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I. INTRODUCTION TO SERVICES 
The Care Coordination Program (CCP) is a medical case management program that 
supports retention in care by offering people with HIV (PWH) home and field-based 
patient navigation services, coordinated medical and social services, counseling and 
coaching in adherence to treatment, daily observed therapy (DOT) for treatment, and 
health education to build the skills needed for maintaining stable health. Care 
Coordination programs are associated with medical clinics. To enroll in a program, PWH 
have to be – or become – patients of the clinic with which the program is associated. 
Care Coordination services are intended for those who have demonstrable challenges 
with engagement in care, retention in care, and adherence to treatment, as well as the 
newly diagnosed or those with co-occurring conditions who may benefit from 
coordination of care. This includes PWH who have not achieved viral load suppression, 
have been out of care or are new to care, are new to antiretroviral treatment, are co-
infected with Hepatitis C, or are pregnant.   

II. PURPOSE OF SERVICES 
While advances in medical care for PWH have been substantial, disparities exist in 
accessing care and achieving optimal health outcomes. Factors associated with poorer 
health outcomes include being from a racial or ethnic minority, being transgender or 
gender non-conforming, history of injection drug use, mental illness, and being from a 
lower socioeconomic status. These factors increase the likelihood of delaying initiation 
of care and treatment and/or being out of care and treatment entirely. Ryan White Part 
A (RWPA) programs play an essential role in addressing barriers to care and treatment 
by facilitating access to and maintenance in HIV primary care through integrated social 
and supportive services.  
 
HIV has evolved into a chronic illness for a large number of PWH, requiring a broad 
range of supportive services and necessitating the development of self-management 
skills. Many PWH benefit from health education, assistance in navigating service 
systems, and treatment adherence interventions to effectively manage their own care, 
achieve and maintain viral suppression, improve their quality of life, and prevent further 
transmission of HIV. Early diagnosis, early and uninterrupted access to antiretroviral 
therapy (ART), continuous engagement in medical care, and consistent adherence to 
ART are all essential in reducing morbidity and mortality among PWH.   
 
The Care Coordination program seeks to address HIV healthcare disparities by 
facilitating access to medical care and other supportive services through a client-



RYAN WHITE HIV/AIDS PROGRAM PART A   

Page 2 of 14 
 

SERVICE STANDARDS: CARE COORDINATION PROGRAM 

 
centered, team based, holistic, and comprehensive approach to meeting the needs of 
PWH. The program makes use of a navigation approach to identify, advocate for, and 
coordinate resources for PWH that are necessary to ensure improved outcomes. 
Furthermore, the program draws from chronic care models to encourage and support 
PWH in gaining and maintaining independence in their healthcare, preventing morbidity 
and mortality, and ultimately enjoying an improved quality of life. The Care 
Coordination program is a CDC-designated evidence-based intervention (EBI) and 
appears in the Structured Interventions (SI)1 chapter of the CDC’s Compendium of 
Evidence-Base Interventions and Best Practices for HIV Prevention. 
 

III. DEFINITION OF SERVICES 
The CCP is funded through the RWPA Medical Case Management service category, 
which includes treatment adherence services.  According to the United States Health 
Resources and Services Administration (HRSA) HIV/AIDS Bureau (HAB): 
 
Medical Case Management is the provision of a range of client-centered activities 
focused on improving health outcomes in support of the HIV care continuum.  Activities 
may be prescribed by an interdisciplinary team that includes other specialty care 
providers.  Medical Case Management includes all types of case management 
encounters (e.g., face-to-face, phone contact, and any other forms of communication).  
Key activities include:  
● Initial assessment of service needs 
● Development of a comprehensive, individualized care plan 
● Timely and coordinated access to medically appropriate levels of health and support 

services and continuity of care 
● Continuous client monitoring to assess the efficacy of the care plan 
● Re-evaluation of the care plan at least every 6 months with adaptations as necessary 
● Ongoing assessment of the client’s and other key family members’ needs and 

personal support systems 
● Treatment adherence counseling to ensure readiness for and adherence to complex 

HIV treatments 
● Client-specific advocacy and/or review of utilization of services 
● In addition to providing the medically oriented services above, Medical Case 

Management may also provide benefits counseling by assisting eligible clients in 
obtaining access to other public and private programs for which they may be eligible 
(e.g., Medicaid, Medicare Part D, State Pharmacy Assistance Programs, 
Pharmaceutical Manufacturer’s Patient Assistance Programs, other state or local 
healthcare and supportive services, and insurance plans through the health 
insurance Marketplaces/Exchanges).2 

 
1 Structural Interventions | Compendium | Intervention Research | Research | HIV/AIDS | CDC 
2 HIV/AIDS Bureau. Ryan White HIV/AIDS program services:  eligible individuals & allowable use of funds. Policy clarification notice 
#16-02 (revised 10/22/18).https://ryanwhite.hrsa.gov/sites/default/files/ryanwhite/grants/service-category-pcn-16-02-final.pdf 

https://www.cdc.gov/hiv/research/interventionresearch/compendium/si/index.html
https://ryanwhite.hrsa.gov/sites/default/files/ryanwhite/grants/service-category-pcn-16-02-final.pdf
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Programs funded in the New York EMA for New York City take a client-centered, holistic 
and comprehensive approach to meeting the needs of PWH through team-based care 
management. The program uses patient navigation to identify, advocate for, and 
coordinate resources for PWH. To engage and retain PWH in HIV healthcare, funded 
programs provide home- and field-based patient navigation and treatment adherence 
support services, coordinate medical and social services, provide support and coaching 
for medication adherence, and assist clients with gaining the skills and knowledge 
necessary to maintain stability in their overall health.   
 

IV. GOALS OF SERVICES 

The Care Coordination Program aims to provide medical case management and 
treatment adherence services to clients who meet the eligibility criteria for the program 
in order to engage and retain PWH in care and treatment, thereby improving health 
outcomes. The goals of the program are to:   
 
● Increase retention in HIV care and treatment 
● Increase the proportion of clients who have an optimal level of ART adherence 
● Increase the proportion of clients with an undetectable viral load and improve 

immunological health 
● Reduce mortality, and 
● Reduce (and then maintain below significance) socio-demographic differences in:  

prompt linkage to HIV/AIDS care following HIV diagnosis, retention in primary 
medical care, and undetectable viral load and HIV-related mortality. 

 
The objectives of the program are to: 
 
● Provide coordinated access to medically appropriate levels of health and support 

services and continuity of care 
● Provide referrals and linkages to medical or supportive services that improve clients’ 

physical and behavioral health, and 
● Provide comprehensive treatment adherence services, promoting access to, and the 

consistent utilization of ART. 
 

 
V. CLIENT ELIGIBILITY 

Clients seeking Ryan White-funded Care Coordination Program services must meet the 
minimum eligibility requirements for Ryan White services (see footnote for 
exceptions).3 These are: 

 
3 In general, RWPA services are reserved for PWH with an income below 500% of the Federal Poverty Level (FPL), 
a level set by the New York HIV Planning Council. For People with HIV (PWH) with incomes above the NY EMA 
cap to receive RWPA services: The service must be a service other than: Food and Nutrition Services, Housing, 
Medical Transportation, Emergency Financial Assistance, AND the person must have a need for the service in order 
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1. HIV-positive status 
2. Residency in the NY EMA, and  
3. Maximum household income at 500% of the Federal Poverty Level 

 
 

Program Enrollment Criteria 
In addition to the general Ryan White eligibility criteria, eligibility for the Care 
Coordination Program requires meeting at least one of the criteria listed below: 

● Newly diagnosed with HIV in the past 12 months 
● Out of care for at least six (6) months (if virally unsuppressed at last viral load test) 

or for at least 9 months (if virally suppressed at last viral load test) 
● Virally unsuppressed at most recent known viral load test within the past 12 months 
● Previously diagnosed but new to care 
● Currently living with Hepatitis C and HIV 
● New to HIV treatment or undergoing change in treatment regimen 
● PWH and pregnant, or 
● Previously diagnosed but inconsistently in care or at high risk for falling out of 

medical care or becoming unsuppressed (e.g., experiencing viral rebound) or 
undergoing change in treatment regimen 

 
RWPA funds must not be used to provide the services to individuals known to be HIV 
negative or to have an unknown HIV status, except in very limited cases for affected 
family members, partners, and caregivers, and only when such services directly benefit 
the person. Affected individuals (people not identified with HIV) may be eligible for 
HRSA RWHA services in limited situations, but these services for affected individuals 
must always benefit PWH.4  

  

 
to promote positive HIV health outcomes, AND they must receive HIV primary care in the NY EMA from the same 
service provider from whom they wish to receive the RWPA service or receive HIV primary care in the NY EMA 
from a service provider with a strong referral relationship with the RWPA service provider from whom they wish to 
receive the RWPA service. In general, RWPA services are reserved for PWH living in the NY EMA (i.e., NYC, and 
Westchester, Rockland, or Putnam counties). For non-residents to receive RWPA services: They must certify that they 
are not receiving the same service from another Ryan White provider, including other Ryan White Part A providers 
in their jurisdiction of residence as well as Ryan White Part B, C, or D providers anywhere in New York State, AND 
they must have at least one of the following reasons for receiving the service in the NY EMA: 1. Receives HIV primary 
care in the NY EMA from the same service provider from whom they wish to receive the RWPA service. 2. Receives 
HIV primary care in the NY EMA from a service provider with a strong referral relationship with the RWPA service 
provider from whom they wish to receive the RWPA service. 3. Works in the NY EMA and, therefore, finds it easier 
to obtain services and attend appointments in the EMA. 4. Is transient or homeless, with no fixed address, and 
sometimes resides in the EMA and sometimes resides outside the EMA even if their address documentation is for an 
address outside the EMA. 5. Is a seasonal/occasional/temporary resident of the NY EMA and will reside here for more 
than 1 month at a time. 6. Has confidentiality concerns about receiving the service/s where they live such that receiving 
the service in the NY EMA would better support engagement in care 
4 HIV/AIDS Bureau. Ryan White HIV/AIDS program services:  eligible individuals & allowable use of funds. Policy clarification notice 
#16-02 (revised 10/22/18).https://ryanwhite.hrsa.gov/sites/default/files/ryanwhite/grants/service-category-pcn-16-02-final.pdf 

https://ryanwhite.hrsa.gov/sites/default/files/ryanwhite/grants/service-category-pcn-16-02-final.pdf
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VI. SERVICE ACTIVITIES AND STANDARDS 
The table below outlines reimbursable services for this service category. Each service 
activity is explained under the “Definition” column, with additional guidance outlined 
under “Standard.” Program staff responsible for the delivery of each service is detailed 
under the column titled “Staff.”  

Activity Definition Standard Staff 
Outreach 

Case Finding Activities to locate and engage 
patients who may meet the eligibility 
criteria for program enrollment. This 
includes identifying those who are 
reported by their medical providers, 
the program’s organizations, or 
organizations with which the program 
has linkage agreements as virally 
unsuppressed, lost to care, or newly 
diagnosed. 

Case finding should be conducted at 
least once per month. There are 3 
types: 
● Type 1: an event where program 

staff work from a list of clients 
who may meet the program’s 
eligibility criteria and contact, or 
attempt to contact, them by 
phone.  Program staff must 
attempt to contact at least 10 
patients OR speak with at least 3 
patients per event. 

● Type 2: an event where program 
staff meet with PLW (either 
newly diagnosed or previously 
diagnosed but never in care or 
lost to care) identified through 
testing. Program staff must meet 
face-to-face with at least one 
patient per event. 

● Type 3: an event where program 
staff go into the field to find 
clinic patients who, according to 
their medical providers, are lost 
to care.  Program staff must 
attempt to find at least one 
patient per event. 

Patient 
Navigator 

Planning and Assessment  
Intake Assessment Initial assessment of health, 

psychosocial status, and service needs 
to facilitate plan development. May 
include:   
● Documenting eligibility for 

services and obtaining 
information for program 
enrollment. 

Intake assessment must be 
completed within 45 days of 
program enrollment. 

Care 
Coordinator 
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Activity Definition Standard Staff 

● Gathering demographic data, HIV 
diagnosis information, insurance 
coverage information, and 
involvement in the criminal      
justice system. 

● Evaluating financial and housing 
status, substance use, mental 
health, risk behavior, and general 
health and well-being. 

Self-management 
Assessment 

Evaluation of client’s self-
management skills. Assessment may 
include an evaluation of the client’s 
knowledge about HIV and its 
treatment; ability to make, keep track 
of, and keep appointments; ability to 
manage prescriptions; adherence to 
treatment; ability to independently 
access health     care services; and 
ability to maintain coverage for 
healthcare services.  

Initial assessment must be 
completed within 45 days of 
program enrollment. The care team 
performs an initial assessment while 
the patient also performs an initial 
assessment of their own self-
management skills.  Every quarter, 
the care team reassesses the 
patient’s self-management 
skills. Every six months (semi-
annually), the care team reassesses 
the patient’s self-management while 
the patient reassesses their self-
management skills. 

Patient 
Navigator 

Care/Service Plan 
Development 

Development of a client-centered 
plan in response to the initial 
comprehensive assessment, listing 
client’s goals for participation in the 
program, the actions that both the 
client and program staff will take to 
achieve goals, program services that 
will be delivered and service 
frequency.   

Initial service plan must be 
completed within 45 days of 
program enrollment. All plans must 
be personalized to reflect each 
client’s individual needs. All plans 
must include at least one goal 
relevant to the service category in 
which the client is enrolled and at 
least one goal addressing health 
management for HIV. Each goal 
should have at least one 
objective/action step that describes 
what the client will do to meet the 
goal and at least one 
objective/action step that describes 
what the program will do to help the 
client meet the goal. 

Care 
Coordinator 

Reassessment Follow up assessment to re-evaluate 
and record client eligibility, 
engagement in care and services, 
emerging health and service needs, 
progress towards achieving plan 

Reassessment must occur at least 
every six months. 

Patient 
Navigator 
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Activity Definition Standard Staff 

goals, substance use, mental health, 
and risk behaviors. Re-assessment 
facilitates service plan updates.  

Service Plan 
Update 

Review of client’s service plan to 
evaluate progress toward achieving 
goals and make revisions in response 
to the reassessment or emerging 
needs.  

Plans must be updated at least every 
six months within 30 days of 
reassessment. 

Care 
Coordinator 

Case Conference Discussions with primary care 
provider or HIV specialist to jointly 
assess and evaluate the client, 
coordinate services, and assess 
progress toward care/service plan 
goals. May also include patient and 
other service providers such as 
patient navigators, pharmacists, 
behavioral health providers, and 
other members of the care team. 

Initial case conference with 
healthcare provider must be 
conducted within 30 days of program 
enrollment. Ongoing case 
conferences with the primary care 
provider must be conducted at least 
every three months. Patient 
attendance is recommended. May be 
conducted by telephone or 
videoconference.   

Care 
Coordinator 

Navigation 
Client Assistance Administrative activities and tasks 

associated with helping the client gain 
access to healthcare, supportive 
services, housing, entitlements and 
benefits, and other needed services. 
Activities may occur with the client or 
on their behalf and include compiling 
documentation to demonstrate 
eligibility for services, assisting with 
the completion of forms and other 
necessary paperwork, calling to make 
appointments, and other 
administrative tasks required to 
connect the client to needed services.   

No additional standard. Patient 
Navigator 

Accompaniment  Escorting and/or accompanying the 
client to health and supportive service 
appointments. Service may be 
initiated from the client’s home or 
another location, including the site of 
the appointment. Service may 
include: 
● navigating transportation systems 

with clients 
● accompanying clients to help 

them locate the site of service, 
gain entrance, and check in and 
out; and 

Type 1: delivering the service 
requires staff to use transportation.   
Type 2: delivering the service does 
not require staff to use 
transportation.   

Patient 
Navigator 
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Activity Definition Standard Staff 

● language interpretation (where 
permitted), emotional support, 
coaching, and advocacy during 
the appointment. 

Linkage to Services Verification that a client attended an 
appointment or followed through on 
a referral to initiate a relationship 
with a provider of supportive services 
or healthcare services following a 
referral from program staff. This 
includes but is not limited to: harm 
reduction services; services that 
address clients’ basic needs (e.g., 
food, shelter, hygiene 
products/facilities); employment 
services; legal services; psycho-
education counseling; substance 
abuse counseling; dental care; and 
specialty care (e.g., gynecology, 
oncology). 

Attendance must be verified. If the 
client attends unaccompanied, the 
program may verify through contact 
with the client’s provider or via 
patient self-report. 

Patient 
Navigator 

Client Engagement Activities to remind clients of 
upcoming appointments for services 
provided by the program.  Includes 
both phone calls and face-to-face 
reminders. 

Type 1: When service is delivered by 
phone, text message, or email 
message, program staff must achieve 
contact with the client.  Voicemails, 
text messages, and email messages 
that do not receive a response do 
not meet the standard for Client 
Engagement.   
Type 2: Client engagement services 
delivered in the field meet the 
standard even when clients are 
unable to be found. 

Patient 
Navigator 

Outreach for Client 
Reengagement 

Activities to locate an enrolled client 
who, without providing prior 
notification, has missed an 
appointment for health or supportive 
services. Activities may include phone 
calls, letters, text messages, emails, or 
in-person visits to the client’s 
residence or other locations the client 
is known to frequent. 

Outreach for reengagement activities 
should start immediately after the 
first missed appointment. This 
service is reportable only during the 
90 days following the most recent 
missed appointment.   

Patient 
Navigator 

Treatment Adherence 
Health Education 
(individual) 

One-to-one educational session 
covering one or more health 
promotion topics in response to 

For each client enrolled, at least one 
individual or group session must 
occur at least every three months. 

Patient 
Navigator 
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client’s needs and interests.  Sessions 
follow a semi-structured format and 
may cover HIV biology, care 
management, communication with 
providers, substance use, behavioral 
health, social support, harm 
reduction, wellness, adherence to 
care and treatment, and other areas.   

May be conducted by 
videoconference.   

Health Education 
(group) 

Group educational session covering 
one or more health promotion topics. 
Sessions follow a semi-structured 
format and may cover HIV biology, 
care management, communication 
with providers, substance use, 
behavioral health, social support, 
harm reduction, wellness, adherence 
to care and treatment, and other 
areas.   

For each client enrolled, at least one 
individual or group session must 
occur at least every three months. 
Groups must have at least 3 
participants. At least 1 participant 
must be enrolled in the program.   

Patient 
Navigator 

Modified Directly 
Observed Therapy 
(mDOT) 

Observing the client administer 
medication to themselves at their 
home, in the field or the program site, 
according to the care plan.   

mDOT services must appear in care 
plans and describe the type of 
medications observed, site of service 
(in person or video), and frequency. 
mDOT is used to monitor adherence 
to ARVs and to prescribed treatment 
for opportunistic infections, Hepatitis 
C, behavioral health conditions, and 
other conditions as necessary.  
Programs should develop strategies 
to provide mDOT beyond normal 
business hours. At each encounter, 
staff should ask clients to report any 
side effects.   

Patient 
Navigator or 
DOT Specialist 

Immediate 
Initiation of ART 
(iART)  

Initiation of ART on the same day of 
an HIV-positive diagnosis or on the 
same day the program engages with a 
previously diagnosed individual who is 
currently out of care. 

ART must be initiated no later than 
4 days after their diagnosis (for 
newly diagnosed) or after 
engagement with the program 
(for those previously diagnosed). 

 
Patients eligible for iART include:   
• Newly diagnosed patients with a 

positive HIV antibody test or 
Nucleic Acid Amplification Test 
(NAAT). 

• Previously diagnosed patients 
who have never been in care or 
who have been out of care for 9 

Healthcare 
Provider 
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Activity Definition Standard Staff 

months or longer and who are not 
taking ART. 

●  Newly diagnosed patients 
referred by a partner CBO 
targeted testing site (under an 
agreement to provide same-
day/prioritized appointments to 
those referred). 

 

VII. STAFF QUALIFICATIONS 
Staff Title Function Qualifications 

Program 
Director 

● Provides oversight and management of 
the program including monitoring, 
reporting, and quality assurance 
activities.  

● Directly supervises care coordinator(s).  
● Reviews cases during individual 

supervisory sessions and through chart 
review.  

● Responsible for staff and program 
performance reviews.  

● Oversees case finding activities.  
● Serves as a liaison between the agency 

and NYC DOHMH/PHS.  

● Master degree in Public Health, 
Social Work, or Counseling.  

● At least 5 years of work 
experience. 

 

Data Entry 
Specialist  
 

● Enters data into the Electronic System 
for HIV/AIDS Reporting. Evaluation 
(eSHARE) or other data system 
designated by NYC DOHMH for Ryan 
White reporting.  

● Works with program staff in quality 
management activities.  

● Bachelor degree.  
● At least 1 year of experience 

with data entry.  
 

