the AAA or Tribes. Through regular communication and monitoring, the 

ALTSA Kinship Program will provide oversight to the local partners.  

 

Client Satisfaction 

The client satisfaction survey assesses the caregiver satisfaction with services 

received through the kinship navigator program (See appendix K&L). This includes 

having their needs met, points of contact, service availability, and whether the program 

helped them be more successful as a kinship caregiver.  

The survey will identify what worked well or what areas could be improved within 

the kinship navigator program. It is recommended that satisfaction surveys are 

disseminated annually to all kinship caregivers that received services. The 

satisfaction survey is available in both English (see appendix K) and Spanish (see 

appendix L). 

 

 

 

https://www.dshs.wa.gov/altsa/kinship-care/kinship-navigator-case-management
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       Chapter Four: 

Administrative Requirements 

 

 

 4.1 Service Recording Options  

In Washington state, each kinship program and the agencies that run them track 

information in GetCare for the families they serve.  Tracking every service ensures 

accurate representation of the work that kinship navigators do. The following 

information is recommended for collection and recording for each kinship 

caregiver encounter: 

• Client identifier / GetCare number (this is auto populated in GetCare) 

• Enter date of encounter 

• Encounter recipient– Adult caregiver 

• Type of encounter 

• How the encounter was provided: In person, by telephone or other. 

For “Other”, a brief description should be provided (for example, “by 

email”) in the notes section 

• Time spent providing services 

• Any money spent providing services, including KCSP 

For more details on entering information into GetCare see Appendix P for statewide kinship 

program:  GetCare User Guide 

 

           4.2 Outreach, Education, and Peer to Peer Tracking 

Navigators provide community-level outreach, education to agencies, and 

opportunities for peer-to-peer interaction and are responsible for tracking these 

interactions. Tracking these interactions helps to provide the data to determine what areas 

of outreach are saturated or lacking and require more attention. The following is the 

information to be documented for outreach efforts: 

• Name & region of your program 

• Date of event 

• Event/Group name 

• Purpose of event (for example support groups, conference, 

workshops). We are most interested in tracking the events that 

promote peer to peer interactions 

• Number of people attending the event (Was the event advertised? 
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targeted mailings, newspaper, newsletter, and website etc.) 

 

You can find more information about how to enter these activities into 

GetCare in Appendix P, statewide kinship program:  GetCare User Guide 

in the Service Recording Options section. 
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GLOSSARY 

 
Direct Referral - The navigator provides the referral to supports and services, assists the 

family in making the call to receive services, not waiting for the family to initiate the call 

themselves.  

 

GetCare - A computer program that enables kinship navigators to track demographic 

information, clients’ needs and goals, and contacts with client. 

 

Kinship Caregiver - A relative caregiver most often grandparents but also aunts, uncles, 

siblings and can even include non-blood related “fictive kin”—who serve as short-term or 

long-term primary caregivers for children whose own parents are unable to care for them. 

 

Kinship Navigator - An individual who assists kinship caregivers with understanding, 

navigating, and accessing the system of out-of-home care supports and services for kinship 

children. 

 

Indirect Referral -The navigator provides the kinship caregiver with contact information for 

the referral. The kinship caregiver is responsible for contacting the referral on their own.  

 

Initiation of Service - Service initiation occurs when the kinship navigator meets with the 

kinship caregiver to complete the intake. 

 

Information Assistance/Referral (I&A/I&R)- provide information about a needed 

resource/support including specific name and contact information for a person to go to for 

the resource/support. See call outcomes, section I & A portion of GetCare of this manual for 

additional guidance on information/referral. 

 

End of Service - End of service occurs six months after the intake is completed or if at the 

three- month follow-up if the family is found to have reached their goals. 

 

New Case - A new case refers to the process of determining new goals or reaffirming 

previous unmet goals after end of service occurs. 

 

Program Advertising - used by kinship navigator programs to inform and establish 

connections with formal and informal kinship families. Kinship navigator programs use a 

multi-method outreach strategies including distribution of brochures, the development of 

websites for each service area, community presentations, and community partnerships. 

 

Success - Success is defined as the completion of one or more client identified goals that 

were developed during the intake process. 
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APPENDICES 

Appendix A. Fidelity Tool 

Fidelity refers to the consistency in which the kinship navigator program is implemented across multiple 

sites. You can watch a video for how to fill out this document on the DHSH/kinship webpage.  

 

For this form the “Full Needs Assessment” includes the following sections: demographics, child/youth section, caregiver 

health, needs assessment, and goal setting. Please note, I&A / I&R services include support groups.  

GetCare number: County identity: 

☐ New case management caregiver ☐ Caregiver received case management previously 

Date baseline assessment was completed: ___________________________________ 

 Yes No  Yes No 

Provided overview of kinship navigator program   Offered an intake appointment   

Baseline assessment 
  

 

Date it was completed:          a. Full ‘Needs Assessment’ completed 

         b. Enter baseline assessment into GetCare   Date it was completed: 

         c. Kin Family received KCSP services   Date it was completed: 

          d. Kin Family received other tangible 

services with non-federal funds 
  

Date it was completed: 

Three-month 
  

Follow-up attempted 3 times ☐ Yes  ☐ No 

         a. Three-month Follow-up form Date 3 month was completed/attempted: 

         b. *Kin Child Left Caregiver’s Home form    Date 3 month was completed: 

         c. Emailed Fidelity form and/or Kin Child  

             Left Caregiver’s Home form to ALTSA 
  

Date 3 month was completed: 

If client reached or continues with goals by the three-month appointment, client chose:  

☐ I & A/I &R services (service as 

usual and case management closed) 

☐ Set new goals OR continue with 

previous goals (case management 

cont.) 

☐ Terminate all navigator services  

If Case Management Closed at 3 Months:  

       Satisfaction survey sent once a year  

Six-month 

  
Follow-up attempted 3 times ☐ Yes  ☐ No 

         a. Full ‘Needs Assessment’ completed Date 6 month was completed/attempted: 

         b. *Kin Child Left Caregiver’s Home form   Date 6 month was completed: 

         c. Satisfaction survey sent to caregiver  

(only required once a year) 
  

Date it was sent/arranged: 

         d. Emailed Fidelity form and/or Kin Child  

             Left Caregiver’s Home form to ALTSA 
  

 

At six-month appointment client chose: 

☐ I & A/I &R services (service as 

usual and case management closed) 
☐ New case management services ☐ Terminate all navigator services  

Additional notes: (add anything that is not captured in the full assessment or notes on the case, including any attempt dates or how attempts to contact 

were made by e-mail, letter, phone call, or the status of the case) 

 

 

 

 

https://www.youtube.com/watch?v=7GFWFCgxYSI
mailto:amanda.krotke@dshs.wa.gov?subject=Fidelity%20Tool%20
mailto:amanda.krotke@dshs.wa.gov?subject=Fidelity%20Tool%20
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Appendix B. Follow-up for Closed Cases Only 

Follow-up for Closed Cases Only 
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Appendix C. Needs assessment cover sheet 

The cover sheet is designed to get quick information from the caregiver. This information 

includes how the caregiver heard about the program and a quick guide for Federal Income 

Guidelines. 
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Appendix D. Demographics form 

 
 

 

 
 
 
 
 
 



   
 

37  

 

 
 

 



   
 

38  

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



   
 

39  

 

 
 

 
 
 
 
 
 
 



   
 

40  

 
 

 
 
 
 
 
 



   
 

41  

 
 

 
 
 
 
 
 
 



   
 

42  

Appendix E. Kinship Caregiver Needs Assessment 

The needs assessment helps the kinship navigator understand the areas of greatest need for 

the kinship caregiver. 
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Appendix F. Goal Setting Sheet 

This form helps the navigator track the goals established by the client as well as their 

progress towards the goal. 
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Appendix G. Needs Assessment [Spanish] 
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Appendix H. Tribal Specific Needs Assessment 
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Appendix I. Child No Longer in Caregiver Home 
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Appendix J. Intake TIPS from Navigators 

 

• Getting Contact Information: Kinship navigators have stated that is easier to obtain 

contact information after sharing details about the services they offer. They emphasized the 

importance of their ability to assist caregivers and listen to their needs when they reach out for 

support.  

 
• Providing immediate referral to build relationship: Navigators have found 

providing information about services and demonstrating the kinship navigator’s ability to assist 

caregivers by listening to their needs increases the likelihood caregivers engage further with the 

kinship navigator program. For instance, offering immediate services such as a referral number, 

support group information, and details about available support events through newsletters, 

social media, and email marketing can encourage caregivers to provide their contact 

information for further follow-up. 

 

• Saving time at intake: Navigators expressed the potential to begin the GetCare caregiver 

file by obtaining and inputting the caregiver’s demographics information over the phone. This 

will help reduce the number of questions that will have to be addressed during the face-to-face 

intake meeting. 

 
• Break up intake appointment: There is opportunity to break up the appointment into 

two sessions if needed. Please note navigators pointed out concerns with breaking up the intake 

into two sessions, specifically the caregiver may not come back to complete. 

 

• Gathering caregiver contact information: If you have a kinship caregiver uncertain of 

providing contact information, explain that providing such information will help keep them 

updated on upcoming events and services. 
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Appendix K. Satisfaction Survey 

 

In order to maintain confidentiality and keep the survey anonymous, please do not type/write any names, including the names of 

your kinship child(ren) in your responses. Taking this survey is voluntary and you can choose not to take the survey. You can 

skip any questions you don’t want to answer. If you choose not to take the survey, or don’t answer all the questions, there will not 

be any penalties. Choosing not to take the survey or not answering all the questions will not affect any services you may be 

receiving or affect access to any services in the future. 