Care 
Coordinator  

● Leads comprehensive orientation, 
assessment, and care planning activities 
when clients are enrolled in the 
program.  

● Verifies eligibility and ensures services 
are not duplicated by another provider 
(or reimbursable by another payer).  

● Supervises and collaborates with the 
patient navigator in ongoing assessment, 
planning, and service delivery.  

● Coordinates with the medical provider to 
incorporate the latest medical treatment 
plan into the client service plan.  

● Bachelor degree.  
● At least 2 years of case 

management experience.  
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Staff Title Function Qualifications 

● Facilitates interdisciplinary case 
conferences with the client’s HIV care 
team.  

Patient 
Navigator  
(at least 3 per 
Care 
Coordinator)  
 

● Provides all home- and field-based 
services, including health education, 
mDOT, and accompaniment to routine 
primary care appointments and other 
healthcare and social service encounters, 
as needed.  

● Participates in planning and assessment 
activities.  

● Provides ongoing navigation and 
support, making appointment reminders 
and linkages to needed services.  

● Provides feedback to other members of 
the healthcare team based on 
observations from the field.  

● At least 12 months experience 
in patient navigation or similar 
field.   

● Certification as a Peer Worker 
by the NYS AIDS Institute Peer 
Certification OR  

● Either case management 
certification by Center for 
Urban Community Services 
(CUCS) or at least 90 hours of 
documented training 
equivalent to those required by 
the NYS Peer Worker 
Certification program OR  

● An Associate degree in human 
services or social work.  

Clarification of qualifications: 
● Patient Navigators currently 

employed by Care 
Coordination Programs who 
have met the current training 
requirements meet the 
minimum required 
qualifications under this 
solicitation.  

● Patient Navigators hired under 
this solicitation who do meet 
all of the training qualifications 
may undergo training to 
achieve certification during the 
first year of their employment 
(paid as a deliverable).  

● NYC DOHMH has a process in 
place to evaluate staff training 
and experience and grant 
waivers to those with 
demonstrated training and 
experience.  

● Programs may submit a waiver 
request and justification.  

Medical 
Provider  
 

● Provides medical care to PWH 
participating in the program.  

● NYS-licensed medical provider 
(MD, DO, PA, or NP).  
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Staff Title Function Qualifications 

● Assesses patients for medical eligibility 
for the program and refers them to the 
program for evaluation and enrollment.  

● Participates in case conferencing.  
● Contributes to the care plan.  
● Evaluates patients for iART (if applicable) 

and prescribes treatment.  
Clinical 
Supervisor  
 

● Meets monthly with all staff providing 
direct services using a trauma-informed 
approach to address – in a structured 
way – challenges or concerns that may 
arise while providing services to clients, 
such as managing triggers, re-
traumatization, safety, boundaries, 
stress management, and work/life 
balance.  

● NYS licensed mental health 
provider (e.g., LCSW, LMSW, 
LMHC, psychiatrist, 
psychologist).  

 

It is encouraged that agencies hire Peers whenever possible; Peers should either be 
certified by the NYS AIDS Institute Peer Worker Certification Program or be supported to 
obtain their certification while working in this capacity. 

We encourage hiring people living with HIV, but staff (including Patient Navigators) must 
not be current clients of the Care Coordination program.  

VIII. CASE CLOSURE 
Case closure practices will vary by program and agency. Each funded program will be 
required to outline their case closure protocols in their scope of services. 
Subrecipient must develop and maintain a policy/procedure for case suspensions and  
closures. Subrecipient must document such reasons in client records and must 
correspond with reasons for case closure as structured in eSHARE (Electronic System for 
HIV/AIDS Reporting & Evaluation). In addition, subrecipient must implement and 
document discharge planning and/or outreach to clients lost to follow-up when 
appropriate. Subrecipient must document all attempts to contact the client before 
closing the case. Cases will be closed when the client’s legal or benefit issue has been 
resolved. Other reasons for closure may include: 
● No new need was identified 
● Client moved/relocated 
● Client requested transfer to another provider 
● Client incarcerated or institutionalized for a certain number of months 
● Client lost to follow up/unsuccessful reengagement efforts for over a period of one, 

but not to exceed nine months 
● Client died 

https://www.hivtrainingny.org/Home/PeerCertification
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IX.      CLIENT RIGHTS AND RESPONSIBILITIES 

Subrecipient is required to provide RWPA clients with a copy of a Client Rights and 
Responsibilities document that informs them of the following: 
● Agency’s client confidentiality policy 
● Agency’s expectations of the client as a consumer of services 
● Client’s right to file a grievance 
● Client’s right to receive no-cost interpreter services 
● Reasons for which a client may be discharged from services, including a due process 

for involuntary discharge 
 
Subrecipient is required to take the necessary actions to ensure that services are 
provided in accordance with the Statement of Consumer Rights and Responsibilities and 
that each client fully understands their rights and responsibilities. Subrecipient must 
document in each client’s medical record when the client is informed of their right and 
provided with a copy of the Client Rights and Responsibilities document.5 

X. GRIEVANCE PROCEDURE 
Subrecipient Grievance Policy 
Subrecipients are required to have their own client grievance policy in place and ensure 
that their clients are aware of the policy.  Grievance procedures should be outlined at 
the agency level. A provider agency grievance procedure ensures that consumers have 
recourse if they feel they are being treated unfairly or inappropriately, or that the 
quality of services received is not up to par. Each agency must distribute a written policy 
that identifies the steps a consumer should follow to file a grievance and how the 
grievance will be handled. The final step of the grievance policy should include 
information on how the consumer may appeal the decision if the consumer’s grievance 
is not settled to their satisfaction within the provider agency. Grievances that are not 
resolved by the agency require involvement of the recipient, who will carry out inquiries 
to address these types of grievances. Agencies must ensure clients have full 
understanding of this policy regardless of literacy or language proficiency. 

Grievance policies are recommended to include clear explanations of the expected 
standard of care, client’s privacy rights, the process through which the grievance will be 
aired at the agency, and a timeline for resolution and contact information for PHS 
should the grievance not be resolved satisfactorily.  

For subrecipients or clients of subrecipients: In order to file a grievance, grievant is 
instructed to call or email Public Health Solutions at: 

o 646-619-6602 

 
5 https://ryanwhite.hrsa.gov/sites/default/files/ryanwhite/resources/manual-part.pdf 

https://ryanwhite.hrsa.gov/sites/default/files/ryanwhite/resources/manual-part.pdf
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o grievance@healthsolutions.org  

 
XI. CULTURAL LINGUISTIC COMPETENCY 

Ensuring culturally and linguistically appropriate services advances health equity, 
improves quality, and helps eliminate healthcare disparities by establishing a blueprint 
for health and healthcare organizations. Subrecipients must provide services that are 
culturally and linguistically responsive based on the National Standards for Culturally 
and Linguistically Appropriate Services (CLAS).6  
 
For the purpose of these standards, culture is defined as the integrated pattern of 
thoughts, communications, actions, customs, beliefs, values, and institutions associated, 
wholly or partially, with racial, ethnic, or linguistic groups, as well as with religious, 
spiritual, biological, geographical, or sociological characteristics. Linguistic services, 
including interpretation (oral) and translation (written) services, must be delivered by a 
qualified linguistic provider.7 

 
XII. PRIVACY AND CONFIDENTIALITY 

Subrecipient will have policies and procedures in place to ensure client confidentiality in 
compliance with all applicable laws (e.g., New York State Public Health Law (27F) and 
federal Health Insurance Portability and Accountability Act (HIPAA) regulations). All 
Subrecipient staff and volunteers who have access to client information must receive 
training in agency confidentiality policy and procedures.8 

 

   

 
6 https://thinkculturalhealth.hhs.gov/clas 
7https://targethiv.org/sites/default/files/file-upload/resources/8 
4.%20Multicultural%20Competence%20in%20HIV%20Planning%20and%20Care%20Use_0.pdf 
8 https://ryanwhite.hrsa.gov/sites/default/files/ryanwhite/resources/manual-part.pdf 

mailto:grievance@healthsolutions.org
https://thinkculturalhealth.hhs.gov/clas
https://targethiv.org/sites/default/files/file-upload/resources/8%204.%20Multicultural%20Competence%20in%20HIV%20Planning%20and%20Care%20Use_0.pdf
https://targethiv.org/sites/default/files/file-upload/resources/8%204.%20Multicultural%20Competence%20in%20HIV%20Planning%20and%20Care%20Use_0.pdf
https://ryanwhite.hrsa.gov/sites/default/files/ryanwhite/resources/manual-part.pdf
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Developed by: HIV Care and Treatment Program (Recipient of Ryan White Part A Program) 

Approved by: The HIV Health and Human Service Planning Council of NY on 04/27/2023 

I. INTRODUCTION TO SERVICES 
Emergency Financial Assistance (EFA) facilitate access to care for people with HIV (PWH) 
by providing one-time or short-term financial assistance for essential items or services 
necessary to improve health outcomes, including utilities, housing, food, transportation, 
or medications when other funding sources are not available. 

EFA is a direct payment made to an agency or through a voucher program. Clients who 
qualify for EFA can receive up to $5,000 per household over a 12-month period. 
Organizations should establish linkages with and make referrals to ongoing assistance 
(i.e., other RWPA programs, HOPWA, ADAP, Medicaid, DSS, etc.) for program 
participants. 

II. PURPOSE OF SERVICES 
While medical care and treatment options for PWH have improved, factors associated 
with poor health outcomes persist. These include being of a racial/ethnic group 
disproportionately impacted by HIV/AIDS, being of a lower socioeconomic status, and 
being homeless or unstably housed.1 The interaction of these factors (in addition to 
others) increases the likelihood that one will have a delayed initiation and/or lack of HIV 
care and treatment. 

The removal of barriers associated with access to antiretroviral therapy (ART), 
continuous engagement in medical care, and consistent adherence to ART is paramount 
in helping PWH achieve and maintain viral load suppression. EFA seeks to address these 
barriers by providing short-term financial assistance when evidence of an emergency 
situation is present, subject to payer of last resort requirements. Short-term emergency 
financial assistance is for essential services including utilities, housing, food (including 
groceries and food vouchers), or medications, provided to clients with limited frequency 
and for limited periods of time. 

III. DEFINITION OF SERVICES 
Emergency Financial Assistance is funded through the Ryan White Part A (RWPA) 
Support Services category. According to the United States Health Resources and 
Services Administration (HRSA) HIV/AIDS Bureau (HAB): 

Emergency Financial Assistance provides limited one-time or short-term payments to  
assist an HRSA RWHAP client with an urgent need for essential items or services  

 
1 Aidala, A., Yomogida, M., Kim, J. Housing Need and Housing Assistance in New York City and Tri-County Region. CHAIN 2016-1 
CHAIN Briefing, March 2016.   



RYAN WHITE HIV/AIDS PROGRAM PART A   

Page 2 of 6 
 

SERVICE STANDARDS: EMERGENCY FINANCIAL ASSISTANCE 

 
necessary to improve health outcomes, including utilities, housing, food (including  
groceries and food vouchers), transportation, medication not covered by an AIDS  
Drug Assistance Program or AIDS Pharmaceutical Assistance, or another HRSA  
RWHAP-allowable cost needed to improve health outcomes.  

Program Guidance 
● Emergency Financial Assistance must occur as a direct payment to an agency or 

through a voucher program. 
● Emergency Financial Assistance funds used to pay for otherwise allowable HRSA 

RWHAP services must be accounted for under the Emergency Financial Assistance 
category.  

● Direct cash payments to clients are not permitted. 
● Continuous provision of an allowable service to a client must not be funded 

through Emergency Financial Assistance. 

Programs funded in the New York eligible metropolitan area (NY EMA) for New York City 
have experience serving PWH and providing emergency financial assistance services. 
They are co-located or have established linkages with programs providing early 
intervention services, medical care, mental health, alcohol and substance use services, 
housing programs, food and nutrition services, and others including non-medical case 
management, supportive counseling and family stabilization services, health education 
and risk reduction, and navigation, linkage, and reengagement services. Programs have 
procedures and protections in place to manage effective accounting of payments made 
through an EFA program and ensure EFA resources are available to clients throughout 
the contract year. 

IV. GOALS OF SERVICES 
The overarching goal of this service category is to provide short term financial assistance 
for essential services including utilities, housing, food (including groceries and food 
vouchers), or medications, provided to clients with limited frequency and for limited 
periods of time to remove barriers to care. 

The objectives of the program are to: 
● Enhance efforts that ensure access to adequate, stable housing that is affordable and 

accessible, transportation, employment, nutrition, substance abuse treatment, 
mental health services, and childcare, as appropriate, and 

● Reduce HIV related disparities and health inequities by supporting the coordination 
of, and access to, additional resources directed at addressing the HIV-related social 
determinants of health. 
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V. CLIENT ELIGIBILITY 

Clients seeking services under Ryan White-funded EFA programs must meet the 
minimum eligibility requirements for Ryan White services.2 These are: 

1. HIV-positive status 
2. Residency in the NY EMA and  
3. Maximum household income at 500% of the Federal Poverty Level 

 
Program Enrollment Criteria 
In addition to the general Ryan White eligibility criteria, priority should be given to 
persons with any of the criteria listed below: 
● Individuals who present an emergency need when evidence of emergency situations 

is presented, subject to payer of last resort requirements. 

RWPA funds must not be used to provide the services to individuals known to be HIV 
negative or to have an unknown HIV status, except in very limited cases for affected 
family members, partners, and caregivers, and only when such services directly benefit 
the person. Affected individuals (people not identified with HIV) may be eligible for 
HRSA RWHAP services in limited situations, but these services for affected individuals 
must always benefit PWH.3  
 

VI. SERVICE ACTIVITIES AND STANDARDS 

The table below outlines reimbursable services for this service category. Each service 
activity is explained under the “Definition” column, with additional guidance and 
guidelines outlined under “Standard.” Program staff responsible for the delivery of each 
service are detailed under the column titled “Staff.”  

Activity Definition Standard Staff 
Assessment and Planning 

Intake 
Assessment 

Brief interview to collect demographic, 
HIV-related information, and information 
documenting necessity for emergency 
financial services. 

Intake assessment must be completed 
within 45 days of program enrollment. 

Program 
Coordinator 

Navigation 
Referral Information provided to clients so that 

they may access needed services including 
health, legal, mental health, medical and 
non-medical case management, housing, 
and substance use services. 

Referrals must be completed by a staff 
member approved by DOHMH.   
Create, maintain, and promote a 
referral network to address client 
specific needs. Provide referrals based 
on needs identified during initial intake 

Program 
Coordinator 

 
2  
3 HIV/AIDS Bureau. Ryan White HIV/AIDS program services:  eligible individuals & allowable use of funds. Policy clarification notice 
#16-02 (revised 10/22/18).https://ryanwhite.hrsa.gov/sites/default/files/ryanwhite/grants/service-category-pcn-16-02-final.pdf 

https://ryanwhite.hrsa.gov/sites/default/files/ryanwhite/grants/service-category-pcn-16-02-final.pdf
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Activity Definition Standard Staff 

assessment, case conferences and 
confirm referral was successful. 

Fiscal Assistance 
Emergency 
Assistance 
Payment 

Provide short-term, limited assistance 
with utilities, housing, food (including 
groceries and food vouchers), or 
medications. Clients deemed eligible for 
Emergency Assistance Payments may 
receive up to $5000 per household over a 
12-month period.   

Documentation of evidence of need for 
Emergency Assistance Payment needed 

Accountant 

 

VII. STAFF QUALIFICATIONS 
The program is recommended to have staffing capacity as indicated below: 

Staff Title Function Qualifications 
Program 
Coordinator 

● Provides oversight and management of the program, 
including monitoring, reporting and quality 
assurance activities. 

● Provides supervision and oversight of (1) accountant 
for all programmatic fiscal monitoring. 

● Bachelor’s degree 
● At least 2 years of 

experience 
managing services 
for priority 
populations 

Accountant 
 

● Responsible for tracking housing payment requests, 
tracking program income revenue (client rent 
payments), assessing allowable expenses, submitting 
check requests to accounting department, obtaining 
authorizing signatures, issuing checks, verifying 
payments made, and reconciling checking accounts.  

● Responsible for financial audit of Emergency 
Financial Assistance program. 

● Bachelor’s degree in 
accounting (or 
related) degree 

● At least 24 months of 
experience working in 
non-profit 
organizations 

 

It is encouraged that agencies hire Peers whenever possible; Peers should either be 
certified by the NYS AIDS Institute Peer Worker Certification Program or be supported to 
obtain their certification while working in this capacity. 

The NY EMA encourages hiring people living with HIV, but staff must not be current 
clients of the Emergency Financial Assistance program.  

VIII. CASE CLOSURE 
Case closure practices will vary by program and agency. Each funded program will be 
required to outline their case closure protocols in their scope of services.  
 
Subrecipient must develop and maintain a policy/procedure for case suspensions and  

https://www.hivtrainingny.org/Home/PeerCertification
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closures. Subrecipient must document such reasons in client records and must 
correspond with reasons for case closure as structured in eSHARE (Electronic System for 
HIV/AIDS Reporting & Evaluation). In addition, subrecipient must implement and 
document discharge planning and/or outreach to clients lost to follow-up when 
appropriate. Subrecipient must document all attempts to contact the client before 
closing the case. Cases will be closed when the client’s legal or benefit issue has been 
resolved. Other reasons for closure may include: 

● No new need was identified 
● Client moved/relocated 
● Client requested transfer to another provider 
● Client incarcerated or institutionalized for a certain number of months 
● Client lost to follow up/unsuccessful reengagement efforts for over a period of 

one, but not to exceed nine months 
● Client died 

IX. CLIENT RIGHTS AND RESPONSIBILITIES 
Subrecipient is required to provide RWPA clients with a copy of a Client Rights and 
Responsibilities document that informs them of the following: 

● Agency’s client confidentiality policy 
● Agency’s expectations of the client as a consumer of services 
● Client’s right to file a grievance 
● Client’s right to receive no-cost interpreter services 
● Reasons for which a client may be discharged from services, including a due 

process for involuntary discharge 

Subrecipient is required to take the necessary actions to ensure that services are 
provided in accordance with the Statement of Consumer Rights and Responsibilities and 
that each client fully understands their rights and responsibilities. Subrecipient must 
document in each client’s medical record when the client is informed of their right and 
provided with a copy of the Client Rights and Responsibilities document.4 

X. GRIEVANCE PROCEDURE 
Subrecipient Grievance Policy 
Subrecipients are required to have their own client grievance policy in place and ensure 
that their clients are aware of the policy.  Grievance procedures should be outlined at 
the agency level. A provider agency grievance procedure ensures that consumers have 
recourse if they feel they are being treated unfairly or inappropriately, or that the 
quality of services received is not up to par. Each agency must distribute a written policy 
that identifies the steps a consumer should follow to file a grievance and how the 
grievance will be handled. The final step of the grievance policy should include 

 
4 https://ryanwhite.hrsa.gov/sites/default/files/ryanwhite/resources/manual-part.pdf 

https://ryanwhite.hrsa.gov/sites/default/files/ryanwhite/resources/manual-part.pdf
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information on how the consumer may appeal the decision if the consumer’s grievance 
is not settled to their satisfaction within the provider agency. Grievances that are not 
resolved by the agency require involvement of the recipient, who will carry out inquiries 
to address these types of grievances. Agencies must ensure clients have full 
understanding of this policy regardless of literacy or language proficiency. 

Grievance policies are recommended to include clear explanations of the expected 
standard of care, client’s privacy rights, the process through which the grievance will be 
aired at the agency, and a timeline for resolution and contact information for PHS 
should the grievance not be resolved satisfactorily.  

● For subrecipients or clients of subrecipients: In order to file a grievance, 
grievant is instructed to call or email Public Health Solutions at: 

o 646-619-6602 
o grievance@healthsolutions.org  

XI. CULTURAL LINGUISTIC COMPETENCY 
Ensuring culturally and linguistically appropriate services advances health equity, 
improves quality, and helps eliminate healthcare disparities by establishing a blueprint 
for health and healthcare organizations. Subrecipients must provide services that are 
culturally and linguistically responsive based on the National Standards for Culturally 
and Linguistically Appropriate Services (CLAS).5  
 
For the purpose of these standards, culture is defined as the integrated pattern of 
thoughts, communications, actions, customs, beliefs, values, and institutions associated, 
wholly or partially, with racial, ethnic, or linguistic groups, as well as with religious, 
spiritual, biological, geographical, or sociological characteristics. Linguistic services, 
including interpretation (oral) and translation (written) services, must be delivered by a 
qualified linguistic provider.6 

XII. PRIVACY AND CONFIDENTIALITY 
Subrecipient will have policies and procedures in place to ensure client confidentiality in 
compliance with all applicable laws (e.g., New York State Public Health Law (27F) and 
federal Health Insurance Portability and Accountability Act (HIPAA) regulations). All 
Subrecipient staff and volunteers who have access to client information must be receive 
training in agency confidentiality policy and procedures.7 
 

 
5 https://thinkculturalhealth.hhs.gov/clas 
6https://targethiv.org/sites/default/files/file-upload/resources/8 
4.%20Multicultural%20Competence%20in%20HIV%20Planning%20and%20Care%20Use_0.pdf 
7 https://ryanwhite.hrsa.gov/sites/default/files/ryanwhite/resources/manual-part.pdf 

mailto:grievance@healthsolutions.org
https://thinkculturalhealth.hhs.gov/clas
https://targethiv.org/sites/default/files/file-upload/resources/8%204.%20Multicultural%20Competence%20in%20HIV%20Planning%20and%20Care%20Use_0.pdf
https://targethiv.org/sites/default/files/file-upload/resources/8%204.%20Multicultural%20Competence%20in%20HIV%20Planning%20and%20Care%20Use_0.pdf
https://ryanwhite.hrsa.gov/sites/default/files/ryanwhite/resources/manual-part.pdf
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I. INTRODUCTION TO SERVICES 
Food and Nutrition programs provide food and meals as well as services designed to 
build clients’ knowledge, skills, and independence around healthy eating and nutrition.  
Services include home-delivered meals, food pantries, congregate meals, and vouchers 
to purchase food and nutritional services –like supplements and counseling– that are 
delivered by a registered dietitian.   