 

Participant ID: (first name 

initial, last name initial, city, 

month and year of birth) 

Ex: AM-SEATTLE-04-1991 

Date survey was 

completed: 

  / /  

(MM / DD / YYYY) 

In what county do you 

receive kinship 

navigator services? 

Thurston 

Yakima 

Pierce 

Clark 

Cowlitz 

Wahkiakum 

Snohomish 

Whatcom 

Skagit 

San Juan 

Spokane 

Other:    

Below is a list of services and resources. Please tell us whether you used any of these services or resources within the last  

90 days (3 months) and, if so, please indicate whether you were satisfied with the services you received and if the kinship 

navigator was helpful in gaining access to or using this service. 

 Did you use this service? 
(in the last 3 months) 

If so, were you 

satisfied with the 

services? 

Was the kinship navigator helpful 

in getting access and/or using this 

service? 

Yes No Service 

not 
available 

Not 

applicable 
(N/A) 

Yes No Yes No 

1. Financial support for necessities (i.e. 

rent, utilities, phone, car 

insurance/repairs, etc.) 

        

2. Financial education support (i.e. 
taxes, budgeting, retirement, etc.) 

        

 
 Did you use this service? 

(in the last 3 months) 

If so, were you 

satisfied with the 

services? 

Was the kinship navigator helpful 

in getting access and/or using this 

service? 

Yes No Service 

not 
available 

Not 

applicable 
(N/A) 

Yes No Yes No 

3. Support in finding/maintaining 

housing (i.e. section 8, tribal housing, 

eviction prevention, etc.) 

        

4. Support obtaining durable goods (i.e. 
bedding, furniture, clothing, etc.) 

        

5. Help getting enough food daily for 

your family (i.e. food bank, WIC, 

Basic Food (“food stamps”) SNAP, 

etc.) 

        

6. Getting and keeping public assistance 

(i.e. Medicaid, Medicare, SSI, TANF, 
ABD, etc.) 

        

7. Help with transportation (i.e. bus/taxi 

fare, gas, rides, etc.) 

        

8. School related supports (i.e. 

enrollment, IEP/504, special 
education services, etc.) 

        

9. Help accessing primary or other 

medical care (for self) 

        

10. Help accessing primary or other 
medical care (for kinship child) 

        

11. Help accessing dental care services 

(for self) 

        

12. Help accessing dental care services 
(for kinship child) 

        

13. Child care support (i.e. Working 

Connections, after school care, 

informal child care, etc.) 
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 Did you use this service? 

(in the last 3 months) 

If so, were you 

satisfied with the 

services? 

Was the kinship navigator 

helpful in getting access 

and/or using this service? 

Yes No Service 

not 
available 

Not 

applicable 
(N/A) 

Yes No Yes No 

14. Respite: temporary, time-limited break 

for caregivers (i.e. camps, retreat, youth 

activities, temporary help, etc.) 

        

15. Referral to Aging and Disability 

Resource Center (ADRC) or Area 

Agency on Aging (AAA) or Information or 
Assistance. 

        

16. Personal and emotional support for 

yourself: someone to talk to (i.e. family, 

friend, neighbor, community-based 

groups, etc.). 

        

17. Someone to talk to regarding your 

kinship child (i.e. family, friend, 
neighbor, community-based groups, etc.) 

        

18. Professional behavioral 

health/counseling for kinship child (i.e. 

therapy, holistic healing, substance 

recovery, etc.) 

        

19. Professional behavioral 

health/counseling for self (i.e. therapy, 

psychiatry, holistic healing, substance 
recovery, etc.) 

        

20. kinship care support groups         

21. Training for kinship caregivers (i.e. 

parenting classes, trainings, etc.) 

        

22. Language services (i.e. language 

classes (ESL), interpreter, translation 
services.) 

        

 Did you use this service? 

(in the last 3 months) 

If so, were you 

satisfied with the 

services? 

Was the kinship navigator 

helpful in getting access 

and/or using this service? 

Yes No Service 

not 
available 

Not 

applicable 
(N/A) 

Yes No Yes No 

23. Access to legal services and information 

(legal representation, custody, estate 

planning/end of life, child support, etc.) 

        

24. In-home family services (i.e. visiting 

nurses, family preservation, home health 

aide, etc.) 

        

25. Other services (please specify):         

26. Other services (please specify):         

As a result of participating in kinship care programs or services, please tell us whether you agree or disagree with each of 

the following statements: 

 Strongly 

disagree 

Disagree Somewhat 

disagree 

Neither 

agree nor 

disagree 

Somewhat 

agree 

Agree Strongly 

agree 

27. I now feel that I am better able to cope with caring 

for the child I am raising than before I became 

involved in kinship care services and activities. 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

28. I do not feel as stressed out as I was before 
participating in kinship care services and activities. 

 

 
 

 
 

 
 

 
 

 
 

 
 

 

29. I feel as if my overall health and sense of well- 

being have improved since participating in kinship 

care services and activities. 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

30. I am enjoying life more now since participating in 
kinship care services and activities. 
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 Strongly 

disagree 

Disagree Somewhat 

disagree 

Neither 

agree nor 
disagree 

Somewhat 

agree 

Agree Strongly 

agree 

31. I plan to continue to participate in kinship care 
activities/services. 

 

 
 

 
 

 
 

 
 

 
 

 
 

 

32. My kinship Navigator was very supportive.  

 
 

 
 

 
 

 
 

 
 

 
 

 

33. My kinship Navigator listened to my needs.  

 
 

 
 

 
 

 
 

 
 

 
 

 

34. My kinship Navigator was very knowledgeable of 
available resources and services. 

 

 
 

 
 

 
 

 
 

 
 

 
 

 

35. My kinship Navigator linked me to the services that 
I need. 

 

 
 

 
 

 
 

 
 

 
 

 
 

 

36. I would recommend the kinship Navigator program 
to others kinship caregivers. 

 

 
 

 
 

 
 

 
 

 
 

 
 

 

37. Where do you think your kinship child will be living 

one year (12 months) from now? 
With me Parent/guardian 

Foster parent Another relative 

Other, please specify:    

38. If you had any difficulty accessing any service, or were not satisfied with the service, please tell us about your experience: 
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Appendix L. Satisfaction Survey [Spanish] 
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Appendix M. Essential Components 

The following table details the Essential Components: What is included and measured in the six 
month time limited aspects of the KN Program? 

 

   
Definition 

Does component 
end with the end of 
Case Management 
cycle? 

1. Program 

advertising 

Multi-method outreach and marketing campaigns to 
reach kinship families using formal and informal service 
systems. 

No 

2. Needs 

assessment 

Collect culturally competent and inclusive family 
demographic information (for each individual child) and 
using an evidence-informed or based needs assessment 
to assess caregiver needs related to raising children. 

Yes 

3. Resources 

and referral 

Navigator has knowledge of cross-sector community 
supports and services for kinship family and understand 
the systems’ processes for accessing successfully. The 
navigator provides the information (in various format; 
electronically, printed) needed for caregiver to access 
services. 
Intentionally coordinating the integration of kinship 
services in multiple sectors, school, child welfare, law, 
health, etc. The Resource and referral model is the 
service as usual model for the kinship navigator 
program.  

No 

4. Peer to peer 

interaction 

support 

The development of community collaboratives, or a 
group intentionally meeting to work together to support 
kinship families in the community. 

No 

5. Case 

management 

services 

Offer a kinship navigator case management model to 
build a more in-depth service delivery process when 
engaging with those kinship caregivers who have more 
complex needs.  

Yes 

6. Urgent funds The state funded Kinship Caregivers Support Program 
(KCSP), for caregivers not involved in the child welfare 
system, is available in every county and provides 
financial assistance to support the kinship caregivers 
who access kinship navigator providers. There may be 
other urgent need funds for both formal and informal 
kinship caregivers available in the community that 
kinship navigators can also access for all caregivers. 
*The urgent funds could be available without case 
management.  

N 

7. Program 

oversight 

The legislatively authorized, ongoing Kinship Care 
Oversight Committee (KCOC) (and/or subcommittee) 
will serve as the statewide advisory council. to ensure 
the fidelity of the kinship navigator program as well as 
monitor the satisfaction of caregivers and the continued 
effectiveness of the program. 

No 
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*Note-the term Case Coordination in GetCare is the term used to capture all time spent with clients receiving both 
paths Case Coordination and Case Management pathways.  
*Needs assessments will be offered to potential clients. Based on client’s response see three options for support 
below.  

 

Appendix N. Pre-Screening Tool 

Pre-Screening Tool 

1) The Older Americans Act Performance System (OAAPS) reporting tool the Administration for Community Living 
(ACL)/Administration on Aging (AoA) uses to monitor performance and collect information on Older Americans Act 
(OAA) Title III, VI, and VII programs. States and Area Agencies on Aging (AAA) submit their annual performance 
report data on OAA program participants, services, and expenditures. 

2) Our partners at DCYF will act as the passthrough for IV-E reimbursement through an SLA with ALTSA. 
Reimbursement is only allowable for families receiving case management level services. Allowable items for 
reimbursement include administrative expenses, time spent working with/for client, nonfederal funds used to 
support client such as clothing vouchers, or other tangible goods. 

Information Assistance/Referral  

I&A/I&R

*Short communication such as giving someone a phone number or 
school referral. 

*No need to follow-up with collecting client information or 
creating a client file. 