II. PURPOSE OF SERVICES 
Food insecurity is defined as the limited or uncertain availability of nutritionally 
adequate, safe foods or the inability to acquire personally acceptable foods in a socially 
acceptable manner.1      Among people with HIV (PWH), food insecurity is associated 
with poor engagement with HIV care, more emergency room visits and inpatient stays, 
and poorer health outcomes including unsuppressed viral load and increased morbidity 
and mortality.2 In a longitudinal study of PWH receiving medical and social services in 
NY, those whose food security was resolved via services were less likely to have missed 
appointments, have a detectable viral load, or use acute care, compared to those who 
remained food insecure.3 In addition, studies have linked food insecurity with 
depression in PWH. Approximately one-third of PWH receiving care and treatment 
services in the U.S. have symptoms of major depression, which has been linked to 
increased rates of HIV disease progression, treatment nonadherence, and higher acute 
healthcare utilization.4  
 
A considerable amount of research not only demonstrates that food insecurity 
disproportionately impacts PWH but documents that insufficient food can also 
undermine social relationships due to feelings of anxiety, alienation, and low self-
efficacy. PWH who are food insecure predominantly live in neighborhoods with limited 
access to resources that promote health and wellness. According to Palar (2015), the 
uncertainty about food supply, coping with food deprivation or poor diet quality, and 

 
1 A. Anema, S.D. Weiser, K.A. Fernandes, E. Ding, E.K. Brandson, A. Palmer, J.S.G. Montaner & R.S. Hogg (2011) High prevalence of food insecurity 
among HIV-infected individuals receiving HAART in a resource-rich setting, AIDS Care, 23:2, 221-230, DOI: 10.1080/09540121.2010.498908. 
2 Aidala A, A Yomogida M, and the HIV Food & Nutrition Study Team (2011). Fact Sheet #1: HIV/AIDS, Food & Nutrition Service Needs and Health 
Outcomes. Community Health Advisory Brief Report. Available at: New York Health & Human Services Planning Council. 
http://www.nyhiv.com/pdfs/chain/Food%20Need%20Medical%20Care_factsheet%20v8.pdf 
3 Aidala A,A Yomogida M, Miller R, and the HIV Food & Nutrition Study Team (2013). Fact Sheet #2: Who Needs Food & Nutrition Services and 
Where Do They Go for Help? Community Health Advisory Brief Report. Available at: New York Health & Human Services Planning Council. 
http://www.nyhiv.com/pdfs/chain/Food%20Need%20Medical%20Care_factsheet%20v8.pdf 
4 Palar, K., Kushel, M., Frongillo, E. A., Riley, E. D., Grede, N., Bangsberg, D., & Weiser, S. D. (2015). Food Insecurity is Longitudinally Associated 
with Depressive Symptoms Among Homeless and Marginally-Housed Individuals Living with HIV. AIDS and behavior, 19(8), 1527-34. 
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the need to obtain food in ways that may not be socially acceptable may provoke 
emotional distress that can impair immune functioning and thus worsen health 
outcomes. Therefore, linking PWH to support services like food and nutrition programs 
can help facilitate linkage to and engagement in care, and improve physical and mental 
health conditions associated with being formerly food insecure. 
 
The purpose of this food program is to address the nutritional needs and food insecurity 
among RWPA clients in the NY EMA by providing Food and Nutrition services that are 
nutritionally and culturally appropriate and meet the dietary and preparatory needs of 
clients, as well as their ability to safely consume healthy food. 
 

III. DEFINITION OF SERVICES 
The Food and Nutrition Services Program (FNS) is funded through the RWPA Food 
Bank/Home Delivered Meals service category. According to the United States Health 
Resources and Services Administration (HRSA) HIV/AIDS Bureau (HAB): 
 
Food Bank/Home Delivered Meals refers to the provision of actual food items, hot meals, 
or a voucher program to purchase food. This also includes the provision of essential non-
food items that are limited to the following:  
• Personal hygiene products  
• Household cleaning supplies  
• Water filtration/purification systems in communities where issues of water safety 

exist5 
 

FNS programs funded in the New York EMA for New York City should identify and address the 
nutritional needs and food insecurity of eligible clients by providing nutritional counseling and 
education (incorporating medical nutrition therapy or other client-centered approaches), 
home-     delivered meals, congregate meals, pantry bags (including the availability of 
emergency pantry bags provided at intake), and vouchers. Food and Nutrition services 
programs must be nutritionally and culturally appropriate in accordance with the National CLAS 
Standards,      medically tailored, and      provided in a non-judgmental, client-centered manner. 
When developing menus for meals and the contents of food pantry bags, programs should 
consult the Food is Medicine Coalition6 (FIMCSM) standards.7      Programs must also include the 
provision of essential household supplies –      such as hygiene items and household cleaning 
supplies –      not covered by other funding sources. 

 

 
5 HIV/AIDS Bureau.  Ryan White HIV/AIDS program services:  eligible individuals & allowable use of funds. Policy clarification 
notice #16-02 (revised 10/22/18https://ryanwhite.hrsa.gov/sites/default/files/ryanwhite/grants/service-category-pcn-16-02-
final.pdf). 
6 http://www.fimcoalition.org/  
7 Nutrition+Standards+Update+.pdf (squarespace.com) 

https://ryanwhite.hrsa.gov/sites/default/files/ryanwhite/grants/service-category-pcn-16-02-final.pdf
https://ryanwhite.hrsa.gov/sites/default/files/ryanwhite/grants/service-category-pcn-16-02-final.pdf
http://www.fimcoalition.org/
https://static1.squarespace.com/static/580a7cb9e3df2806e84bb687/t/60aba6983e769823ae9b1f35/1621862040680/Nutrition+Standards+Update+.pdf
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IV. GOALS OF SERVICES 
The goals of the program are to:   
● Reduce the proportion of people with HIV who are food insecure by providing 

nutritious food.  
● Provide Medical Nutrition Therapy (MNT) to those who are in need.  
● Promote access to and maintenance in HIV-specific medical care.  
● Increase the proportion of clients with an undetectable viral load and to improve 

overall immunological health.  
● Increase the proportion of diagnosed individuals who are engaged (i.e., via referrals 

and/or linkages) in primary care and have an optimal level of ART adherence.  
● Reduce preventable morbidity and mortality.  
● Reduce (and then maintain below significance) socio-demographic differences in: 

o linkage to and retention in primary medical care 
o viral suppression, and  
o HIV-related morbidity and mortality. 

 

V. CLIENT ELIGIBILITY 
Clients seeking Ryan White-funded FNS Program services must meet the minimum 
eligibility requirements for Ryan White services.      These are: 

1. HIV-positive status 
2. Residency in the NY EMA, and  
3. Maximum household income at 500% of the Federal Poverty Level. 

 
Program Enrollment Criteria 
In addition to the general Ryan White client eligibility criteria, eligibility for FNS requires 
meeting the criteria listed below: 
● Demonstrate food insecurity as identified through a standardized form of 

assessment approved by the NYC DOHMH 
● Have limited access to food that is nutritious and appropriate for their dietary needs, 

or  
● Present with a need for medical nutrition therapy 
● For home-delivered meals, clients must also be unable to shop for and prepare 

meals for themselves according to the assessment of a Registered Dietician.  
 
In the event of waitlists or allocation reductions to this service category, NYC DOHMH 
reserves the right to restrict eligibility to prioritize populations who present with the 
most need.  

RWPA funds must not be used to provide the services to individuals known to be HIV 
negative or to have an unknown HIV status, except in very limited cases for affected 
family members, partners, and caregivers, and only when such services directly benefit 
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the person. Affected individuals (people not identified with HIV) may be eligible for 
HRSA RWHAP services in limited situations, but these services for affected individuals 
must always benefit PWH.8  

VI. SERVICE ACTIVITIES AND STANDARDS 
The table below outlines reimbursable services for this service category. Each service 
activity is explained under the “Definition” column, with additional guidance and 
guidelines outlined under “Standard.” Program staff responsible for the delivery of each 
service are detailed under the column titled “Staff.”  
 

Activity Definition Standard Staff 
Planning and Assessment  

Intake 
Assessment 

Initial assessment of health, 
psychosocial status, and service 
needs to facilitate plan 
development.      May include:   
● Documenting eligibility for 

services and obtaining 
information for program 
enrollment. 

● Gathering demographic data, 
HIV diagnosis information, 
insurance coverage information, 
and involvement in criminal 
justice system. 

● Evaluating financial and housing 
status, substance use, mental 
health, risk behavior, and 
general health and well-being.  

Intake assessment must be 
completed within 45 days of 
program enrollment. 

Program 
Coordinator 

Reassessment Follow-     up assessment to re-
evaluate and record client eligibility, 
engagement in care and services, 
emerging health and service needs, 
progress towards achieving plan 
goals, substance use, mental health, 
and risk behaviors. Re-assessment 
facilitates service plan updates. 

Reassessment must occur at 
least every six months and 
evaluate food insecurity, food 
preparation capabilities, and 
access to other food programs. 

Program 
Coordinator 

Nutritional Services  

 
8 HIV/AIDS Bureau.  Ryan White HIV/AIDS program services:  eligible individuals & allowable use of funds. Policy clarification 
notice #16-02 (revised 10/22/18). https://ryanwhite.hrsa.gov/sites/default/files/ryanwhite/grants/service-category-pcn-16-02-
final.pdf 

https://ryanwhite.hrsa.gov/sites/default/files/ryanwhite/grants/service-category-pcn-16-02-final.pdf
https://ryanwhite.hrsa.gov/sites/default/files/ryanwhite/grants/service-category-pcn-16-02-final.pdf
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Activity Definition Standard Staff 

Comprehensive 
Nutritional 
Assessment 

Evaluation of nutritional status to 
facilitate development of dietary 
recommendations and counseling 
interventions. The evaluation may 
elicit information from clients about 
nutritional conditions, diet, co     
morbidities, medication utilization, 
oral health, and social and 
behavioral factors influencing their 
nutritional status. 

No additional standard. Registered 
Dietitian 

Nutritional 
Counseling 
w/Supplements 

Individual counseling to address 
dietary recommendations and 
health needs and provide support 
according to standard professional 
guidelines.  
 
During counseling sessions, clients 
with a demonstrated medical need 
are also provided nutritional 
supplements. 

To receive supplements, clients 
must have a documented 
nutritional plan developed and 
maintained by the program’s 
Registered Dietician.  
 
Supplements may only be 
distributed as determined 
necessary by nutritional 
screening. 

Registered 
Dietitian 

Nutritional 
Counseling w/o 
Supplements 

Individual counseling to address 
dietary recommendations and 
provide support according to 
standard professional guidelines. 

No additional standard. Registered 
Dietitian 

Nutritional 
Education Group 

Group education to improve 
knowledge and understanding of 
nutritional issues and of the 
relationships among nutrition, 
illness, and treatment. May also 
offer lessons on how to prepare and 
cook healthy and balanced meals. 

Groups must have at least 3 
participants. At least 1 
participant must be enrolled in 
the program. 

Registered 
Dietitian 

Food Services 
Voucher Gift cards that may be used to 

purchase food and other allowable 
items. 

Vouchers must be in the form of 
gift cards with a value equivalent 
to the amount needed to 
prepare at least 7 complete, 
well-balanced meals for a single 
person as defined by FIMCSM 

nutritional standards or other 
evidence-based guidelines 
(minimum value: $60). Clients 
must present receipts from their 

Program 
Coordinator 
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Activity Definition Standard Staff 

purchases to program staff at the 
following visit to ensure that only 
allowable purchases were made. 
Allowable purchases include: 
nutritious food items, kitchen 
cleaning supplies, food storage 
supplies, hygiene products, and 
household products. Vouchers 
must not be used to purchase 
alcohol or tobacco. Vouchers 
redeemable for cash are not 
permitted. 

Congregate Meal Meals provided in a group setting 
offering food options that are 
nutritionally suitable for the 
population served. 

Each meal must meet at least 1/3 
of the daily recommended 
nutritional value for a heart- 
healthy diet as defined by 
FIMCSM nutritional standards or 
other evidence-based guidelines 
for heart health. 

Registered 
Dietician  
 
Chef 
 
Dietary Aide 
 

Home-Delivered 
Meals 

Meals delivered to clients who are 
unable to shop and prepare food for 
themselves. 

Meals are tailored to each 
client’s medical and nutritional 
requirements and may be 
modified as to content and 
texture. Each meal must meet at 
least 1/3 of the daily 
recommended nutritional value 
as defined by FIMCSM nutritional 
standards or other evidence-
based guidelines. If not delivered 
hot, meals should have 
instructions for warming and/or 
storing     . Program staff must 
confirm that the client has the 
ability and facilities available to 
warm and/or store according to 
instructions. 

Registered 
Dietician  
 
Driver 
 
Dietary Aide 
 
Chef 

Pantry Bag 
Distribution 

Distribution of groceries (dry goods 
and fresh produce) that allow clients 
to prepare well-balanced meals. 

Bags can include either (1) 
prepackaged contents, or  
(2) contents selected by clients 
from a selection of nutritionally 
suitable items. Contents of 
pantry bags should be sufficient 
to prepare 7 nutritionally 

Registered 
Dietician  
 
Program 
Coordinator 
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Activity Definition Standard Staff 

balanced, whole meals, per 
FIMCSM nutritional standards (or 
other evidence-based guidelines) 
for a single person. Bag contents 
should be compatible with each 
client’s ability to prepare meals 
and store food and include 
staples needed to prepare meals 
(e.g., oil, seasoning). 

 

VII. STAFF QUALIFICATIONS 
Staff Title Function Qualifications 

Program 
Manager 

● Responsible for day-to-day 
oversight and 
implementation of the 
program.  

● Supervises the program 
coordinator in performing the 
eligibility review, 
assessments, and screenings, 
and makes referrals when 
necessary.  

● Provides backup to the 
Program Coordinator and 
other staff, as needed.  

● Bachelor of Arts/Science degree. 
● Experience working with PWH. 
● Experience managing similar services. 
 

Registered 
Dietician 

● Provides expert planning and 
oversight of food services 
programs.  

● Performs nutritional 
assessment and screenings 
and makes referrals when 
necessary.  

● Designs or approves 
nutritional education 
materials and curricula and 
develops and follows service 
plans based on client needs.  

● May be full-time, part-time, 
or consultant. 

● Must be a Registered Dietitian (RD), a 
Certified Dietitian/Nutritionist (CDN), 
a Registered Dietitian Eligible (RDE), 
or a Dietetic Intern supervised by an 
RD.  

● Experience working with PWH and 
experience managing similar services 
is preferred. 
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Staff Title Function Qualifications 

Program 
Coordinator 

● Performs eligibility review, 
assessments, and screenings.  

● Provides support to clients 
under the guidance of the RD 
or equivalent.  

● Coordinates and manages 
congregate meals, pantry 
bags, food voucher programs, 
and delivery of home-
delivered meals to clients. 

●      Coordinates with other 
providers, including primary 
care, as needed.  

● Assists with delivery of 
nutritional group education 
services. 

● Collects, maintains, and 
communicates information 
about clients’ dietary 
requirements.  

● Distributes nutritional 
supplements as directed by 
RD or equivalent. 

● Bachelor of Arts/Science degree with 
experience coordinating/managing 
similar services OR 

● Associate degree and four years of 
experience coordinating/managing 
similar services. 

● General knowledge of nutrition 
services. 

 

Chef ● Prepares menus and home-
delivered and congregate 
meals based on guidance 
from RD.  

● Oversees preparation of food 
by kitchen staff.  

● May be full-time or part-time, 
based on needs of the 
program. 

● Training and certification in food 
preparation, as required by law. 

● Experience providing similar food 
planning and/or preparation services. 

● Experience planning and/or preparing 
meals for PWH or populations with 
specific dietary needs. 

Dietary Aide ● Works at the direction of the 
Chef in the planning and 
preparation of home-
delivered and congregate 
meals. 

● Assists with the preparation 
of menus.  

● May be full-time or part-time, 
based on program needs     . 

● Training and certification in food 
preparation as required by law. 

● Experience providing similar services.  
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Staff Title Function Qualifications 

Driver ● Delivers meals to clients’ 
homes. 

 

● Current New York State driver’s 
license with no record of previous 
major driving offenses. 

 

In addition to meeting the education and training expectations, staff members must 
hold the appropriate certificates, as required by local and State law (e.g., Food Handling 
Certification). 

It is encouraged that agencies hire Peers whenever possible; Peers should either be 
certified by the NYS AIDS Institute Peer Worker Certification Program or be supported to 
obtain their certification while working in this capacity. 

We encourage hiring people living with HIV, but staff must not be current clients of the 
FNS program. 

CASE CLOSURE 
Case closure practices will vary by program and agency. Each funded program will be 
required to outline their case closure protocols in their scope of services. 
Subrecipient must develop and maintain a policy/procedure for case suspensions and  
closures. Subrecipient must document such reasons in client records and must 
correspond with reasons for case closure as structured in eSHARE (Electronic System for 
HIV/AIDS Reporting & Evaluation). In addition, subrecipient must implement and 
document discharge planning and/or outreach to clients lost to follow-up when 
appropriate. Subrecipient must document all attempts to contact the client before 
closing the case. Cases will be closed when the client’s legal or benefit issue has been 
resolved. Other reasons for closure may include: 

● No new need was identified 
● Client moved/relocated 
● Client requested transfer to another provider 
● Client incarcerated or institutionalized for a certain number of months 
● Client lost to follow up/unsuccessful reengagement efforts for over a period of    
one, but not to exceed nine months 
● Client died. 

VIII.  
IX. CLIENT RIGHTS AND RESPONSIBILITIES 

Subrecipient is required to provide RWPA clients with a copy of a Client Rights and 
Responsibilities document that informs them of the following: 

● Agency’s client confidentiality policy 
● Agency’s expectations of the client as a consumer of services 
● Client’s right to file a grievance 
● Client’s right to receive no-cost interpreter services 

https://www.hivtrainingny.org/Home/PeerCertification
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● Reasons for which a client may be discharged from services, including a due 
process for involuntary discharge 

 
Subrecipient is required to take the necessary actions to ensure that services are 
provided in accordance with the Statement of Consumer Rights and Responsibilities and 
that each client fully understands their rights and responsibilities. Subrecipient must 
document in each client’s medical record when the client is informed of their right and 
provided with a copy of the Client Rights and Responsibilities document.9 

X. GRIEVANCE PROCEDURE  
Subrecipient Grievance Policy 
Subrecipients are required to have their own client grievance policy in place and ensure 
that their clients are aware of the policy.  Grievance procedures should be outlined at 
the agency level. A provider agency grievance procedure ensures that consumers have 
recourse if they feel they are being treated unfairly or inappropriately, or that the 
quality of services received is not up to par. Each agency must distribute a written policy 
that identifies the steps a consumer should follow to file a grievance and how the 
grievance will be handled. The final step of the grievance policy should include 
information on how the consumer may appeal the decision if the consumer’s grievance 
is not settled to their satisfaction within the provider agency. Grievances that are not 
resolved by the agency require involvement of the recipient, who will carry out inquiries 
to address these types of grievances. Agencies must ensure clients have full 
understanding of this policy regardless of literacy or language proficiency. 

Grievance policies are recommended to include clear explanations of the expected 
standard of care, client’s privacy rights, the process through which the grievance will be 
aired at the agency, and a timeline for resolution and contact information for PHS 
should the grievance not be resolved satisfactorily.  

● For subrecipients or clients of subrecipients: In order to file a grievance, 
grievant is instructed to call or email Public Health Solutions at: 

o 646-619-6602 
o grievance@healthsolutions.org  

XI. CULTURAL AND LINGUISTIC COMPETENCY 
Ensuring culturally and linguistically appropriate services advances health equity, 
improves quality, and helps eliminate healthcare disparities by establishing a blueprint 
for health and healthcare organizations. Subrecipients must provide services that are 

 
9 https://ryanwhite.hrsa.gov/sites/default/files/ryanwhite/resources/manual-part.pdf 

mailto:grievance@healthsolutions.org
https://ryanwhite.hrsa.gov/sites/default/files/ryanwhite/resources/manual-part.pdf
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culturally and linguistically responsive based on the National Standards for Culturally 
and Linguistically Appropriate Services (CLAS).10  
 
For the purpose of these standards, culture is defined as the integrated pattern of 
thoughts, communications, actions, customs, beliefs, values, and institutions associated, 
wholly or partially, with racial, ethnic, or linguistic groups, as well as with religious, 
spiritual, biological, geographical, or sociological characteristics. Linguistic services, 
including interpretation (oral) and translation (written) services, must be delivered by a 
qualified linguistic provider.11 

XII. PRIVACY AND CONFIDENTIALITY 
Subrecipient will have policies and procedures in place to ensure client confidentiality in 
compliance with all applicable laws (e.g., New York State Public Health Law (27F) and 
federal Health Insurance Portability and Accountability Act (HIPAA) regulations). All 
subrecipient staff and volunteers who have access to client information must receive 
training in agency confidentiality policy and procedures.12 

 

 

 
10 https://thinkculturalhealth.hhs.gov/clas 
11https://targethiv.org/sites/default/files/file-upload/resources/8 
4.%20Multicultural%20Competence%20in%20HIV%20Planning%20and%20Care%20Use_0.pdf 
12 https://ryanwhite.hrsa.gov/sites/default/files/ryanwhite/resources/manual-part.pdf 

https://thinkculturalhealth.hhs.gov/clas
https://targethiv.org/sites/default/files/file-upload/resources/8%204.%20Multicultural%20Competence%20in%20HIV%20Planning%20and%20Care%20Use_0.pdf
https://targethiv.org/sites/default/files/file-upload/resources/8%204.%20Multicultural%20Competence%20in%20HIV%20Planning%20and%20Care%20Use_0.pdf
https://ryanwhite.hrsa.gov/sites/default/files/ryanwhite/resources/manual-part.pdf
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Service Standards: Harm Reduction Services 

Developed by: HIV Care and Treatment Program (Recipient of Ryan White Part A Program) 

Approved by: HIV Health and Human Service Planning Council of NY on 4/24/2025 

I. HRSA DEFINITION OF SERVICES 

Harm Reduction (HRD) Services are funded through the Ryan White HIV/AIDS Program 

(RWHAP) Part A Substance Abuse Outpatient Care service category. According to the 

United States Health Resources and Services Administration (HRSA) HIV/AIDS Bureau 

(HAB)1: 

Substance Abuse Outpatient Care is the provision of outpatient services for the treatment 

of drug or alcohol use disorders. Activities under Substance Abuse Outpatient Care service 

category include: 

• Screening 

• Assessment 

• Diagnosis, and/or 

• Treatment of substance use disorder, including: 

o Pretreatment/recovery readiness programs 

o Harm reduction 

o Behavioral health counseling associated with substance use disorder 

o Outpatient drug-free treatment and counseling 

o Medication assisted therapy 

o Neuro-psychiatric pharmaceuticals 

o Relapse prevention 

Acupuncture therapy may be allowable under this service category only when, as part of a 

substance use disorder treatment program funded under the HRSA RWHAP, it is included in 

a documented plan. Syringe access services are allowable, to the extent that they comport 

with current appropriations law and applicable HHS guidance, including HRSA- or HAB-

specific guidance.  

II. GOALS OF SERVICES 

The goals of the HRD program are to:  

1. Improve the behavioral health and quality of life of people with HIV (PWH).   

2. Improve HIV care outcomes across the HIV care continuum. 

3. Provide linkages to medical and support services that address the co-occurring 

social determinants of health impacting PWH’s ability to engage in behavioral 

health and HIV care.2  

 
1HRSA HIV/AIDS Bureau. Policy Clarification Notice 16-02: Ryan White HIV/AIDS Program Services: Eligible Individuals and Allowable Uses of Funds. 
Oct 2018. https://ryanwhite.hrsa.gov/sites/default/files/ryanwhite/grants/service-category-pcn-16-02-final.pdf 
2HIV Health & Human Services Planning Council of New York. Behavioral Health Directive. Approved July 27, 2023. https://nyhiv.org/wp-
content/uploads/2023/12/Behavioral-Health-Directive_PC-Approved.pdf 

https://ryanwhite.hrsa.gov/sites/default/files/ryanwhite/grants/service-category-pcn-16-02-final.pdf
https://nyhiv.org/wp-content/uploads/2023/12/Behavioral-Health-Directive_PC-Approved.pdf
https://nyhiv.org/wp-content/uploads/2023/12/Behavioral-Health-Directive_PC-Approved.pdf
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III. CLIENT ELIGIBILITY 

Clients seeking RWHAP-funded HRD services must meet the minimum eligibility requirements for RWHAP Part A services. These are: 

1. HIV-positive status; 

2. Residency in the NY Eligible Metropolitan Area (EMA); and  

3. Maximum household income at 500% of the Federal Poverty Level. 

Program Enrollment Criteria 

In addition to the general RWHAP client eligibility criteria, HRD services are designed to address the needs of RWHAP Part A clients who 

meet specific criteria related to substance use (as defined below) and who would like support in addressing their levels of use. Substance 

use-specific criteria include PWH who: 

• Self-report active or recent (within past 12 months at intake) use of legal and/or illegal drugs and/or alcohol; and/or 

• Self-report possible resumption of substance use; and/or 

• Are currently undergoing treatment with methadone, buprenorphine, or another medication for addiction treatment (MAT). 

IV. SERVICE ACTIVITIES AND STANDARDS 

The table below outlines reimbursable services for this service category. Each service activity is explained under the “Service Description” 

column, with additional guidance and guidelines outlined under “Service Standard.” Program staff responsible for the delivery of each 

service are detailed under the column titled “Staff Responsible.”  

 

Service Type Service Description Service Standard Staff 

Responsible 

Service 

Location 

Required/ 

Optional 

Planning and Assessment 

Intake Assessment Initial assessment of health, psychosocial 

status, and service needs to facilitate plan 

development. May include: 

• Documenting eligibility for 

services and obtaining 

information for program 

enrollment; 

• Gathering demographic data, 

Intake assessment must be 
completed within 45 days of 
program enrollment. 

Substance Use 
Counselor 

On-site, Off-
site, or Virtual 

Required 

https://www.federalregister.gov/documents/2025/01/17/2025-01377/annual-update-of-the-hhs-poverty-guidelines
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Service Type Service Description Service Standard Staff 

Responsible 

Service 

Location 

Required/ 

Optional 

HIV diagnosis information, 

insurance coverage information; 

and 

• Evaluating financial and housing 

status, substance use, mental health, 

risk behavior, and general health and 

well-being. 

Care/Service Plan 
Development 

Development of a client-centered plan in 

response to the initial comprehensive 

assessment, listing client’s goals for 

participation in the program, the actions that 

both the client and program staff will take to 

achieve goals, program services that will be 

delivered, and service frequency. 

Initial service plan must be 

completed within 45 days of 

program enrollment. All plans 

must be personalized to reflect 

each client’s individual needs. 

All plans must include at least 

one goal relevant to the service 

category in which the client is 

enrolled and at least one goal 

addressing health management 

for HIV. Each goal should have 

at least one objective/action 

step that describes what the 

client will do to meet the goal 

and at least one 

objective/action step that 

describes what the program 

will do to help the client meet 

the goal. 

Substance Use 

Counselor 

On-site, Off-

site, or 

Virtual 

Required 
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Service Type Service Description Service Standard Staff 

Responsible 

Service 

Location 

Required/ 

Optional 

Reassessment Follow-up assessment to re-evaluate and record 

client eligibility, engagement in care and services, 

emerging health and service needs, progress 

towards achieving plan goals, substance use, 

mental health, and risk behaviors. Re-assessment 

facilitates service plan updates. 

Reassessment must occur at 

least every six months. 

Substance Use 

Counselor 

On-site, Off-

site, or 

Virtual 

Required 

Care/Service Plan 

Update 

Review of service plan to evaluate progress 

toward achieving goals and make revisions in 

response to the reassessment or emerging 

needs. 

Plans must be updated at 

least every six months within 

30 days of reassessment. 

Substance Use 

Counselor 

On-site, Off-

site, or 

Virtual 

Required 

AOD Counseling Services 

AOD 

Counseling 

(Individual) 

One-to-one therapeutic counseling to address 

substance use and harm reduction. Counseling 

may cover education, skill building, sexual 

behavior, recovery readiness, living skills, 

adherence to care and treatment, 

provider/patient relationship, secondary 

prevention, and tobacco use, among other 

topics. Counseling modalities include but are not 

limited to, motivational interviewing, cognitive 

behavioral therapy, and 
contingency management. 

No additional standard.  Substance Use 

Counselor 

On-site, Off-

site, or Virtual 

Required 



RYAN WHITE HIV/AIDS PROGRAM PART A NY EMA  

Page 5 of 13 
 

Service Standards: Harm Reduction Services 

Service Type Service Description Service Standard Staff 

Responsible 

Service 

Location 

Required/ 

Optional 

AOD 

Counseling 

(Group) 

Group therapeutic counseling to address 

substance use and harm reduction. Counseling 

may cover education, skill building, sexual 

behavior, recovery readiness, living skills, 

adherence to care and treatment, 

provider/patient relationship, secondary 

prevention, and tobacco use, among other 

topics. Counseling modalities include but are not 

limited to, motivational interviewing, cognitive 

behavioral therapy, and contingency 

management. 

Groups must have at least 3 

participants. At least 1 

participant must be enrolled 

in the program. 

Substance Use 

Counselor 

On-site, Off-

site, or Virtual 

Optional 

(Subrecipients 

must select at least 

one group 

counseling service 

to provide.) 

Auricular 

Acupuncture 

Ear acupuncture administered to address 

substance use. 

Services require written 
referral from primary care 
provider. 

Auricular 

Acupuncturist 

On-site or Off-
site 

Optional 

Overdose 

Prevention Training 

(Individual) 

One-to-one overdose prevention education and 

training. Session includes dispensing or 

prescribing naloxone (Narcan) or providing 

information about how to obtain naloxone from 

a pharmacy or 
another source. 

No additional standard. Any staff 

member 

trained to 

provide this 

service. 

On-site, Off-

site, or Virtual 

Required 

Overdose 

Prevention Training 

(Group) 

Group overdose prevention education and 

training. Session includes dispensing or 

prescribing naloxone (Narcan) or providing 

information about how to obtain naloxone from 

a pharmacy or another source. 

Groups must have at least 3 

participants. At least 1 

participant must be enrolled in 

the program. 

Any staff 

member 

trained to 

provide this 

service. 

On-site, Off-

site, or Virtual 

Optional 

(Subrecipients 

must select at least 

one group 

counseling service 

to provide.) 

Evidence-Based Interventions 
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Service Type Service Description Service Standard Staff 

Responsible 

Service 

Location 

Required/ 

Optional 

Seeking Safety 

(Individual) 

A present-focused intervention to help clients 

attain safety from trauma, PTSD, and/or 

substance use. 

No additional standard. Licensed 

Mental Health 

Clinician 

trained to 

provide this 

intervention 

On-site, Off-

site, or Virtual 

Optional 

(Subrecipients 

must select at 

least one evidence-

based 

intervention, 

either individually 

or group, 
to provide.) 

Seeking Safety 

(Group) 

A present-focused intervention to help clients 

attain safety from trauma, PTSD, and/or 

substance use. 

Groups must have at least 3 

participants. At least 1 

participant must be enrolled in 

the program. 

Licensed 

Mental Health 

Clinician 

trained to 

provide this 

intervention, 

and other staff 

members 

trained in this 

intervention 

may co- 
facilitate 

On-site, Off-

site, or Virtual 

Optional 

(Subrecipients 

must select at 

least one evidence-

based 

intervention, 

either individually 

or group, to 

provide.) 

Health Education 

(Individual) 

One-to-one educational session covering one or 

more health promotion topics in response to 

client’s needs and interests. Sessions follow a 

semi- structured format and may cover HIV 

biology, care management, communication with 

providers, substance use, behavioral health, 

social support, harm reduction, wellness, 

adherence to care and 
treatment, and other areas. 

For Behavioral Health Services 

Only: Implementation of an 

evidence-based HIV self- 

management education 

program. 

Any staff 

member 

trained to 

provide this 

intervention. 

On-site, Off-

site, or Virtual 

Optional 

(Subrecipients 

must select at 

least one 

evidence-based 

intervention, 

either individually 

or group, to 

provide.) 
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Service Type Service Description Service Standard Staff 

Responsible 

Service 

Location 

Required/ 

Optional 

Health Education 

(Group) 

Group educational session covering one or 

more health promotion topics. Sessions follow 

a semi- structured format and may cover HIV 

biology, care management, communication 

with providers, substance use, behavioral 

health, social support, harm reduction, 

wellness, adherence to care and treatment, and 

other areas. 

For Behavioral Health Services 

Only: Implementation of an 

evidence-based HIV self- 

management education 

program. 

Groups must have at least 3 

participants and at least 1 

participant must be enrolled in 

the program. 

Any staff 

member 

trained to 

provide this 

intervention. 

On-site, Off-

site, or Virtual 

Optional 

(Subrecipients 

must select at least 

one evidence-

based 

intervention, 

either individually 

or group, to 

provide.) 

Healthy 

Conversations 

(Individual) 

One-to-one session covering one or more 

“conversations” in response to client’s specific 

needs, service plan goals, and interest in 

addressing mental health, wellness, and 

substance use. Healthy Conversations 

curriculum should be utilized to guide sessions 

with client and implement “conversations.” 

At minimum 1 conversation 

should be implemented with 

client during encounter. 

Any staff 

member 

trained to 

provide this 

intervention. 

On-site, Off-

site, or Virtual 

Optional 

(Subrecipients 

must select at least 

one evidence-

based 

intervention, 

either individually 

or group, to 

provide.) 

Healthy 

Conversations 

(Group) 

Group educational session covering one or 

more “conversations” in response to group’s 

interest and goals in addressing mental health, 

wellness, and substance use. Healthy 

Conversations curriculum should be utilized to 

guide sessions with group and implement 

“conversations.” 

At minimum 1 conversation 

should be implemented during 

group session. 

Groups must have at least 3 

participants and at least 1 

participant must be enrolled in 

the program. 

Any staff 

member 

trained to 

provide this 

intervention. 

On-site, Off-

site, or Virtual 

Optional 

(Subrecipients 

must select at least 

one evidence-

based 

intervention, 

either individually 

or group, to 

provide.) 

Service Coordination 
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Service Type Service Description Service Standard Staff 

Responsible 

Service 

Location 

Required/ 

Optional 

Coordination 

with Service 

Providers 

Direct communication with medical or other 

service providers with whom a client is shared 

to inform service planning, coordinate services, 

avoid duplication of effort, and collaboratively 

support engagement in care and treatment. 

No additional standard. Substance Use 

Counselor 

and/or Patient 

Navigator 

On-site, off-

site, or virtual 

Required 

Client Assistance Administrative activities and tasks that may 

occur with the client or on their behalf to 

connect the client to needed services. This may 

include the following activities to facilitate client 

participation in service connections: compiling 

documentation to demonstrate eligibility for 

needed services, assisting with the completion 

of forms and other necessary paperwork, 

reminder calls and messaging, arranging 

childcare or transportation, and other identified 

tasks, as required or necessary. 

No additional standard. Patient 

Navigator 

On-site, off-

site, or virtual 

Required 

Accompaniment Escorting and/or accompanying client to health 

and supportive service appointments. Service 

may be initiated from the client’s home, 

program site, or another location, including the 

site of the appointment. Service may include: 

• Navigating transportation systems with 

clients; 

• Accompanying clients to help them 

locate the site of service, gain 

entrance, and check in and out; and 

• Language interpretation (where 

permitted), emotional support, 

coaching, and advocacy during the 

Type 1: Delivering the service 

requires staff to use 

transportation. 

Type 2: Delivering the service 

does not require staff to use 

transportation. 

Patient 

Navigator 

Off-site or 
Virtual 

Required 
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Service Type Service Description Service Standard Staff 

Responsible 

Service 

Location 

Required/ 

Optional 

appointment. 

Outreach for Client 

Re-engagement 

Activities to locate an enrolled client who, 

without providing prior notification, has missed 

an appointment for health or supportive 

services. Activities may include phone calls, 

letters, text messages, emails, or in-person visits 

to the client’s residence or other locations the 

client is known to frequent. 

This service is reportable only 

in the 90 days following the 

most recent missed 

appointment. If the client is 

not reachable within 90 days 

of that missed appointment, 

their enrollment should be 

closed (though it may be re- 

opened if/when the client is 

found again). 

Substance Use 

Counselor 

and/or Patient 

Navigator 

On-site, Off-

site, or Virtual 

Required 

Referrals Provision of information and support to connect 

a client to resources or service providers to 

address various client needs. This includes but is 

not limited to: 

• Food (including nutrition education); 

• Housing (including temporary 

housing, housing stabilization, and 

permanent housing); 

• Employment services; 

• Life skills training; 

• Legal services (including 

eviction prevention services); 

• HIV primary care; 

• Medical care; 

• Mental health services; 

• Dental care; 

• Substance use treatment (including in-
patient care and MATs); and 

Need for referral should be 

determined through client 

assessment/reassessment, 

care planning, service 

coordination, case conference, 

and other service provision or 

client encounters. 

Substance Use 

Counselor 

and/or Patient 

Navigator 

On-site, Off-

site, or 

Virtual 

Required 
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Service Type Service Description Service Standard Staff 

Responsible 

Service 

Location 

Required/ 

Optional 

• Benefits and entitlements (including 
health insurance). 

Linkage to Services Verification that a client attended an 

appointment or followed through on a referral 

to initiate a relationship with a provider of 

supportive services or healthcare services 

following a referral from program staff. This 

includes but is not limited to mental health 

services; supportive counseling services; 

services that address clients’ basic needs (e.g., 

food, shelter, and hygiene products/facilities); 

employment services; legal services; HIV 

primary care; medical care; and dental care. 

Attendance must be verified. 

If client attends 

unaccompanied, program may 

verify through contact with 

provider or patient self- 

report. 

Substance Use 

Counselor 

and/or Patient 

Navigator 

On-site, Off-

site, or Virtual 

Required 
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V. RECOMMENDED STAFF QUALIFICATIONS 

Staff Title Qualifications 

Program 

Director 
• At least five years of experience providing services to PWH 

• Minimum of two years in a supervisory role 

• Experience providing relevant services listed in the program’s service 

model is preferred 

Clinical 

Supervisor 

Required qualifications: 

• Clinical Supervisors must hold and maintain the appropriate licensures 

and credentials needed to provide qualified supervision to Licensed 

Mental Health Clinicians and/or Substance Use Counselors, as required 

by NYS Education Department and/or Office of Addiction Services and 

Supports (OASAS). Such designations include but are not limited to, NYS 

Licensed Psychologist OR NYS Licensed Clinical Social Worker OR NYS 

Licensed and Board-Certified Psychiatrist OR Credentialed Alcoholism 

and Substance Use Counselor (CASAC) -Advanced/Master, as applicable.  

Recommended qualifications: 

• At least five years working experience with substance use and/or 

mental illness and/or chronic medical conditions (particularly HIV/AIDS) 

• At least two years of experience supervising clinical and/or case 

management staff 

Patient 

Navigators 

If applicable, persons with lived experience and expertise should either be 

certified by the NYS AIDS Institute Peer Worker Certification Program or be 

supported to obtain their certification to be employed as a Patient 

Navigator. Peer workers should receive additional trainings to provide the 

relevant EBI as identified by the NYC Health Department.   

Data Entry 

Specialist 

At least two years of experience providing data entry and administrative 

support   

Substance Use 

Counselors 
• CASAC, CASAC-Trainee (CASAC-T), CASAC-Provisional (CASAC-P), 

Licensed Mental Health Practitioner, OR Licensed Social Worker  

• At least two years of work experience in services described in this 
RFP 

Auricular 

Acupuncturist 

Required qualification: 

• Auricular acupuncture, as described in the service model, must be 
provided by a NYS Licensed or Certified Acupuncturist 

Organizational titles for staff may differ from the recommended staff titles included 

above; however, staff roles and qualifications should align with the functions and 

required qualifications detailed in the above table. HRD subrecipients must also ensure 

https://www.op.nysed.gov/professions-index
https://oasas.ny.gov/credentialing/casac
https://oasas.ny.gov/credentialing/casac
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and maintain documentation that all harm reduction services are provided by or are 

provided under the supervision of a physician or other qualified personnel who maintain 

the appropriate and valid NYS licensure and/or certification. 