Recording in GetCare

*Information recorded in GetCare for OAAPS 1

Case Management 

*Clients need more intense support for two or 
more of the categories listed on pre-screening & 
action plan (next page). 

Recording in Getcare 

*kinship Needs Assessment is completed with 
the client file in GetCare. 

*Smart Goals are established, and the navigator 
initiates follow-up contact.

*Track nonfederal funds used for direct services 
provided to families by adding unit authorization 
with dollar amounts in service enrollment 
ribbon.  

*Record units of time. (See  GetCare training 
guide.)

*Information collected for OAAPS 1 and IV-E 
reimbursement 2

Case Coordination

*Contact started by client looking  for 
minimal help in one of  categories listed 
on pre-screening & action plan (next 
page). 

Recording in GetCare

*Units of time and client information
are recorded including clients that are 
getting only KSCP with no other case 
management services or support.

*Information recorded in GetCare for 
OAAPS 1

The navigator will mail the satisfaction survey annually. The survey will be sent back to the agency and kept on file for auditing 
purposes.  
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Pre-Screening Tool & Action Plan  
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Appendix O. GetCare User Guide 

Introduction/Your Dashboard in GetCare 
This Guide is intended to assist you in working within the GetCare system.  Upon each successful log-in to 
GetCare, your Dashboard will display. The dashboard page is where you will have information about alerts, 
reports or assignments.    
From here you will see the key sections, or modules, used to enter information, apply units or pull reports from 
GetCare.  The modules are identified below, including I&A, CLC Set, and Operations.   Additionally, from the top 
banner, you will see links to open User Preferences and the Help Library.   The note icon, identified by the 
piece of paper in the blue circle above the solid navy banner at the top center the screen opens issue manager.  
This is used to report system trouble or bugs for GetCare or ALTSA staff to review and respond.  More 
information about using issue manager is available from the Help Library, look under category Issue Manager & 
System Troubleshooting for helpful guidance.  

 
Please Note:  Throughout this Guide you will see references to the GetCare Help Library where additional 
documents and guides are available with more details about related actions.  We encourage you to review 
materials within this resource section.   

Search for Existing Record:   
To avoid creating duplicate records in GetCare, use the following search options to search for existing records:   

I&A Search   

From the I&A Module click on New Contact to see if a record is present in the system.  Also use this option 

for initial contact with new client or one-time quick referrals.   Additional details about searching and 

adding new contacts within the I&A section of GetCare is available from the Help Library, refer to Category:  

I&A - New Contact and Follow-Up/Stats and look for the “I&A User Manual”.   

 
 

https://washingtoncommunitylivingconnections.org/paceseam/secured/helpPageManageFiles.seam?cid=4432
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Once you have selected either Calling for Self or Calling for Someone Else, you may choose to search for an 
existing consumer, or add a new consumer (caregiver). When adding a caller, you first need to see whether they 
have an existing record in the system. Enter the caller’s name and/or Agency in the appropriate fields.  
Sometimes just typing in the first few letters of a name brings back more results, this is referred to as an ‘Ajax 
search’.    

 
When a caller’s name doesn’t appear in the Ajax menu, ensure they are not in the system by clicking the Search 
button at the far right.   Another option for ensuring they are not in the system, especially if unsure of the 
spelling, is to enter the phone number and click the Search button.  Search results will appear in a list below the 
search fields.   
If the individual doesn’t have a record listed, click Add New Record and a blank overlay will appear. This is 
where you can enter the caller’s contact information. 

 

 

CLC Set – Full Client Search   

From the CLC Set Module select Full Client Search option and enter name or other identifying options 

associated to the individual you are searching for or adding to the system.   Select ‘Search’.   
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TIP:  When searching, less is more. Searching using fewer parameters and fewer letters means you will get 

more potential record matches (and avoid missing a duplicate record with a typo). 

 

After selecting ‘Search’ a list of records may display.  Review list to see if the record you are searching for is 

already entered into GetCare.   

Click on the correct client’s name to pull up their information. If existing client, make sure all demographic 

information is current.  

If there is not an existing record, click Add New Record to create a new record. Fill in client phone and address, 
including county. The system will assign a GetCare number if the person is not already in the system. 

 

Information referral/Assistance I&R/I&A – Contacts 

Entering Demographic Information  

The GetCare New Contact page allows you to capture a broad set of demographic information NAPIS required 
demographic fields are indicated with a red asterisk (*). 

Call Outcomes 

Once you have added or verified demographics then skip to bottom of page to Call Outcome and select drop 
down option “kinship Navigator”.   

• Select one or more items from drop down options in “Please Select” box. You can multi select by holding 

down the control key. 

• Click on save and complete and go to client file. 
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CLC SET (Client file)  
This section holds the client (caregiver) file and captures client demographics and information for KCSP units 
and Case Coordination hours and contains annual assessment. Client name, GetCare ID, birthdate, region, 
address, and phone will copy over from I&A section. 

 

Identification 

 

• Name 

• Date of birth  

• Gender 

• Region 

• Address including county-Make updates as they occur 

• Phone-Make updates as they occur 
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Demographics  

Fill in the following:  

• Ethnicity 

• Race 

• Spoken Language 

• Number in Household 

• Household Composition 

• Sex/Gender 

• Veteran Status 

• Military Branch 

• At or below 100% FPL 

• Income Range 

• Benefits- may be required at the local level 

NOTE:  Urban/Rural status will auto-fill based on the caregivers Home Address. 

 

 

v 

v 
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Contacts 

 
Here you will include various contact information for your caregiver.   
→ Use the Caregiver Relationship section to enter all kinship children associated with the Caregiver.   
In this diagram, one child is already entered into system.  To add a child in the Caregiver Relationship section, 
enter their name into the Search Client field using the ajax search method mentioned earlier.  

 
Add New Kinship Child If the ajax search does not list the child, then you will add a new child by clicking 

on “add new client” box that will be directly under the new child name.  Follow same (ajax) search process 
described in the I&A Search section to verify the child/care receiver is not already in the system.   

  

 
This overlay screen will pop up and you will fill out the new child information.    
→ Before you enter a new child (client) verify first/last name and all demographic data is accurate.    

 
Once the information is completed on the overlay, click Save.  
You will then be able to fill in the Role (the child/youth is always care receiver) and the Relationship 
(grandchild, relative child, etc.) Once you fill these in, click on the Add button to save. 

 
When creating a new record through the relationship ‘Add New Record’ process, the GetCare system will 
automatically generate a GetCare ID number for the care receiver.    

 

 



   
 

90  

Assessments 
You will find Kinship Program Intake Assessment here.  If an assessment has been completed and you are 
updating, find the most recent assessment and select Copy to Review to open a new, editable Kinship intake 
Assessment that includes entries from previous version.  
 
 If this is the first assessment for the caregiver:   

• Click on Add New Assessment 

 
When you click on Add New Assessment, this overlay screen will appear. Click on the drop-down button in the 
Select Form Box and select Kinship Needs Assessment. You will need to click on the save button to have the 
assessment overlay pop up. 

 

• Complete all information and lock assessment. Once the assessment is locked, it cannot be changed. You 

can save in draft temporarily, but the draft form does not get pulled over when running reports.  See 

required elements indicated with yellow dots below.   
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Service Enrollments 

Add new enrollment/s for clients receiving KCSP units or Case Coordination Services hours that are not 
currently enrolled. This client is currently enrolled and authorized for one unit of basic needs, food clothing or 
supplies. 

 
To add a new enrollment for someone that is not enrolled or to enroll for a different type of unit/hours, click on 
Add New Enrollment. A new overlay screen will appear. 
 

Scope of Work selections will usually be: Supplemental Services/KCSP or Case Coordination or Support 
Group/KCSP or Respite/Youth Activities.  
 

Program: select-OAA TIIIE GPRG/KCSP/LOC 
 

This is what New Enrollment looks like when filled out-required fields are marked. Once it is filled out, click 
on Save.  See guidance on adding service units to enrollments later in this guide in ‘Service Recording’.   

 
Troubleshooting: If this client has received navigation services in the past, first confirm that an enrollment does 
not already exist for the service detail you are currently trying to enroll. If you get an error message “This 
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enrollment date range is overlapping with an existing enrollment,” click okay and cancel the current add new 
enrollment. Look under the Service enrollment noting the scope of work and service detail. 

  

 

Progress Notes  
Click on Add New Note 

 
In the notes field, write in your progress (case note) here. This should include enough information for someone 
unfamiliar with the case to know what is happening by reading the note. 
When this is complete, save and sign here. (You will need to use your Signature Password)

 
 

Operations  

Service Recording Overview  

This section is where you can enter the units or hours of service provided.  Click on month you wish to view  

• Click on Region/Contractor-select your region from drop-down 

• Click on Provider-select drop down 

• Click on Site (if there is more than one site providing services in your region) 

• Click on Scope of Work 

• Click on Program 

• Click on Service Detail 
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• Click on Apply (bottom right corner) 

 
You will now be able to view the list of clients. If clients have units and/or hours assigned, they should appear in 
the units and/or hours section. If units/hours have been authorized for usage, they should appear in the box 
labeled Monthly Quantity. Once you see the client’s name, you will need to fill in the box with the number of units 
provided for KCSP or the number of hours provided for case coordination. 

 

Scope of Work Examples: 

 
 

 

 

 

Service Set Examples: 
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Service Recording Options  

Registered Services 

For Kinship services requiring enrollments and other client level details you will enter units either via service 
recording or using Progress Notes/Units.  Please refer to CLC Help Library materials for more guidance on 
adding service enrollments and recording units.  From the CLC Set section we recommend reviewing:  CLC Set 
- Adding a Client Record + Client File Overview + Reports.  