It is encouraged that subrecipients hire persons with lived experience and expertise 

whenever possible; persons with lived experience and expertise hired as patient 

navigators or peer workers should either be certified by the NYS AIDS Institute Peer 

Worker Certification Program or other NY State peer certification program as 

appropriate and be supported to obtain their certification while working in this capacity. 

We encourage hiring people living with HIV, but staff must not be current clients of the 

HRD program. 

VI. DISCHARGE, CASE CLOSURE, AND TRANSITION 

Discharge and case closure practices will vary by subrecipient. Each funded program will 

be required to outline their case closure protocols in their scope of services.  

The subrecipient must develop and maintain a policy/procedure for case suspensions 

and closures. The subrecipient must document such reasons in client records and 

correspond with reasons for case closure as structured in eSHARE (Electronic System for 

HIV/AIDS Reporting & Evaluation). In addition, the subrecipient must implement and 

document discharge planning and/or outreach to clients lost to follow-up, when 

appropriate. Reasons for closure may include: 

• Client completed program/graduated; 

• Client ended services (voluntary withdrawal); 

• Client did not adhere to program or subrecipient rules, regulations, or 

requirements; 

• Client became ineligible; 

• Client is lost to follow-up; 

• Client requested transfer to another provider; 

• Client incarcerated or institutionalized for a certain number of months; 

• Client died; or 

• Program funding ended. 

Subrecipients should have a transition policy/procedure in place in the event a client is 

transferred to another service provider. The transition policy/procedure should outline 

the subrecipient’s protocols for responding to other agencies' request for client records 

and documents, and for obtaining client consent to ensure that assigned staff will 

comply with applicable confidentiality regulations if/when client records are 

transferred. 

https://www.hivtrainingny.org/Home/PeerCertification
https://www.hivtrainingny.org/Home/PeerCertification
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VII. GRIEVANCE PROCEDURE  

Subrecipient Grievance Procedure 

PWH in receipt of RWHAP Part A services have the right to file a grievance if they feel 

they are being treated unfairly or inappropriately, or that the quality of services they 

received is not up to par. All RWHAP Part A subrecipients are required to implement a 

grievance/appeals procedure in accordance with the RWHAP Part A National Monitoring 

Standards3 and ensure that clients of services are aware of the subrecipient's 

grievance/appeals process regardless of language or literacy proficiency. Grievance 

procedures should include the steps a client should follow to file a grievance, how the 

grievance will be handled, and information on how the client may appeal the decision if 

the client’s grievance is not settled to their satisfaction within the subrecipient agency. 

Clients of RWHAP Part A services should follow the subrecipient agency's 

grievance/appeals procedure to file a formal complaint.  

RWHAP Part A Funding Grievance Policy 

RWHAP Part A recipients and planning councils are both legislatively mandated to have 

in place a grievance process regarding funding decisions. The intent is to provide an 

orderly and fair process for addressing dissatisfaction. Ideally, the best way to deal with 

grievances is to prevent them by using clear decision-making processes, making 

decisions in public view, and using a variety of informal methods to resolve potential 

problems early on. Informal methods can save time and help build positive relationships 

between consumers and planning council members. When grievances cannot be 

resolved in this manner, formal written grievance procedures must be available.  

Related to funding decisions, each non-award letter states: Any grievance must be filed 

within 30 days of the date of publication of awards on our website. A copy of the 

grievance procedure is available, upon written request, to designated BHHS staff:  

• (as of March 2025) Jenny Fernandez: jfernandez1@health.nyc.gov 

 

 

 
3HRSA HIV/AIDS Bureau. Ryan White HIV/AIDS Program (RWHAP) National Monitoring Standards for RWHAP Part A Recipients. June 2023.  

mailto:jfernandez1@health.nyc.gov
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Developed by: HIV Care and Treatment Program (Recipient of Ryan White Part A Program) 

Approved by: HIV Health and Human Service Planning Council of NY on 4/24/2025 

I. HRSA DEFINITION OF SERVICES 

Housing Services are funded through the Ryan White HIV/AIDS Program (RWHAP) Part A 

Housing service category. According to the United States Health Resources and Services 

Administration (HRSA) HIV/AIDS Bureau (HAB)1: 

Housing provides transitional, short-term, or emergency housing assistance to enable a 

client or family to gain or maintain outpatient/ambulatory health services and 

treatment, including temporary assistance necessary to prevent homelessness and to 

gain or maintain access to medical care. Activities within the Housing category must also 

include the development of an individualized housing plan, updated annually, to guide 

the client’s linkage to permanent housing. Housing may provide some type of core 

medical (e.g., mental health services) or support services (e.g., residential substance use 

disorder services). Housing activities also include housing referral services, including 

assessment, search, placement, and housing advocacy services on behalf of the eligible 

client, as well as fees associated with these activities. 

HRSA RWHAP recipients and subrecipients that use funds to provide Housing must have 

mechanisms in place to assess and document the housing status and housing service 

needs of new clients, and at least annually for existing clients. HRSA RWHAP recipients 

and subrecipients, along with local decision-making planning bodies, are strongly 

encouraged to institute duration limits to housing activities. HRSA HAB recommends 

recipients and subrecipients align duration limits with those definitions used by other 

housing programs, such as those administered by the Department of Housing and Urban 

Development (HUD), which currently uses 24 months for transitional housing.  

Housing activities cannot be in the form of direct cash payments to clients and cannot be 

used for mortgage payments, although these may be allowable costs under the Housing 

Opportunities for Persons with AIDS (HOPWA) grant awards. 

II. GOALS OF SERVICES 

The goals of the program are to: 
1. Decrease in the number of people with HIV (PWH) who experience homelessness 

and/or are unstably housed. 
2. Increase in continuity of care and resulting improved HIV outcomes among PWH 

with experiences of homelessness and unstable housing. 

3. Increase in the number of staff with lived experience (including, but not limited 

to, peer workers) who are supporting the delivery of housing services. 

 
1 HRSA HIV/AIDS Bureau. Policy Clarification Notice 16-02: Ryan White HIV/AIDS Program Services: Eligible Individuals and Allowable Uses of 
Funds. Oct 2018. https://ryanwhite.hrsa.gov/sites/default/files/ryanwhite/grants/service-category-pcn-16-02-final.pdf 

https://ryanwhite.hrsa.gov/sites/default/files/ryanwhite/grants/service-category-pcn-16-02-final.pdf
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4. Increase in coordinated patient-centered care for PWH, through referral support 

for addressing HIV-related co-occurring conditions and challenges in meeting 

basic needs. 

5. Increase in data collection on completed client referrals to supportive services. 

6. Increase in provided guidance on allowable costs for housing services funded by 

RWHAP Part A dollars and within HRSA policy.2 

III. CLIENT ELIGIBILITY 

Clients seeking RWHAP-funded Housing Services must meet the minimum eligibility 

requirements for RWHAP Part A services. These are: 

1. HIV-positive status; 

2. Residency in the NY Eligible Metropolitan Area (EMA); and  

3. Maximum household income at 500% of the Federal Poverty Level. 

Program Enrollment Criteria 

In addition to the general RWHAP client eligibility criteria, eligibility for Housing Services 

requires meeting the criteria of being currently homeless, unstably housed, or at serious 

risk of becoming homeless. 

1. Homeless refers to individuals or households who lack a fixed, regular, and 

adequate nighttime residence, meaning they (i) have a primary nighttime 

residence that is a public or private place not meant for human habitation; (ii) 

are living in a publicly or privately operated shelter designated to provide 

temporary living arrangements (including congregate shelters, transitional 

housing, and hotels and motels paid for by charitable organizations or by federal, 

state, or local government programs); or (iii) are exiting an institution where 

they have resided for 90 days or less and resided in an emergency shelter or 

place not meant for human habitation immediately before entering that 

institution.3 

2. Unstably housed refers to individuals or households at risk of losing their 

housing or have a tenuous housing circumstance due to the suitability of the 

housing unit (e.g., asbestos, lead or other environmental hazards), notice of 

eviction, unsanitary or unhealthy conditions, over-crowding, exchanging sex for 

shelter, or moving from friend to friend or between relatives (i.e., couch surfing). 

Individuals or households are also considered unstably housed if they moved in 

with others or doubled up due to financial issues, moved two or more times, 

 
2 HIV Health & Human Services Planning Council of New York. Housing Services Directive. Approved July 28, 2022. https://nyhiv.org/wp-
content/uploads/2022/08/Housing-Directive_PC-Approved-7-28-22.pdf  
3 U.S. Department of Housing and Urban Development; HUD Exchange. Criteria and Recordkeeping Requirements for Definition of 
Homelessness. 2012 (cited March 2023).  
https://files.hudexchange.info/resources/documents/HomelessDefinition_RecordkeepingRequirementsandCriteria.pdf  

https://www.federalregister.gov/documents/2025/01/17/2025-01377/annual-update-of-the-hhs-poverty-guidelines
https://nyhiv.org/wp-content/uploads/2022/08/Housing-Directive_PC-Approved-7-28-22.pdf
https://nyhiv.org/wp-content/uploads/2022/08/Housing-Directive_PC-Approved-7-28-22.pdf
https://files.hudexchange.info/resources/documents/HomelessDefinition_RecordkeepingRequirementsandCriteria.pdf
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were evicted, or experienced homelessness or any other form of unstable housing within the past 12 months.4    

3. At serious risk of becoming homeless refers to individuals or households who experience the “unstably housed” 

circumstances above or will imminently meet the above criteria for homelessness and who do not have sufficient 

resources or support networks immediately available to obtain permanent housing. 

IV. SERVICE ACTIVITIES AND STANDARDS 

The table below outlines reimbursable services for this service category. Each service activity is explained under the “Service 

Description” column, with additional guidance and guidelines outlined under “Service Standard.” Program staff responsible 

for the delivery of each service are detailed under the column titled “Staff Responsible.”  

 

Service Type Service Description Service Standard Staff 
Responsible 

Service 
Location 

Required/ Optional 

Planning and Assessment (All Programs) 

Intake and Assessment Initial assessment of health, psychosocial 
status and service needs to facilitate plan 
development. May include:   

• Documenting eligibility for services and 
obtaining information for program 
enrollment 

• Gathering demographic data, HIV 
diagnosis information, insurance 
coverage information, and relevant 
psychosocial data such as recent 
incarceration 

• Assessing financial and housing status, 
substance use and risk behavior, and 
general health and well-being 
assessment 

• Certifying the need for housing 
assistance for purposes of accessing 

Intake assessment must be 
completed within 30 days of 
program enrollment. 

Housing 
Case 
Manager/ 
Housing 
Specialist 

Office or 
Virtual 

Required 

 
4 Marcus R, Tie Y, Dasgupta S, Beer L, Padilla M, Fagan J, Prejean J. Characteristics of adults with diagnosed HIV who experienced housing instability: findings from the centers for disease control and 
prevention medical monitoring project, United States, 2018. The Journal of the Association of Nurses in AIDS Care: JANAC. 2022 May;33(3):283. 
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Service Type Service Description Service Standard Staff 
Responsible 

Service 
Location 

Required/ Optional 

and maintaining HIV-related medical 
care and treatment adherence  

• Assessing need for case management 

Service Plan 
Development 

Development of a client-centered plan in 
response to the initial comprehensive 
assessment, listing client’s goals for 
participation in the program, the actions 
that both the client and program staff will 
take to achieve goals, program services 
that will be delivered and service frequency 
to aid in ensuring long-term housing 
stability.  
 
Each client must receive assistance to 
obtain permanent housing through a 
strategy to identify and/or ensure the client 
is moved to or capable of maintaining a 
stable long-term living situation. 

Initial service plan must be 
completed within 30 days of 
program enrollment. All 
plans must be personalized 
to reflect each client’s 
individual needs. All plans 
must include at least one 
goal relevant to the service 
category in which the client 
is enrolled and at least one 
goal addressing health 
management for HIV.  

Housing 
Case 
Manager/ 
Housing 
Specialist 

Office or 
Virtual 

Required 

Reassessment Follow up assessment to re-evaluate and 
record client eligibility, engagement in care 
and services, emerging health and service 
needs, progress towards achieving plan 
goals, substance use, mental health and 
risk behaviors. Re-assessment facilitates 
service plan updates. 

Reassessment must occur at 
least every six months. 

Housing 
Case 
Manager/ 
Housing 
Specialist 

Office, 
Residence, 
or Virtual 

Required 

Service Plan Update Review of service plan to evaluate progress 
toward achieving goals and make revisions 
in response to the reassessment or 
emerging needs. 

Plans must be updated at 
least every six months 
within 30 days of 
reassessment. 

Housing 
Case 
Manager/ 
Housing 
Specialist 

Office, 
Residence, 
or Virtual 

Required 

Housing Unit Inspection Inspection of a housing unit to assess the 
habitability of the apartment/housing unit 

Inspections must occur at 
program enrollment (prior 

Housing 
Specialist 

Residence Required 
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Service Type Service Description Service Standard Staff 
Responsible 

Service 
Location 

Required/ Optional 

and verify client occupancy. Staff must 
ensure housing units meet federal, state, 
and local Housing Quality Standards (HQS). 
If violations are identified in a unit where a 
client is already placed, subrecipients will 
request a corrective action plan from 
landlord/management company and follow 
up until the violation is resolved, 
maintaining documentation on file that 
supports the resolution. 

to disbursement of rental 
assistance payments or 
permanent housing 
placement) and annually 
thereafter for the duration of 
the client’s enrollment in the 
program. 

Advocacy Provision of assistance to a client to obtain 
and/or maintain services/benefits. 
Advocate for clients and model advocacy 
skills to assist with securing services and 
benefits in service need areas including 
housing, medical care, mental health, 
substance use disorder treatment, etc. 
Advocacy may also include providing clients 
information about their rights, negotiating 
lease agreements, following up on 
maintenance requests, and supporting 
clients who experience housing 
discrimination or are at risk of 
displacement. 

No additional standard. Housing 
Case 
Manager/ 
Housing 
Specialist 

Office, Off-
site, 
Residence, 
or Virtual 

Required 

Referrals Provision of information and support to 
clients to assist them in making contact 
with a resource/service provider so that 
they can access needed services including, 
but not limited to, health, legal, mental 
health, medical and non-medical case 
management, housing, and substance use 
services.   

Referrals must be 
completed by a staff 
member approved by the 
Health Department.   
Create, maintain, and 
promote a referral network 
to address client’ specific 
needs. Provide referrals to 

Housing 
Case 
Manager/ 
Housing 
Specialist 

Office, 
Residence, 
Off-site, or 
Virtual 

Required 
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Service Type Service Description Service Standard Staff 
Responsible 

Service 
Location 

Required/ Optional 

May include: 

• Coordination with service providers 
that assist with housing stabilization 
and other social services  

• Referrals and support applying to 
permanent housing (i.e., Section 8, 
HOPWA, and Senior Housing)  

• Referrals to legal service organizations 
that provide housing eviction 
prevention services. 

clients and household 
members, as necessary, 
based on needs identified 
during intake/assessment, 
reassessment, home visits, 
case conferences, service 
provision, etc. and confirm 
referral was successful. 

Linkage to Services Verification that a client attended an 
appointment or followed through on a 
referral to initiate a relationship with a 
provider of supportive services or 
healthcare services following a referral 
from program staff. 

Attendance must be 
verified. If client attends 
unaccompanied, program 
may verify through contact 
with provider or patient self-
report. 

Housing 
Case 
Manager/ 
Housing 
Specialist 

Office, 
Residence, 
Off-site, or 
Virtual 

Required 

Short-Term Rental Assistance 

Rental Assistance 
Eligibility Verification 

The process used to determine and verify 
client eligibility for initial or continued 
eligibility for rental assistance. This process 
includes:  

• Initial application review process to 
determine and verify client eligibility 
for rental assistance.  

• Periodic review of documentation to 
verify continued eligibility for rental 
assistance. 

Conducted at least every six 
months by appropriate staff 
to ensure continued rent 
payments. 

Housing 
Specialist 

Office or 
Virtual 

Required 

Rental Assistance 
Payments 

Rental subsidy payments made directly to a 
landlord or building management company 
on behalf of the client who has a current 
and executed lease/tenancy agreement in 
their name. Payments may also include 

Performed on a monthly 
basis. 

Housing 
Case 
Manager/ 
Housing 
Specialist/ 

Office Required 
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Service Type Service Description Service Standard Staff 
Responsible 

Service 
Location 

Required/ Optional 

utilities, brokers’ fees, and moving 
expenses to secure or maintain stable 
housing. Fiscal staff will coordinate with 
Housing Case Manager, referring provider, 
and/or client to:  

• Contact payee (landlords, etc.) to 
discuss payment arrangements and 
issue letter of guarantee, as needed   

• Assess each bill submitted for payment 
to determine if it is an allowable 
expense under the grant guidelines 

• Maintain documentation of clients’ 
portion of monthly rent payments to 
landlord, etc. 

Fiscal 
Analyst 

Short-Term Housing Services 

Permanent Housing 
Placement 

The placement and maintenance in safe, 
affordable permanent housing. Secure 
permanent housing (independent housing 
units or supportive housing) for eligible 
clients; escort client to view and accept 
housing unit; secure lease and assemble 
housing package for HASA submission and 
approval; for supportive housing submit 
completed application and await approval. 
Assist client with move-in. 

Funds in this service 
category may not be used 
for rent in a permanent 
housing unit. Funds must 
not be used for ongoing rent 
payments. A subrecipient 
may not receive payment 
twice for the same 
placement for the same 
client if subrecipient has 
subawards in multiple 
service categories. Service 
should not be provided 
more than once per 
subaward year unless 
extenuating circumstances 
arise such as habitability 

Housing 
Case 
Manager/ 
Housing 
Specialist 

Office or 
Residence 

Required 
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Service Type Service Description Service Standard Staff 
Responsible 

Service 
Location 

Required/ Optional 

concerns, domestic violence 
incidents, or change in 
household composition.  

Case Conference Discussions with primary care provider or 
HIV specialist to jointly assess and evaluate 
client, coordinate services and assess 
progress toward care/service plan goals.  
May also include other service providers 
such as patient navigators, pharmacists, 
behavioral health providers and other 
members of the care team. 

No additional standard. Ad-
hoc as needed by the client. 

Program 
Director/ 
Housing 
Case 
Manager 

Office or 
Virtual 

Required 

Home Visits Home visits verify successful placement 
into transitional or permanent housing and 
include an assessment of the household’s 
living situation for housing suitability, 
continued maintenance in care, advocacy, 
counseling, and provision of referrals, as 
necessary. 
 

Conduct one (1) home visit 
per month, at minimum, per 
client in subrecipient-leased 
or owned housing units. 
 
For clients placed in 
permanent housing, 
conduct home visits post-
placement at 30 days, 6 
months, and 12 months 
from placement date. 

Housing 
Case 
Manager/ 
Housing 
Specialist 

Residence Required 

Accompaniment Escorting and/or accompanying clients to 
health and supportive service 
appointments.  Service may be initiated 
from the client’s home or another location, 
including the site of the appointment.  
Service may include: 

• navigating transportation systems with 
clients 

No additional standards. Housing 
Case 
Manager/ 
Housing 
Specialist 

Off-Site Required 
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Service Type Service Description Service Standard Staff 
Responsible 

Service 
Location 

Required/ Optional 

• accompanying clients to help them 
locate the site of service, gain entrance 
and check in and out 

• language interpretation (where 
permitted), emotional support, 
coaching, and advocacy during the 
appointment 

Supportive Counseling-
Group 

Group supportive counseling to address 
goals described in the service plan in a 
mutually supportive setting. Counseling will 
provide mutual support and promote 
stability. 

Groups must have at least 3 
participants. At least 1 
participant must be enrolled 
in the program.   

Housing 
Case 
Manager 

Office, 
Residence, 
or Virtual 

Optional 

Supportive Counseling-
Individual 

One-to-one supportive counseling to 
address goals described in the service plan.  
Counseling will provide support and 
promote stability.  Includes time-limited 
bereavement counseling for affected family 
members following the death of the index 
client. 

No additional standards. Housing 
Case 
Manager 

Office, 
Residence, 
or Virtual 

Required 

Health 
Education/Promotion-
Group 

Group educational session covering one or 
more health promotion topics.  Sessions 
follow a semi-structured format and may 
cover HIV biology, care management, 
communication with providers, substance 
use, behavioral health, social support, harm 
reduction, wellness, adherence to care and 
treatment and other areas.   

Groups must have at least 3 
participants. At least 1 
participant must be enrolled 
in the program.   

Housing 
Case 
Manager/ 
Housing 
Specialist 

Office, 
Residence, 
or Virtual 

Optional 

Health 
Education/Promotion-
Individual 

One-to-one educational session covering 
one or more health promotion topics in 
response to client’s needs and interests.  
Sessions follow a semi-structured format 
and may cover HIV biology, care 

No additional standard. Housing 
Case 
Manager/ 
Housing 
Specialist 

Office, 
Residence, 
or Virtual 

Required 
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Service Type Service Description Service Standard Staff 
Responsible 

Service 
Location 

Required/ Optional 

management, communication with 
providers, substance use, behavioral 
health, social support, harm reduction, 
wellness, adherence to care and treatment 
and other areas.   

Alcohol and Other Drug 
(AOD) Counseling-
Group 

Group therapeutic counseling to address 
substance use and harm reduction.  
Counseling may cover education, skill 
building, sexual behavior, recovery 
readiness, living skills, adherence to care 
and treatment, provider/patient 
relationship, secondary prevention and 
tobacco use among other topics.  
Counseling modalities include, but are not 
limited to, motivational interviewing, 
cognitive behavioral therapy, and 
contingency management. 

Groups must have at least 3 
participants. At least 1 
participant must be enrolled 
in the program. 

Housing 
Case 
Manager 
(specific 
credentials 
may be 
applicable)  

Office, 
Residence, 
or Virtual 

Optional 

Alcohol and Other Drug 
(AOD) Counseling-
Individual 

One-to-one therapeutic counseling to 
address substance use and harm reduction.  
Counseling may cover education, skill 
building, sexual behavior, recovery 
readiness, living skills, adherence to care 
and treatment, provider/patient 
relationship, secondary prevention and 
tobacco use among other topics.  
Counseling modalities include, but are not 
limited to, motivational interviewing, 
cognitive behavioral therapy, and 
contingency management. 

No additional standard. Housing 
Case 
Manager 
(specific 
credentials 
may be 
applicable) 

Office, 
Residence, 
or Virtual 

Optional 

Life Skills Training-
Group 

Group sessions to assist clients in budget 
management, communicating with 
landlords, doctors, etc., setting realistic 

Groups must have at least 3 
participants. At least 1 
participant must be enrolled 

Housing 
Case 
Manager/ 

Office, 
Residence, 
or Virtual 

Optional 
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Service Type Service Description Service Standard Staff 
Responsible 

Service 
Location 

Required/ Optional 

expectations, wellness and nutrition 
education, and other related topics, to 
promote independent living skills. Deliver 
skills building counseling group sessions to 
clients to maximize their independence and 
strengthen their coping and self-advocacy 
skills. These sessions will aim to prepare 
clients to transition to permanent housing. 

in the program. Housing 
Specialist 

Life Skills Training-
Individual 

One-to-one educational sessions to assist 
clients in budget management, 
communicating with landlords, doctors, 
etc., setting realistic expectations, wellness 
and nutrition education, and other related 
topics, to promote independent living skills. 
These sessions will aim to prepare clients to 
transition to permanent housing. 

No additional standard. Housing 
Case 
Manager/ 
Housing 
Specialist 

Office, 
Residence, 
or Virtual 

Required 

Housing Placement Assistance 

Permanent Housing 
Placement 

The placement and maintenance in safe, 
affordable permanent housing. Secure 
permanent housing (independent housing 
units or supportive housing) for eligible 
clients; escort client to view and accept 
housing unit; secure lease and assemble 
housing package for HASA submission and 
approval; for supportive housing submit 
completed application and await approval. 
Assist client with move-in. 

Funds in this service 
category may not be used 
for rent in a permanent 
housing unit. Funds must 
not be used for ongoing rent 
payments. A subrecipient 
may not receive payment 
twice for the same 
placement for the same 
client if it has subawards in 
multiple service categories. 
Service should not be 
provided more than once 
per subaward year unless 
extenuating circumstances 

Housing 
Specialist 

Off-Site Required 
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Service Type Service Description Service Standard Staff 
Responsible 

Service 
Location 

Required/ Optional 

arise such as habitability 
concerns, domestic violence 
incidents, or change in 
household composition.  

Case Conference Discussions with primary care provider or 
HIV specialist to jointly assess and evaluate 
client, coordinate services and assess 
progress toward care/service plan goals.  
May also patient and other service 
providers such as patient navigators, 
pharmacists, behavioral health providers 
and other members of the care team. 

No additional standard. Ad-
hoc as needed by the client. 

Program 
Director/ 
Housing 
Specialist 

Office or 
Virtual 

Required 

Home Visits Home visits verify successful placement 
into transitional or permanent housing and 
include an assessment of the household’s 
living situation for housing suitability, 
continued maintenance in care, advocacy, 
counseling, and provision of referrals, as 
necessary. 

For clients placed in 
permanent housing, 
conduct home visits post-
placement at 30 days, 6 
months, and 12 months 
from placement date. 

Housing 
Specialist 

Residence  Required 
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V. RECOMMENDED STAFF QUALIFICATIONS 

Staff Title Qualifications 
Applicable Housing 

Services 

Program Director • Master's degree with housing experience or Bachelor's degree or 
equivalent and at least three years of housing experience 

• At least two years in a supervisory role 

Short-Term Rental 
Assistance, Short-Term 
Housing, and Housing 
Placement Assistance 
Services 

Fiscal Analyst • Bachelor's degree or equivalent 
• At least six months of experience managing accounting for housing 

services 

Short-Term Rental 
Assistance, Short-Term 
Housing, and Housing 
Placement Assistance 
Services 

Data Support 
Staff 

• Bachelor's degree or equivalent 
• At least six months of experience providing data entry and 

administrative support 

Short-Term Rental 
Assistance, Short-Term 
Housing, and Housing 
Placement Assistance 
Services 

Housing Specialist • Experience working in housing services 

• Experience working in a clinical or social/human services setting with 
the priority populations the subrecipient intends to serve 

Short-Term Rental 
Assistance, Short-Term 
Housing, and Housing 
Placement Assistance 
Services 

Clinician • License, such as that of a licensed clinical social worker 
• At least two years of experience working with the priority 

populations the subrecipient intends to serve 

Short-Term Rental 
Assistance and Short-
Term Housing Services 

Housing Case 
Manager 

• Bachelor’s degree or equivalent 
• At least two years of case management experience 
 

Short-Term Rental 
Assistance and Short-
Term Housing Services 

Organizational titles for staff may differ from the recommended staff titles included 

above; however, staff roles and qualifications should align with the functions and 

required qualifications detailed in the above table.  

It is encouraged that agencies hire persons with lived experience and expertise 

whenever possible; persons with lived experience and expertise hired as peer workers 

should either be certified by the NYS AIDS Institute Peer Worker Certification Program 

or other NY State peer certification program as appropriate and be supported to obtain 

their certification while working in this capacity. 

We encourage hiring people living with HIV, but staff must not be current clients of the 

Housing Services program. 

https://www.hivtrainingny.org/Home/PeerCertification
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VI. DISCHARGE, CASE CLOSURE, AND TRANSITION 

Case closure practices will vary by program and agency. Each funded program will be 

required to outline their case closure protocols in their scope of services.  

The subrecipient must develop and maintain a policy/procedure for case suspensions 

and closures. The subrecipient must document such reasons in client records and 

correspond with reasons for case closure as structured in eSHARE (Electronic System for 

HIV/AIDS Reporting & Evaluation). In addition, the subrecipient must implement and 

document discharge planning and/or outreach to clients lost to follow-up, when 

appropriate. Reasons for closure may include: 

• Client completed program/graduated; 

• Client ended services (voluntary withdrawal); 

• Client did not adhere to program or agency rules, regulations, or requirements; 

• Client became ineligible; 

• Client is lost to follow-up; 

• Client requested transfer to another provider; 

• Client incarcerated or institutionalized for a certain number of months; 

• Client died; or 

• Program funding ended. 

Subrecipients should have a transition policy/procedure in place in the event a client is 

transferred to another service provider. The transition policy/procedure should outline 

the subrecipient’s protocols for responding to other agencies' request for client records 

and documents, and for obtaining client consent to ensure that assigned staff will 

comply with applicable confidentiality regulations if/when client records are 

transferred. 

VII. GRIEVANCE PROCEDURE  

Subrecipient Grievance Procedure 

PWH in receipt of RWHAP Part A services have the right to file a grievance if they feel 

they are being treated unfairly or inappropriately, or that the quality of services they 

received is not up to par. All RWHAP Part A subrecipients are required to implement a 

grievance/appeals procedure in accordance with the RWHAP Part A National Monitoring 

Standards5 and ensure that clients of services are aware of the subrecipient's 

grievance/appeals process regardless of language or literacy proficiency. Grievance 

procedures should include the steps a client should follow to file a grievance, how the 

grievance will be handled, and information on how the client may appeal the decision if 

the client’s grievance is not settled to their satisfaction within the subrecipient agency. 

 
5 HRSA HIV/AIDS Bureau. Ryan White HIV/AIDS Program (RWHAP) National Monitoring Standards for RWHAP Part A Recipients.  June 2023.  
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Clients of RWHAP Part A services should follow the subrecipient agency's 

grievance/appeals procedure to file a formal complaint.  

RWHAP Part A Funding Grievance Policy 

RWHAP Part A recipients and planning councils are both legislatively mandated to have 

in place a grievance process regarding funding decisions. The intent is to provide an 

orderly and fair process for addressing dissatisfaction. Ideally, the best way to deal with 

grievances is to prevent them by using clear decision-making processes, making 

decisions in public view, and using a variety of informal methods to resolve potential 

problems early on. Informal methods can save time and help build positive relationships 

between consumers and planning council members. When grievances cannot be 

resolved in this manner, formal written grievance procedures must be available.  

Related to funding decisions, each non-award letter states: Any grievance must be filed 

within 30 days of the date of publication of awards on our website. A copy of the 

grievance procedure is available, upon written request, to designated BHHS staff:  

• (as of March 2025) Jenny Fernandez: jfernandez1@health.nyc.gov 

 

mailto:jfernandez1@health.nyc.gov
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Developed by: HIV Care and Treatment Program (Recipient of Ryan White Part A Program) 

Approved by: The HIV Health and Human Service Planning Council of NY on 04/27/2023 

I. INTRODUCTION TO SERVICES 

Comprehensive legal advocacy services, offered by appropriately trained lawyers and paralegals, can 

assist people with HIV (PWH) to obtain and maintain cash assistance, Supplemental Nutrition 

Assistance Program (SNAP) benefits, Medicaid, AIDS Drug Assistance Program (ADAP) and other health-

related assistance; as well as address housing, permanency planning, end-of-life planning, and a range 

of other legal concerns related to their HIV status. 

In many cases, it is not possible to effectively address HIV transmission or care without also addressing 

structural factors and social determinants of health, such as poverty, lack of access to support services, 

and other issues. Healthcare is often a lower priority than basic survival needs for individuals living in 

or near poverty. For PWH living below the poverty level, obtaining basic benefits – such as medically 

appropriate housing and food assistance – can be an enormous challenge. Without these basic 

supports, PWH are unlikely to access and remain in HIV primary medical care. Comprehensive legal 

advocacy services, offered by appropriately trained lawyers and paralegals, can assist PWH in obtaining 

and maintaining cash assistance, SNAP, Medicaid, ADAP and other health-related assistance, housing, 

permanency planning, and assistance with a range of other legal concerns related to their HIV status. 

Access to legal services for PWH has been shown to be a critical component of guaranteeing protection 

from discrimination while expanding access to HIV treatment.1  

 
II. DEFINITION OF SERVICES 

Legal services are funded through the Ryan White Part A (RWPA) Other Professional Services category.  
According to the United States Health Resources and Services Administration (HRSA) HIV/AIDS Bureau 
(HAB): 
 
Other Professional Services allow for the provision of professional and consultant services rendered by 
members of particular professions licensed and/or qualified to offer such services by local governing 
authorities. Such services may include:  
● Legal services provided to and/or on behalf of the individual living with HIV and involving legal 

matters related to or arising from their HIV disease, including:  

❖ Assistance with public benefits such as Social Security Disability Insurance (SSDI) 

❖ Interventions necessary to ensure access to eligible benefits, including discrimination or breach 
of confidentiality litigation as it relates to services eligible for funding under the RWHAP 

❖ Preparation of: 

⮚ Healthcare power of attorney 

⮚ Durable powers of attorney 

⮚ Living wills 

 
1 UNAIDS: http://www.unaids.org/en/resources/presscentre/featurestories/2009/may/20090506hivlegalservice 

about:blank
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]][ ● Permanency planning to help clients/families make decisions about the placement and care of 
minor children after their parents/caregivers are deceased or are no longer able to care for them, 
including: 

❖ Social service counseling or legal counsel regarding the drafting of wills or delegating powers of 
attorney 

❖ Preparation for custody options for legal dependents including standby guardianship, joint 
custody, or adoption 

● Income tax preparation services to assist clients in filing Federal tax returns that are required by the 
Affordable Care Act for all individuals receiving premium tax credits 

 
Legal services exclude criminal defense and class-action suits unless related to access to services eligible 
for funding under the RWHAP. 
 
Programs funded in the New York EMA for New York City (NYC) provide legal advice, counseling, and 
representation; preparation of legal documents; client advocacy; and follow-up through resolution.   
 

III. GOALS OF SERVICES 
Provide legal services directly necessitated by an individual’s HIV status to engage and retain PHW in 
treatment and care. This will enhance immunological status, improve health outcomes, and reduce 
disease transmission. 
 

IV. CLIENT ELIGIBILITY 
Clients seeking Ryan White-funded Legal services must meet the minimum eligibility requirements for 
Ryan White services. These are: 

1. HIV-positive status 
2. Residency in the NY EMA, and  
3. Maximum household income at 500% of the Federal Poverty Level. 

 
Program Enrollment Criteria 
In addition to meeting the general Ryan White eligibility criteria, eligibility for Legal Services requires 
meeting the criteria listed below: 

Active substance use or history of incarceration does not preclude client eligibility. 

RWPA funds must not be used to provide legal services to individuals known to be HIV negative or to 
have an unknown HIV status, except in very limited cases for affected family members, partners, and 
caregivers, and then only when such services directly benefit the person. Affected individuals (people 
not identified with HIV) may be eligible for HRSA RWHAP services in limited situations, but these 
services for affected individuals must always benefit PWH.2 
 

 

 

 
2 https://ryanwhite.hrsa.gov/sites/default/files/ryanwhite/grants/service-category-pcn-16-02-final.pdf 

https://ryanwhite.hrsa.gov/sites/default/files/ryanwhite/grants/service-category-pcn-16-02-final.pdf
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V. SERVICE ACTIVITIES AND STANDARDS 
The table below outlines reimbursable services for this service category. Each service activity is 

explained under the “Definition” column, with additional guidance outlined under “Standard.” Program 

staff responsible for the delivery of each service is detailed under the column titled “Staff.”  

Activity Definition Standard Staff 

Planning and Assessment  

Intake Assessment Initial assessment of health, 
psychosocial status and service 
needs to facilitate plan 
development.  May include:   
● Documenting eligibility for 

services and obtaining 

information for program 

enrollment 

● Gathering demographic data, 

HIV diagnosis information, 

insurance coverage 

information, involvement in 

criminal justice system 

● Evaluating financial and housing 

status, substance use, mental 

health, risk behavior, and 

general health and well-being  

Intake assessment must be 
completed within 45 days of 
program enrollment. 

Juris Doctor (J.D.) 
or the following 
when working 
under their direct 
supervision:  Law 
Student/Clerk, 
Certified 
Paralegal (C.P.), 
Certified Legal 
Assistance (C.L.A) 

Care/Service Plan 
Development 
(Optional) 

Development of a client-centered 
plan in response to the initial 
comprehensive assessment, listing 
client’s goals for participation in the 
program, the actions that both the 
client and program staff will take to 
achieve goals, program services 
that will be delivered and service 
frequency.   

Initial service plan must be 
completed within 45 days of 
program enrollment.  All 
plans must be personalized 
to reflect each client’s 
individual needs.  All plans 
must include at least one 
goal relevant to the service 
category in which the client 
is enrolled and at least one 
goal addressing health 
management for HIV.  Each 
goal should have at least 
one objective/action step 
that describes what the 
client will do to meet the 
goal and at least one 
objective/action step that 

J.D. or the 
following when 
working under 
their direct 
supervision:  Law 
Student/Clerk, 
C.P., C.L. A 
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]][ Activity Definition Standard Staff 

describes what the program 
will do to help the client 
meet the goal.  

Reassessment Follow up assessment to re-
evaluate and record client 
eligibility, engagement in care and 
services, emerging health and 
service needs, progress towards 
achieving plan goals, substance use, 
mental health, and risk behaviors.  
Re-assessment facilitates service 
plan updates.  

Reassessment must occur at 
least every six months. 

J.D. or the 
following when 
working under 
their direct 
supervision: Law 
Student/Clerk, 
C.P., C.L. A 

Care/Service Plan 
Update (Optional) 

Review of service plan to evaluate 
progress toward achieving goals 
and make revisions in response to 
the reassessment or emerging 
needs.  

Plans must be updated at 
least every six months 
within 30 days of 
reassessment. Service plans 
can be updated as needed 
by the client or the 
program. 

J.D. or the 
following when 
working under 
their direct 
supervision: Law 
Student/Clerk, 
C.P., C.L. A 

Direct Legal Advocacy  

Advance 
Directives 

Preparation of advance directives 
including, but not limited to: 

● Powers of attorney 

● Living wills 

● Healthcare proxies 

● Do Not Resuscitate/Do Not 

Intubate (DNR/DNI) orders 

Legal services must be 
delivered in accordance 
with rules governing the 
practice of law in New York 
State.   

J.D. or the 
following when 
working under 
their direct 
supervision:  Law 
Student/Clerk, 
C.P., C.L. A 

Access to Benefits 
- Medical 

Legal interventions to address or 
facilitate access to medical benefits 
and healthcare services.  These may 
include, but are not limited to: 

● Claims of discrimination 

impeding access to medical 

benefits or healthcare 

● Breaches of confidentiality 

● Fair hearings 

● Establishing residency to 

support access to HIV/AIDS 

Services Administration (HASA) 

benefits (for NYC clients) and 

 J.D. or the 
following when 
working under 
their direct 
supervision:  Law 
Student/Clerk, 
C.P., C.L. A 
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medical care through NYS 

Medicaid 

Services for 
Parents/Guardians 
Living with HIV 

Planning services for custodial 
parents or guardians who are PWH 
and who may pre-decease 
dependent child(ren).  Services 
include, but are not limited to: 

● Social service counseling or 

legal counsel about planning 

options 

● Permanency planning for the 

custody of dependents, such as: 

❖ Stand-by guardianship 

❖ Joint custody 

❖ Adoption 

❖ Other permanency planning 

services 

 J.D. or the 
following when 
working under 
their direct 
supervision:  Law 
Student/Clerk, 
C.P., C.L. A 

Access to Benefits 
- Social Support 
Services 

Legal interventions to address or 
facilitate access to social services.  
These may include, but are not 
limited to: 

● Claims of discrimination 

impeding access to benefits or 

services 

● Breaches of confidentiality 

● Fair hearings 

● Establishing residency to 

support access to HIV/AIDS 

Services Administration (HASA) 

benefits (for NYC clients) and 

 J.D. or the 
following when 
working under 
their direct 
supervision:  Law 
Student/Clerk, 
C.P., C.L. A 
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medical care through NYS 

Medicaid 

Housing-related 
Services 

Legal interventions to address or 
facilitate access to housing 
including: 

a. Eviction prevention 

b. Assistance with rental 

arrears 

c. Other housing-related 

services  

 J.D. or the 
following when 
working under 
their direct 
supervision:  Law 
Student/Clerk, 
C.P., C.L. A 

Other Family 
Services 

Legal interventions to address 
family disputes and violence (i.e.  
domestic violence, intimate partner 
violence) including, but not limited 
to: 

a. Family offense 

b. Orders of protection 

c. Child custody and visitation 

disputes 

d. Child support petitions 

related to family violence 

 J.D. or the 
following when 
working under 
their direct 
supervision:  Law 
Student/Clerk, 
C.P., C.L. A 

Tax Preparation 
Services 

Assistance in preparing and filing 
tax returns.  May be provided 
directly or through referral. 

 J.D. or the 
following when 
working under 
their direct 
supervision:  Law 
Student/Clerk, 
C.P., C.L. A 

Group Legal 
Services 
(Workshops) 

Group education on legal topics 
that may also reach potential 
clients with legal needs who meet 
program criteria.  

All Groups/Workshops must 
be a minimum of 60 
minutes in duration AND 
reach at least 3 people. 