Recording Case Coordination 

Case Coordination requires a service enrollment (Scope of Work: Case Coordination Service Detail: 1 Hour).  In 
this case, once the KCSP recipient is enrolled there are two options for recording service units.  Note:  Both 
options will fill in the required information for data needs. 

1. Through the progress notes inside the client’s file (this may be the best option for monthly or less frequent 

work with the client).  This may be the best option when working throughout the month with the client. 

2. Through service recording in the Operations Module.  Step by step directions for service recording are in 

the Help Library under the Service Enrollment section and the document is attached here.  This may be the 

best option for monthly or less frequent work with the client. 

Case Coordination is set up with 1 hour as the service detail.  You can use quarter hour (.25) increments to 
indicate time spent in case coordination activities. 
 

 

Adding Case Coordination Units through Progress Notes 

To service record in a progress note, go to the progress notes ribbon and click on it to open up the 
Progress Notes page. The client will have to already be enrolled in the service you are trying to apply 
unit toward.   
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Once the Progress Notes page opens, click on the Add New Note button. 

 
Once the Progress Note narrative box opens, put documentation in the open field and then go to the 
Select Element Drop down and select the ‘Units’ from the drop-down list.  Click on the word units. 

  
The following fields will display.  Make sure that the unit date is correct—this field is editable.  Select 
the Enrollment reflecting access assistance—case coordination from the Service Enrollment drop-
down and then type in the number of units (hours can be entered in quarter hour units as needed).  
Once the progress note and the service unit is completed, click on the save and sign button and place 
your electronic signature in to complete the process. 
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Adding Case Coordination through Service Recording  

 Service Recording in the Operation Module.  Hover cursor on the word Operations—this displays the 
drop-down options.  Move cursor to Service Recording and click on this option. 

 
See example of the Service Recording screen below. To service record in the Operations Module, 
enter the fields exactly how they were entered in the enrollment.  When the time frame to service 
record has been entered along with the fields that match the service enrollment (service set), then click 
on the Apply button. 

 
The following service recording options will display for clients enrolled in Case Coordination for 
October 2021 set and you can now enter the data in the field beside the client’s name.  Once the data 
has been entered, click on the Save button. 

 

 

Non-Registered Services 

This requires only the number of clients served and Service Recording of units of service, an enrollment is not 
required if the caregiver has a client file.  Enter aggregate data in Operations/Service Recording.   
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I&A Aggregate data  
For Access Assistance enter the number of caregivers contacted and total number contacts (number of 
contacts-can be done at the end of each month). 

 
Fill in: 

• Correct month 

• Region/Contractor 

• Provider 

• Site 

• Scope of Work 

• Program 

• Service Detail 

 
Then click on Apply and then Click on Non-Registered link 

 
An overlay will populate: 
Fill in number of persons contacted in the New in FY column.   

 
When you have filled in all the relevant boxes, click on save. 
Next back on the service recording screen, enter the total number of calls/contacts for the service recording time 
frame.   
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Note: It is important to enter both number of persons served, using the non-registered overlay and the number 
of contacts back on the service recording screen.  

 

Additional Resources on How Enter Service Units in GetCare 

The GetCare Help Library includes a wealth of resources and guides describing processes for working in the 
CLC Set/Client File, I&A Module and Reporting.  Documents are categorized by service or feature to help you 
find needed information.   

 

Event Management  

Used to enter aggregate number of attendees for events, support groups, newsletters, outreach, classes, etc.  
For detailed steps on using Event Manager, refer to the CLC Event Management and Service Recording 
guidance in the Help Library/Operations.   
To get to the Event Management page where you will be able to track presentations, events, trainings, and plan 
activities you will first go to the Operations Tab, then find Event Management.  

 

Adding a kinship Related Event 

To create a new event in the Event Management tool you must first click the “Add New” button or for a 
recurring event select “Copy To New”. 
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Fields to Complete: 

• Enter date at top left 

• Enter staff name 

• Enter Region 

• Enter Status 

• Skip: Event ID 

• Is this event a MIPPA event? -enter “No” 

• Click on Apply and Add New 

 
 
 
 

Event Information 

• Enter Date 

• Event or Group Name 

• Enter Event Purpose 

• Enter Event Type 

• Enter Event Topic 

• Skip: MIPPA Event Topic 

Organization Information 

• Enter Organization Name 

• Enter Organizer name 

Presenter Information 

• Presenter name 

• Total hours spent on activity 

• Number of presenters 

• Number of presenters who are volunteers 

Target Information 

• Target Audiences 

• Target Audience - Race/Ethnicity 

• Age Target 
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Event Location Information 

• Event Location Name 

• Event Location Category 

• Event Location Contact Last Name  

• Event Location Contact First Name 

• Event Location Type, Address, Phone 

Event Outcome  

• Fill in numbers 1,2,4,5,6,7- skip #3 

• Age of attendees estimate 

Once all Event information is entered save and complete.   

 

Service Recording Events 

Use saved Event information to populate service recording for Information Services.  To pull a summary of 
events use Event Management Summary Report.  This tool is available from the Operations Module/Reports, 
select Event Management.  Enter date range and use other filters to get to select results. 

 
Once your Event Summary results are generated you can use this to populate service recording for Information 
Services for: 

Group Presentations 

Enter the total number of Group Presentations on the service  recording screen and then select the 

unregistered link to bring up the overlay to enter audience size.    

Publications and Publicity/Media Campaigns  

Enter the number of unique publications or campaigns and audience size is the estimated persons reached for 
either of these activity types. 
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Resources & Reporting System Related Trouble 

Issue Manager 
     Issue Manager              

 

 
This is where you go to enter any problems you may be encountering with data entry, etc. Screen shots are 
helpful.  When adding an issue report as many details as possible to help the Vendor and system technicians 
with solving the problem in a timely manner.   

➔ Be sure to notify your supervisor or your AAA/GetCare primary contact when you post an issue so they are 

aware of your reported issue and can offer assistance if it is resolvable at the local level.  If needed, they 

will escalate the issue for the vendor.  Issue not escalated stay in ‘New’ status and are not readily reviewed.   

Help Library 

A variety of tutorials and source documents and reference guides are available for reference. Find the link to the 
Help Library located at the top right of the screen, in the banner section.  We encourage you to review materials 
within the CLC Set, I&A - New Contact and Follow-Up/Stats and Service Recording categories to help you with 
further understanding around working with GetCare and data entry related to kinship programs.   
 

 

 

 

 

 

 

 

 

 

 

 

 



   
 

102  

 

 

User Preferences/Signature Password 

Your signature password is how you digitally sign assessments & progress notes.  To add or update your 
Signature Password go to User Preferences located at the top of the screen, in the banner section.  

 
An overlay will pop up. Click on “I would like to change my signature password”. Create password and save.  
You can add or update your signature password while working on a record, this action does not require you to 
log out and back in again.   

 

The User Preferences overlay offers several other options to update your information.   

Applying a Unit Rate to Enrolled Services (only for case 

management model) 
All Service Enrollments include an Authorization subsection.  For tracking nonfederal funds utilized as part of case 

management you can add unit authorization with dollar amounts in service enrollment ribbon.  

In the example below, the caregiver is enrolled in Supplemental Services/KCSP, Basic Needs - Food, Clothing, Supplies. For 

the current Fiscal Year, they are enrolled from 1/1/2022 thru 12/31/22.  Scrolling down to the Authorization Section you 

will the navigator was able add multiple authorizations with varying rates for each date a service and cost was provided to 

the caregiver.    

• One in Feb for $200 and two in March - one for $50 allocated for first part of March and another $30 for second half of 

the month.   

If the cost is expected to be the same each month, then the authorization timeframe can span the expected dates the 

service will be provided and does not need to be updated authorization for each occurrence.   

IMPORTANT:  Adding authorization details to the Enrollment does not take the place of service recording units.  Please 

follow guidance above for adding units via Progress Notes or through Service Recording.   
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How to pull report with Unit Rate totals 
 
You can generate a report to see authorization details, including rates, as entered into the service 

enrollment/authorization section described above using Custom Export reporting.   For more information about using 

Custom Export reports, go to the Help Library in GetCare look under the Operations/Reporting section for Custom Export 

Reports – Overview and Report Use Examples. 
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In Operations, go to Reporting and select Custom Export.  From here select Custom Type ‘Client’.  Once the fields display, 

you will see an option near top of screen “Use a saved filter”.  Open the menu and scroll down to select ‘kinship Service by 

Auth – Rate’.  Once the selected report fields populate, scroll to the bottom of the page, and select from the Filters.   

 

 
 
In the Filter box you will enter a date span for months you want to see enrollments/authorizations and rates and then 

select the service set details where authorizations and rates are applied.   

Once you have selected the date and service set filters, select Run Report.  When the report is available you will receive a 

dashboard notification, or you can select from the Alert Bell at the top of the GetCare screen.   

For the enrollment/caregiver record example described above, Supplemental Services/KCSP for Basic Needs: Food 

Clothing and Supplied, the report results include rates for months of February and March, see highlighted.   

 

 
 
Any amount that is not currently matched federally. Double tracking as they are already tracking from AAA. Covid Federal 

funding wouldn’t be tracked. In-Kind donations we are unsure if they want dollar amount attached to that. If you have a 

specific dollar amount that has been shared, please add that as units. It must be trackable and be able to provide proof in 

the event of an audit. This would include the amount.  



   
 

[Type here] 
 

 

 