J.D. or the 
following when 
working under 
their direct 
supervision:  Law 
Student/Clerk, 
C.P., C.L. A 

VI.  STAFF QUALIFICATIONS 

Staff Title Function Qualifications 
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]][ Senior or Associate 

Counsel 

● Able to create legal strategies tailored to needs of 

clients and provide legal advocacy and guidance for 

staff and clients   

● Perform tasks including research, drafting documents, 

and representation in court, arbitration, or other 

judicial proceedings  

● Summarize proceedings and complex documents for 

clients and communicate next steps   

● Supervise paralegal and/or law student   

● Review all documents, cases and services delivered to 

ensure compliance   

● Senior associates may provide mentorship and 

supervision for other attorneys at agency 

● Juris Doctor (J.D.) with 

at least 5 years of 

experience with listed 

tasks and licensed by 

NYS to provide legal 

services 

Law Student/Clerk  ● Support research and drafting of legal documents ● Currently enrolled in J.D 

program 

Paralegal  ● Legal assistant with tasks including, but not limited to, 

filing motions, interviewing clients, preparing/drafting 

documents, and legal research 

● Certified Paralegal (C.P.)  

● Certified Legal 

Assistance (C.L.A) 

 
Agencies are encouraged to hire PWH and Peers whenever possible; Peers should be certified by NYS 

AIDS Institute Peer Worker Certification Program or working towards obtaining certification with 

formal program support. Staff must not be current clients of the Legal Services program.  

VIII. CASE CLOSURE 

Case closure practices will vary by program and agency. Each funded program will be required to 
outline their case closure protocols in their scope of services. 
Subrecipient must develop and maintain a policy/procedure for case suspensions and  
closures. Subrecipient must document such reasons in client records and must correspond with 
reasons for case closure as structured in eSHARE (Electronic System for HIV/AIDS Reporting & 
Evaluation). In addition, subrecipient must implement and document discharge planning and/or 
outreach to clients lost to follow-up when appropriate. Subrecipient must document all attempts to 
contact the client before closing the case. Cases will be closed when the client’s legal or benefit issue 
has been resolved. Other reasons for closure may include: 
● No new need was identified 
● Client moved/relocated 
● Client requested transfer to another provider 
● Client incarcerated or institutionalized for a certain number of months 
● Client lost to follow up/unsuccessful reengagement efforts for over a period of one, but not to 

exceed nine months 
● Client died 

https://www.hivtrainingny.org/Home/PeerCertification
https://www.hivtrainingny.org/Home/PeerCertification
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IX. CLIENT RIGHTS AND RESPONSIBILITIES 

Subrecipient is required to provide RWPA clients with a copy of a Client Rights and Responsibilities 
document that informs them of the following: 

● Agency’s client confidentiality policy;  
● Agency’s expectations of the client as a consumer of services;  
● Client’s right to file a grievance;  
● Client’s right to receive no-cost interpreter services;  
● Reasons for which a client may be discharged from services, including a due process for 

involuntary discharge. 
 
Subrecipient is required to take the necessary actions to ensure that services are provided in 
accordance with the Statement of Consumer Rights and Responsibilities and that each client fully 
understands their rights and responsibilities. Subrecipient must document in each client’s medical 
record when the client is informed of their rights and provided with a copy of the Client Rights and 
Responsibilities document.3 

 
 

X. GRIEVANCE PROCEDURE 
Subrecipient Grievance Policy 
Subrecipients are required to have their own client grievance policy in place and ensure that their 
clients are aware of the policy.  Grievance procedures should be outlined at the agency level. A 
provider agency grievance procedure ensures that consumers have recourse if they feel they are being 
treated unfairly or inappropriately, or that the quality of services received is not up to par. Each agency 
must distribute a written policy that identifies the steps a consumer should follow to file a grievance 
and how the grievance will be handled. The final step of the grievance policy should include 
information on how the consumer may appeal the decision if the consumer’s grievance is not settled 
to their satisfaction within the provider agency. Grievances that are not resolved by the agency require 
involvement of the recipient, who will carry out inquiries to address these types of grievances. 
Agencies must ensure clients have full understanding of this policy regardless of literacy or language 
proficiency. 

 
Grievance policies are recommended to include clear explanations of the expected standard of care, 
client’s privacy rights, the process through which the grievance will be aired at the agency, and a 
timeline for resolution and contact information for PHS should the grievance not be resolved 
satisfactorily.  

 
  

● For contractors or clients of contractors: A copy of the current grievance procedure is 
posted on the Public Health Solutions website (https://www.healthsolutions.org/get-
funding/for-current-contractors/contractor-resources/). In order to file a grievance, 
grievant is instructed to call or email Public Health Solutions at: 

o 646-619-6602 

 
3 https://ryanwhite.hrsa.gov/sites/default/files/ryanwhite/resources/manual-part.pdf 

https://www.healthsolutions.org/get-funding/for-current-contractors/contractor-resources/
https://www.healthsolutions.org/get-funding/for-current-contractors/contractor-resources/
https://ryanwhite.hrsa.gov/sites/default/files/ryanwhite/resources/manual-part.pdf
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XI. CULTURAL LINGUISTIC COMPETENCY 

Ensuring culturally and linguistically appropriate services advances health equity, improves quality, and 
helps eliminate healthcare disparities by establishing a blueprint for health and healthcare 
organizations. Subrecipients must provide services that are culturally and linguistically responsive 
based on the National Standards for Culturally and Linguistically Appropriate Services (CLAS).4  
 
For the purpose of these standards, culture is defined as the integrated pattern of thoughts, 
communications, actions, customs, beliefs, values, and institutions associated, wholly or partially, with 
racial, ethnic, or linguistic groups, as well as with religious, spiritual, biological, geographical, or 
sociological characteristics. Linguistic services, including interpretation (oral) and translation (written) 
services, must be delivered by a qualified linguistic provider.5 

 
XII. PRIVACY AND CONFIDENTIALITY 

Subrecipient will have policies and procedures in place to ensure client confidentiality in compliance 
with all applicable laws (e.g., New York State Public Health Law (27F) and federal Health Insurance 
Portability and Accountability Act (HIPAA) regulations). All subrecipient staff and volunteers who have 
access to client information must receive training in agency confidentiality policy and procedures.6 

 
 

 

 

  

 
4 https://thinkculturalhealth.hhs.gov/clas 
5https://targethiv.org/sites/default/files/file-upload/resources/8 

4.%20Multicultural%20Competence%20in%20HIV%20Planning%20and%20Care%20Use_0.pdf 
6 https://ryanwhite.hrsa.gov/sites/default/files/ryanwhite/resources/manual-part.pdf 

mailto:grievance@healthsolutions.org
https://thinkculturalhealth.hhs.gov/clas
https://targethiv.org/sites/default/files/file-upload/resources/8%204.%20Multicultural%20Competence%20in%20HIV%20Planning%20and%20Care%20Use_0.pdf
https://targethiv.org/sites/default/files/file-upload/resources/8%204.%20Multicultural%20Competence%20in%20HIV%20Planning%20and%20Care%20Use_0.pdf
https://ryanwhite.hrsa.gov/sites/default/files/ryanwhite/resources/manual-part.pdf
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Service Standards: Mental Health Services 

Developed by: HIV Care and Treatment Program (Recipient of Ryan White Part A Program) 

Approved by: HIV Health and Human Service Planning Council of NY on 4/24/2025 

I. HRSA DEFINITION OF SERVICES 

Mental Health (MHL) Services are funded through the Ryan White HIV/AIDS Program 

(RWHAP) Part A Mental Health Services service category. According to the United States 

Health Resources and Services Administration (HRSA) HIV/AIDS Bureau (HAB)1: 

Mental Health Services are the provision of outpatient psychological and psychiatric 

screening, assessment, diagnosis, treatment, and counseling services offered to clients 

living with HIV. Services are based on a treatment plan, conducted in an outpatient 

group or individual session, and provided by a mental health professional licensed or 

authorized within the state to render such services. Such professionals typically include 

psychiatrists, psychologists, and licensed clinical social workers. Mental Health Services 

are allowable only for people with HIV (PWH) who are eligible to receive HRSA RWHAP 

services. 

II. GOALS OF SERVICES 

The goals of the MHL program are to:   

1. Improve the behavioral health and quality of life of PWH.   

2. Improve HIV care outcomes across the HIV care continuum. 

3. Provide linkages to medical and support services that address the co-occurring 

social determinants of health impacting PWH’s ability to engage in behavioral 

health and HIV care.2  

III. CLIENT ELIGIBILITY 

Clients seeking RWHAP-funded MHL services must meet the minimum eligibility 

requirements for RWHAP Part A services. These are: 

1. HIV-positive status; 

2. Residency in the NY Eligible Metropolitan Area (EMA); and  

3. Maximum household income at 500% of the Federal Poverty Level. 

Program Enrollment Criteria 

In addition to the general RWHAP client eligibility criteria, MHL services can only be 

provided to RWHAP Part A clients who have at least one diagnosed mental illness or 

condition.3 A diagnosed mental illness or condition should be documented by the  

licensed clinician during intake assessment using current Diagnostic and Statistical 

Manual of Mental Disorders (DSM) criteria. 

 
1 HRSA HIV/AIDS Bureau. Policy Clarification Notice 16-02: Ryan White HIV/AIDS Program Services: Eligible Individuals and Allowable Uses of 
Funds. Oct 2018. https://ryanwhite.hrsa.gov/sites/default/files/ryanwhite/grants/service-category-pcn-16-02-final.pdf  
2 HIV Health & Human Services Planning Council of New York. Behavioral Health Directive. Approved July 27, 2023. https://nyhiv.org/wp-
content/uploads/2023/12/Behavioral-Health-Directive_PC-Approved.pdf 
3 HRSA HIV/AIDS Bureau. Ryan White HIV/AIDS Program (RWHAP) National Monitoring Standards for RWHAP Part A Recipients. June 2023. 

https://www.federalregister.gov/documents/2025/01/17/2025-01377/annual-update-of-the-hhs-poverty-guidelines
https://ryanwhite.hrsa.gov/sites/default/files/ryanwhite/grants/service-category-pcn-16-02-final.pdf
https://nyhiv.org/wp-content/uploads/2023/12/Behavioral-Health-Directive_PC-Approved.pdf
https://nyhiv.org/wp-content/uploads/2023/12/Behavioral-Health-Directive_PC-Approved.pdf
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IV. SERVICE ACTIVITIES AND STANDARDS 

The table below outlines reimbursable services for this service category. Each service activity is explained under the “Service 

Description” column, with additional guidance and guidelines outlined under “Service Standard.” Program staff responsible 

for the delivery of each service are detailed under the column titled “Staff Responsible.”  

Service Type Service Description Service Standard Staff 

Responsible 

Service 

Location 

Required/ 

Optional 

Planning and Assessment 

Intake Assessment Initial assessment of health, psychosocial status, 

and service needs to facilitate plan 

development. May include: 

• Documenting eligibility for services and 

obtaining information for program 
enrollment; 

• Gathering demographic data, HIV 

diagnosis information, insurance 

coverage information; and 

• Evaluating financial and housing status, 
substance use, mental health, risk 
behavior, and general health and well-
being. 

Intake assessment must 

be completed within 45 

days of program 

enrollment. 

The initial assessment 

process must include a 

psychosocial evaluation 

and DSM diagnosis. 

Licensed 

Mental Health 

Clinician 

On-site, Off- 

site, or Virtual 

Required 

Care/Service Plan 
Development 

Development of a client-centered plan in 

response to the initial comprehensive 

assessment, listing client’s goals for 

participation in the program, the actions that 

both the client and program staff will take to 

achieve goals, program services that will be 

delivered, and service frequency. 

Initial service plan must be 

completed within 45 days 

of program enrollment. All 

plans must be personalized 

to reflect each client’s 

individual needs. All plans 

must include at least one 

goal relevant to the service 

category in which the 

client is enrolled and at 

Licensed 

Mental Health 

Clinician 

On-site, Off- 

site, or Virtual 

Required 
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Service Type Service Description Service Standard Staff 

Responsible 

Service 

Location 

Required/ 

Optional 

least one goal addressing 

health management for 

HIV. Each goal should have 

at least one 

objective/action step that 

describes what the client 

will do to meet the goal 

and at least one 

objective/action step that 

describes what the 

program will do to help the 

client meet the goal. 

Reassessment Follow-up assessment to re-evaluate and 

record client eligibility, engagement in care and 

services, emerging health and service needs, 

progress towards achieving plan goals, 

substance use, mental health, and risk 

behaviors. Re-assessment facilitates service 

plan updates. 

Reassessment must occur at 

least every six months. 

Licensed 

Mental Health 

Clinician 

On-site, Off- 

site, or Virtual 

Required 

Care/Service 

Plan Update 

Review of service plan to evaluate progress 

toward achieving goals and make revisions in 

response to the reassessment or emerging 

needs. 

Plans must be updated at 

least every six months 

within 30 days of 

reassessment. 

Licensed 

Mental Health 

Clinician 

On-site, Off- 

site, or Virtual 

Required 

Mental Health Counseling 

Mental Health 
Counseling 
(Individual) 

One-to-one psychotherapeutic counseling 
session conducted to address a diagnosed 
mental health condition. 

Each session is at least 45 
minutes. 

Licensed 
Mental Health 
Clinician 

On-site, Off- 
site, or Virtual 

Required 
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Service Type Service Description Service Standard Staff 

Responsible 

Service 

Location 

Required/ 

Optional 

Mental Health 

Counseling (Group) 

Group psychotherapeutic counseling session 

conducted to address a diagnosed mental health 

condition. 

Each session is at least 60 

minutes. Groups must have 

at least 3 participants. At 

least 1 participant must be 

enrolled in the program. 

Licensed 

Mental Health 

Clinician 

On-site, Off- 

site, or Virtual 

Optional 

(Subrecipients 

must select at 

least one 

group 

counseling 

service to 

provide.) 

Psychiatric Evaluation Interview to evaluate need for psychiatric 

intervention, determine diagnosis, and develop 

psychiatric treatment plan. 

Each session is at least 45 

minutes. 

Psychiatrist or 

Psychiatric 

Nurse 

Practitioner 

On-site, Off- 

site, or Virtual 

Optional 

Psychiatric Visit Psychiatric session to follow-up on treatment 
plan and manage psychiatric medication. 

Each session is at least 15 

minutes. 

Psychiatrist or 

Psychiatric 

Nurse 

Practitioner 

On-site, Off- 

site, or Virtual 

Optional 

Wellness (Individual) One-on-one session to provide education and 
follow-up on issues affecting client’s mental 
health needs. Includes addressing: 

• Engagement in psychiatric care; 
• Adherence to psychiatric medications; 
• Current stressors and client’s perception 

of stress; 
• Effective coping strategies; 
• Navigating the health care system; and 
• Barriers to mental health treatment. 

No additional standard. Patient 

Navigator 

On-site, Off- 

site, or Virtual 

Required 
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Service Type Service Description Service Standard Staff 

Responsible 

Service 

Location 

Required/ 

Optional 

Wellness (Group) Group session to provide education and follow-
up on issues affecting clients’ mental health 
needs. Includes addressing: 

• Engagement in psychiatric care; 
• Adherence to psychiatric medications; 
• Current stressors and client’s perception 

of 
stress; 

• Effective coping strategies; 
• Navigating the health care system; and 
• Barriers to mental health treatment. 

Groups must have at least 

3 participants. At least 1 

participant must be 

enrolled in the program. 

Patient 

Navigator 

On-site, Off- 

site, or Virtual 

Optional 

(Subrecipients 

must select at 

least one 

group 

counseling 

service to 

provide.) 

Alcohol and Other Drug (AOD) Counseling Services 

Overdose Prevention 

Training (Individual) 

One-to-one overdose prevention education 

and training. Session includes dispensing/ 

prescribing naloxone (Narcan) or providing 

information about how to obtain naloxone 

from a pharmacy or another source. 

No additional standard. Any staff 

member 

trained to 

provide this 

service. 

On-site, Off- 

site, or Virtual 

Optional 

Treatment Adherence Services 

Treatment Adherence 

Counseling 

(Individual) 

One-to-one therapeutic counseling to address 

adherence to psychiatric, as well as HIV, 

treatment. Sessions may cover education 

about treatment options, barriers to 

adherence, strategies to improve adherence, 

drug interactions, and managing side effects. 

No additional standard. Licensed 

Mental Health 

Clinician 

On-site, Off- 

site, or Virtual 

Required 

Treatment Adherence 

Counseling (Group) 

Group therapeutic counseling to address 

adherence to psychiatric, as well as HIV, 

treatment. Sessions may cover education 

about treatment options, barriers to 

adherence, strategies to improve adherence, 

drug interactions, and managing side effects. 

Groups must have at least 

3 participants. At least 1 

participant must be 

enrolled in the program. 

Licensed 

Mental Health 

Clinician 

On-site, Off- 

site, or Virtual 

Optional 

(Subrecipients 

must select at 

least one group 

counseling 

service to 
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Service Type Service Description Service Standard Staff 

Responsible 

Service 

Location 

Required/ 

Optional 

provide.) 

Evidence-Based Interventions 

Seeking 

Safety 

(Individual) 

A present-focused intervention to help clients 
attain safety from trauma, PTSD, and/or 
substance use. 

No additional standard. Licensed 

Mental Health 

Clinician 

trained to 

provide this 

intervention 

On-site, Off- 

site, or Virtual 

Optional 

(Subrecipients 

must select at 

least one 

evidence-based 

intervention, 

either individually 

or group, 
to provide.) 

Seeking 

Safety 

(Group) 

A present-focused intervention to help clients 
attain safety from trauma, PTSD, and/or 
substance use. 

Groups must have at least 3 
participants. At least 1 
participant must be enrolled 
in the program. 

Licensed 

Mental Health 

Clinician 

trained to 

provide this 

intervention, 

and other staff 

members 

trained in this 

intervention 

may co- 

facilitate 

On-site, Off- 

site, or Virtual 

Optional 

(Subrecipients 

must select at 

least one 

evidence-based 

intervention, 

either individually 

or group, to 

provide.) 
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Service Type Service Description Service Standard Staff 

Responsible 

Service 

Location 

Required/ 

Optional 

Health 

Education 

(Individual) 

One-to-one educational session covering one 

or more health promotion topics in response 

to client’s needs and interests. Sessions follow 

a semi- structured format and may cover HIV 

biology, care management, communication 

with providers, substance use, behavioral 

health, social support, harm reduction, 

wellness, adherence to care and treatment, 

and other areas. 

For Behavioral Health 

Services Only: 

Implementation of an 

evidence-based HIV self- 

management education 

program. 

Any staff 

member 

trained to 

provide this 

intervention. 

On-site, Off- 

site, or 

Virtual 

Optional 

(Subrecipients 

must select at 

least one 

evidence-based 

intervention, 

either 

individually or 

group, to 

provide.) 

Health 

Education 

(Group) 

Group educational session covering one or 

more health promotion topics. Sessions follow 

a semi- structured format and may cover HIV 

biology, care management, communication 

with providers, substance use, behavioral 

health, social support, harm reduction, 

wellness, adherence to care and treatment, 

and other areas. 

For Behavioral Health 

Services Only: 

Implementation of an 

evidence-based HIV self- 

management education 

program. 

Groups must have at least 3 

participants and at least 1 

participant must be enrolled 

in the program. 

Any staff 

member 

trained to 

provide this 

intervention. 

On-site, Off- 

site, or 

Virtual 

Optional 

(Subrecipients 

must select at 

least one 

evidence-based 

intervention, 

either 

individually or 

group, to 

provide.) 

Healthy 

Conversations 

(Individual) 

One-to-one session covering one or more 

“conversations” in response to client’s specific 

needs, service plan goals, and interest in 

addressing mental health, wellness, and 

substance use. 

Healthy Conversations curriculum should be 

utilized to guide sessions with client and 

implement “conversations.” 

At minimum 1 conversation 

should be implemented with 

client during encounter. 

Any staff 

member 

trained to 

provide this 

intervention. 

On-site, Off- 

site, or 

Virtual 

Optional 

(Subrecipients 

must select at 

least one 

evidence-based 

intervention, 

either 

individually or 

group, to 
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Service Type Service Description Service Standard Staff 

Responsible 

Service 

Location 

Required/ 

Optional 

provide.) 

Healthy 

Conversations 

(Group) 

Group educational session covering one or more 

“conversations” in response to group’s interest 

and goals in addressing mental health, wellness, 

and substance use. Healthy Conversations 

curriculum should be utilized to guide sessions 

with group and implement “conversations.” 

At minimum 1 

conversation should be 

implemented during 

group session. 

Groups must have at least 3 

participants and at least 1 

participant must be enrolled 

in the program. 

Any staff 

member 

trained to 

provide this 

intervention. 

On-site, Off- 

site, or 

Virtual 

Optional 

(Subrecipients 

must select at 

least one 

evidence-based 

intervention, 

either 

individually or 

group, to 

provide.) 

Service Coordination 

Coordination 

with Service 

Providers 

Direct communication with medical or other 

service providers with whom a client is shared 

to inform service planning, coordinate services, 

avoid duplication of effort, and collaboratively 

support engagement in care and treatment. 

No additional standard. Licensed 

Mental Health 

Clinician 

and/or Patient 

Navigator 

On-site, Off- 

site, or 

Virtual 

Required 

Client Assistance Administrative activities and tasks that may 

occur with the client or on their behalf to 

connect the client to needed services. This may 

include the following activities to facilitate 

client participation in service connections: 

compiling documentation to demonstrate 

eligibility for needed services, assisting with the 

completion of forms and other necessary 

paperwork, reminder calls and messaging, 

arranging childcare or transportation, and other 

identified tasks as required or necessary. 

No additional standard. Patient 

Navigator 

On-site, Off- 

site, or 

Virtual 

Required 
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Service Type Service Description Service Standard Staff 

Responsible 

Service 

Location 

Required/ 

Optional 

Accompaniment Escorting and/or accompanying client to health 

and supportive service appointments. Service 

may be initiated from the client’s home, 

program site, or another location, including the 

site of the appointment. Service may include: 

• Navigating transportation systems with 

clients; 

• Accompanying clients to help them 

locate the site of service, gain entrance, 

and check in and out; and 

• Language interpretation (where 

permitted), emotional support, 

coaching, and advocacy 

during the appointment. 

Type 1: Delivering the 

service requires staff to use 

transportation. 

Type 2: Delivering the 

service does not require 

staff to use transportation. 

Patient 

Navigator 

Off-site or 

Virtual 

Required 

Outreach for Client Re- 

engagement 

Activities to locate an enrolled client who, 

without providing prior notification, has missed 

an appointment for health or supportive 

services. 

Activities may include phone calls, letters, text 

messages, emails or in-person visits to the 

client’s residence or other locations the client is 

known to frequent. 

This service is reportable 
only in the 90 days 
following the most recently 
missed appointment. If the 
client is not reachable 
within 90 days of that 
missed appointment, their 
enrollment should be 
closed (though it may be 
re- opened if/when the 
client is found again). 

Licensed 

Mental Health 

Clinician 

and/or Patient 

Navigator 

On-site, Off- 

site, or 

Virtual 

Required 

Referrals Provision of information and support to 

connect a client to resources or service 

providers to address various client needs. This 

includes but is not limited to: 

• Food (including nutrition education); 

• Housing (including temporary 

Need for referral should be 

determined through client 

assessment/reassessment, 

care planning, service 

coordination, case 

conference, and other 

Licensed 

Mental Health 

Clinician 

and/or Patient 

Navigator 

On-site, Off- 

site, or Virtual 

Required 
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Service Type Service Description Service Standard Staff 

Responsible 

Service 

Location 

Required/ 

Optional 

housing, housing stabilization, and 

permanent housing); 

• Employment services; 
• Life skills training; 

• Legal services (including eviction 
prevention services); 

• HIV primary care; 

• Medical care; 

• Mental health services; 

• Dental care; 

• Substance use treatment (including in- 

patient care and MATs); and 

• Benefits and entitlements (including 
health insurance). 

service provision or client 

encounters. 

Linkage to Services Verification that a client attended an 

appointment or followed through on a referral 

to initiate a relationship with a provider of 

supportive services or healthcare services 

following a referral from program staff. This 

includes but is not limited to supportive 

counseling services; harm reduction services; 

services that address clients’ basic needs (e.g., 

food, shelter, and hygiene products/facilities); 

employment services; legal services; HIV 

primary care; medical care; and dental care. 

Attendance must be 

verified. If client attends 

unaccompanied, program 

may verify through contact 

with provider or patient 

self- report. 

Licensed 

Mental Health 

Clinician 

and/or Patient 

Navigator 

On-site, Off- 

site, or Virtual 

Required 
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V. RECOMMENDED STAFF QUALIFICATIONS 

Staff Title Qualifications 

Program Director • At least five years of experience providing services to PWH 

• Minimum of two years in a supervisory role 

• Experience providing relevant services listed in the program’s service model is preferred 

Clinical Supervisor Required qualification: 

• Clinical Supervisors must hold and maintain the appropriate licensures and credentials needed to 

provide qualified supervision to Licensed Mental Health Clinicians and/or Substance Use 

Counselors, as required by NYS Education Department and/or Office of Addiction Services and 

Supports (OASAS). Such designations include but are not limited to, NYS Licensed Psychologist OR 

NYS Licensed Clinical Social Worker OR NYS Licensed and Board-Certified Psychiatrist OR 

Credentialed Alcoholism and Substance Use Counselor (CASAC) -Advanced/Master, as applicable.  

Recommended qualifications: 

• At least five years working experience with substance use and/or mental illness and/or chronic 

medical conditions (particularly HIV/AIDS) 

• At least two years of experience supervising clinical and/or case management staff 

Patient Navigators If applicable, persons with lived experience and expertise should either be certified by the NYS AIDS 

Institute Peer Worker Certification Program or be supported to obtain their certification to be 

employed as a Patient Navigator. Peer workers should receive additional trainings to provide the 

relevant EBI as identified by the NYC Health Department.   

Data Entry 

Specialist 

At least two years of experience providing data entry and administrative support   

Licensed Mental 

Health Clinicians 
Required qualifications: 

• NYS licensed and certified Social Worker (e.g., Licensed Master of Social Work or Licensed Clinical 
Social Worker), Psychologist, Psychiatrist, Psychiatric Nurse Practitioner, OR Mental Health 
Practitioner (e.g., psychoanalyst, marriage and family therapist, mental health counselor, creative 
arts therapist, etc.). 

• Mental health counseling and treatment adherence services, as described in the service model, 
must be provided by a staff member who holds the required qualifications of a Licensed Mental 
Health Clinician.  

Recommended qualification: 

• At least two years of experience working with the populations the applicant intends to 
serve 

Psychiatrist or 

Psychiatric Nurse 

Practitioner 

Required qualification: 

• Psychiatric evaluations and visits, as described in the service model, must be provided by a NYS 

Licensed and Board-Certified Psychiatrist or Psychiatric Nurse Practitioner. 

Recommended qualification: 

• At least two years of experience working with the populations the applicant intends to serve 

https://www.op.nysed.gov/professions-index
https://oasas.ny.gov/credentialing/casac
https://oasas.ny.gov/credentialing/casac
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Organizational titles for staff may differ from the recommended staff titles included 

above; however, staff qualifications should align with the required qualifications 

detailed in the above table.  

It is encouraged that subrecipients hire persons with lived experience and expertise 

whenever possible; persons with lived experience and expertise hired as patient 

navigators or peer workers should either be certified by the NYS AIDS Institute Peer 

Worker Certification Program or other NY State peer certification program as 

appropriate and be supported to obtain their certification while working in this capacity. 

We encourage hiring people living with HIV, but staff must not be current clients of the 

MHL program. 

VI. DISCHARGE, CASE CLOSURE, AND TRANSITION 

Discharge and case closure practices will vary by subrecipient. Each funded program will 

be required to outline their case closure protocols in their scope of services.  

The subrecipient must develop and maintain a policy/procedure for case suspensions 

and closures. The subrecipient must document such reasons in client records and 

correspond with reasons for case closure as structured in eSHARE (Electronic System for 

HIV/AIDS Reporting & Evaluation). In addition, the subrecipient must implement and 

document discharge planning and/or outreach to clients lost to follow-up, when 

appropriate. Reasons for closure may include: 

• Client completed program/graduated; 

• Client ended services (voluntary withdrawal); 

• Client did not adhere to program or subrecipient rules, regulations, or 

requirements; 

• Client became ineligible; 

• Client is lost to follow-up; 

• Client requested transfer to another provider; 

• Client incarcerated or institutionalized for a certain number of months; 

• Client died; or 

• Program funding ended. 

Subrecipients should have a transition policy/procedure in place in the event a client is 

transferred to another service provider. The transition policy/procedure should outline 

the subrecipient’s protocols for responding to other agencies' request for client records 

and documents, and for obtaining client consent to ensure that assigned staff will 

comply with applicable confidentiality regulations if/when client records are 

transferred. 

 

https://www.hivtrainingny.org/Home/PeerCertification
https://www.hivtrainingny.org/Home/PeerCertification
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VII. GRIEVANCE PROCEDURE  

Subrecipient Grievance Procedure 

PWH in receipt of RWHAP Part A services have the right to file a grievance if they feel 

they are being treated unfairly or inappropriately, or that the quality of services they 

received is not up to par. All RWHAP Part A subrecipients are required to implement a 

grievance/appeals procedure in accordance with the RWHAP Part A National Monitoring 

Standards4 and ensure that clients of services are aware of the subrecipient's 

grievance/appeals process regardless of language or literacy proficiency. Grievance 

procedures should include the steps a client should follow to file a grievance, how the 

grievance will be handled, and information on how the client may appeal the decision if 

the client’s grievance is not settled to their satisfaction within the subrecipient agency. 

Clients of RWHAP Part A services should follow the subrecipient agency's 

grievance/appeals procedure to file a formal complaint.  

RWHAP Part A Funding Grievance Policy 

RWHAP Part A recipients and planning councils are both legislatively mandated to have 

in place a grievance process regarding funding decisions. The intent is to provide an 

orderly and fair process for addressing dissatisfaction. Ideally, the best way to deal with 

grievances is to prevent them by using clear decision-making processes, making 

decisions in public view, and using a variety of informal methods to resolve potential 

problems early on. Informal methods can save time and help build positive relationships 

between consumers and planning council members. When grievances cannot be 

resolved in this manner, formal written grievance procedures must be available.  

Related to funding decisions, each non-award letter states: Any grievance must be filed 

within 30 days of the date of publication of awards on our website. A copy of the 

grievance procedure is available, upon written request, to designated BHHS staff:  

o (as of March 2025) Jenny Fernandez: jfernandez1@health.nyc.gov 

 

 

 
4 HRSA HIV/AIDS Bureau. Ryan White HIV/AIDS Program (RWHAP) National Monitoring Standards for RWHAP Part A Recipients.  June 2023.  

mailto:jfernandez1@health.nyc.gov
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I. DEFINITION OF SERVICES 

Non-Medical Case Management for Currently and Recently Incarcerated Persons With HIV 
(NMI) Services are funded through the Ryan White HIV/AIDS Program (RWHAP) Part A 
Non- Medical Case Management service category. According to the United States Health 
Resources and Services Administration (HRSA) HIV/AIDS Bureau (HAB)1: 

Non-Medical Case Management Services is the provision of a range of client- centered 

activities focused on improving access to and retention in needed core medical and 

support services. Non-Medical Case Management Services provides coordination, 

guidance, and assistance in accessing medical, social, community, legal, financial, 

employment, vocational, and/or other needed services. Non-Medical Case Management 

Services may also include assisting eligible clients to obtain access to other public and 

private programs for which they may be eligible, such as Medicaid, Children’s Health 

Insurance Program, Medicare Part D, State Pharmacy Assistance Programs, Pharmaceutical 

Manufacturer’s Patient Assistance Programs, Department of Labor or Education-funded 

services, other state or local health care and supportive services, or private health care 

coverage plans. Non-Medical Case Management Services includes all types of case 

management encounters (e.g., face-to-face, telehealth, phone contact, and any other 

forms of communication). Key activities include: 

• Initial assessment of service needs; 
• Development of a comprehensive, individualized care plan; 

• Timely and coordinated access to medically appropriate levels of health and 
support services and continuity of care; 

• Client-specific advocacy and/or review of utilization of services; 
• Continuous client monitoring to assess the efficacy of the care plan; 

• Re-evaluation of the care plan at least every 6 months with adaptations as necessary; 
and 

• Ongoing assessment of the client’s and other key family members’ needs 
and personal support systems.  

Non-Medical Case Management Services have as their objective providing coordination, 

guidance, and assistance in improving access to and retention in needed medical and 

support services to mitigate and eliminate barriers to HIV care services. 

In the NY Eligible Metropolitan Area (EMA), Non-Medical Case Management Services are 

provided by two subrecipients, CHS and the Community Partner, to people with HIV (PWH) 

 
1 HRSA HIV/AIDS Bureau. Policy Clarification Notice 16-02: Ryan White HIV/AIDS Program Services: Eligible Individuals and Allowable Uses of Funds. Oct 
2018. https://ryanwhite.hrsa.gov/sites/default/files/ryanwhite/grants/service-category-pcn-16-02-final.pdf  

https://ryanwhite.hrsa.gov/sites/default/files/ryanwhite/grants/service-category-pcn-16-02-final.pdf
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currently incarcerated in NYC jails and PWH who were recently released from incarceration 

to the NY EMA.  

CHS: H+H Correctional Health Services (CHS) coordinates the provision of medical care for 

individuals incarcerated in NYC Department of Correction (DOC) facilities. In order to ensure 

continuity of HIV care upon release from jail, CHS provides HIV-specific discharge planning 

and transitional care services to incarcerated PWH including providing linkage to medical 

care, mental health services, alcohol and substance use care, housing services, and other 

needed services post-release.  

Community Partner: The Community Partner provides time-limited (up to 180 days post-

release) assistance with benefits and entitlements, including enrollment in Medicaid and 

AIDS Drug Assistance Program (ADAP) resources, financial counseling, treatment education, 

risk reduction counseling, and linkage, referral, and follow-up to other needed medical and 

support services for PWH newly released to the NY EMA from NYC and New York State (NYS) 

correctional facilities. For currently incarcerated PWH in NYC jails who are nearing release or 

who are incarcerated for a short time, the Community Partner will work with CHS to engage 

clients in accessing medical and support services upon their release. For individuals released 

from New York State correctional facilities, the Community Partner begins to work with the 

client when they present to the Community Partner. 

II. GOALS OF SERVICES 

The goals of the NMI program are to:   

1. Provide support to soon-to-be released/recently incarcerated PWH to engage in HIV 

medical and support services. 

2. Provide advice and assistance to PWH in obtaining medical, social, community, legal, 

financial, and other needed services to improve their physical and mental health 

status. 

3. Reduce disparities in health outcomes for PWH involved with the correctional system.2 

III. CLIENT ELIGIBILITY 

Clients seeking RWHAP-funded NMI services must meet the minimum eligibility requirements 

for RWHAP Part A services. These are: 

1. HIV-positive status; 

2. Residency in the NY EMA; and  

3. Maximum household income at 500% of the Federal Poverty Level. 

Program Enrollment Criteria 

In addition to the general RWHAP client eligibility criteria, NMI services are available to 

clients who meet the following requirements: 

 
2 HIV Health & Human Services Planning Council of New York. Non-Medical Case Management/Incarcerated & Released Service Directive. Approved 
February 29, 2024. https://nyhiv.org/wp-content/uploads/2024/06/NMI-Directive_PC-approved-2-29-24.pdf  

https://www.federalregister.gov/documents/2025/01/17/2025-01377/annual-update-of-the-hhs-poverty-guidelines
https://nyhiv.org/wp-content/uploads/2024/06/NMI-Directive_PC-approved-2-29-24.pdf
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1. Individuals in the custody of the NYC Department of Corrections who test positive for 

HIV or who are known to be living with HIV and who will be incarcerated for a brief 

time or are nearing release; and/or  

2. Persons newly released to the NY EMA from NYC and NYS correctional facilities. 

Clients currently incarcerated at NYC Department of Correction facilities are exempt from 

providing proof of residency and income for eligibility. Clients who have been released from 

NYC and NYS facilities are not exempt and must meet all RWHAP Part A general client 

eligibility requirements to be enrolled in services. Active substance use does not preclude 

client eligibility. 

IV. SERVICE ACTIVITIES AND STANDARDS 

The tables below outline reimbursable services for this service category. Each service activity 

is explained under the “Definition/Service Description” column, with additional guidance and 

guidelines outlined under “Standard/Service Standard.” Program staff responsible for the 

delivery of each service are detailed under the column titled “Staff Responsible.”  

Correctional Health Services  

Activity Definition Standard 

Planning and Assessment 

Intake assessment Initial assessment of health, psychosocial status 
and service needs to facilitate plan development. 
May include: 
● Documenting eligibility for services and 

obtaining information for program 
enrollment; 

● Gathering demographic data, HIV diagnosis 
information, insurance coverage 
information, involvement in criminal justice 
system; and 

● Evaluating financial and housing status, 
substance use, mental health, risk 
behavior, and general health 

and well-being. 

Intake assessment must be completed 
within 45 days of program enrollment. 

Care/Service 
plan 
development 

Development of a client- centered plan in 
response to the initial comprehensive 
assessment, listing client’s goals for 
participation in the program, the actions that 
both the client and program staff will take to 
achieve goals, program services that will be 
delivered, and service frequency. 

Initial service plan must be completed 
within 45 days of program enrollment. All 
plans must be personalized to reflect each 
client’s individual needs. All plans must 
include at least one goal relevant to the 
service category in which the client is 
enrolled and at least one goal addressing 
health management for HIV. Each goal 
should have at least one objective/action 
step that describes what the client will do 
to meet the goal and at least one 
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Activity Definition Standard 

objective/action step that describes what 
the program will do to help the client meet 
the goal. 

Case conference  
 

Discussions with primary care provider or HIV 
specialist and client to jointly assess and 
evaluate client, coordinate services, and assess 
progress toward service plan goals. May also 
include other service providers such as patient 
navigators, pharmacists, behavioral health 
providers, and other members of the care team. 

Initial case conference with health care 
provider must be conducted within 30 days 
of program enrollment. Ongoing case 
conferences with the primary care provider 
must be conducted at least every three 
months. May be conducted by telephone or 
videoconference. 

Navigation 

Client 
Assistance  
 

Administrative activities and tasks that may 
occur with the client or on their behalf to 
connect the client to needed services. This may 
include the following activities to facilitate 
client participation in service connections: 
compiling documentation to demonstrate 
eligibility for needed services, assisting with the 
completion of forms and other necessary 
paperwork, reminder calls and messaging, 
arranging childcare or transportation, and other 
identified tasks as required or necessary. 

No additional standard. 

Confirmation of 
Linkage to Care  
 

Staff confirms that the client is linked to 
primary care indicated by attendance at a 
primary care visit. Acceptable documentation 
includes:  

• CD4 order, and/or result, from the agency 
to which the client was referred.  

• Viral load order, and/or result, from the 
agency to which the client was referred.  

• The word ‘HIV’ or ‘AIDS’ in the medical note 
in the context of the client’s diagnosed 
condition, from the agency to which the 
client was referred.  

• Orders and/or prescription for any ARV, 
from the agency to which the client was 
referred.  

• Letter, note or email from staff at the 
treating agency to which the client was 
referred, stating that the medical visit was 
HIV and/or AIDS-related.  

No additional standard. 
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Community Partner Service Activities 

Service Type Service Description Service Standard Staff 

Responsible 

Service 

Location 

Required/ 

Optional 

Planning and Assessment 

Intake Assessment Initial assessment of health, psychosocial status, and service 

needs to facilitate plan development. May include: 

• Documenting eligibility for services and 

obtaining information for program enrollment; 

• Gathering demographic data, HIV diagnosis 

information, insurance coverage information; and 

• Evaluating financial and housing status, substance 

use, mental health, risk behavior, and general health 

and well- being. 

Intake assessment must be 

completed within 45 days 

of program enrollment. 

Transitional 

Counselor 

 
 

On-site, Off- 

site, or Virtual 

Required 

Care/Service Plan 

Development 

Development of a client-centered plan in response to the 

initial comprehensive assessment, listing client’s goals for 

participation in the program, the actions that both the 

client and program staff will take to achieve goals, program 

services that will be delivered, and service frequency. 

Initial service plan must be 

completed within 45 days of 

program enrollment. All 

plans must be personalized 

to reflect each client’s 

individual needs. All plans 

must include at least one 

goal relevant to the service 

category in which the client is 

enrolled and at least one goal 

addressing health 

management for HIV. Each 

goal should have at least one 

objective/action step that 

describes what the client will 

do to meet the goal and at 

least one objective/action 

step that describes what the 

program will do to help the 

Transitional 

Counselor 

 
 

On-site, Off-

site, or Virtual 

Required 
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Service Type Service Description Service Standard Staff 

Responsible 

Service 

Location 

Required/ 

Optional 
client meet the goal. 

Transportation 
Transportation Provide transportation to the NY EMA at the time of 

release from NYC correctional facilities. May include 
transportation directly to: 

• Residence; 
• Medical provider; 
• HASA location; 
• Emergency housing provider; or 
• Court Facility. 

Provide access to transportation post-release to 
appointments 
in order to engage in HIV primary care or access supportive 
services. 

Transportation must be 
available 24 hours, 7 days 
per week as needed. 

Transitional 

Counselor 

Off-Site Required 

Service Coordination 
Case 
Conference 
(with client 
present) 

Discussions with primary care provider or HIV specialist 
and client to jointly assess and evaluate client, 
coordinate services, and assess progress toward service 
plan goals. May also include other service providers such 
as patient navigators, pharmacists, behavioral health 
providers, and other members of the care team. 

Initial case conference with 

health care provider must be 

conducted within 30 days of 

program enrollment. Ongoing 

case conferences with the 

primary care provider must 

be conducted at least every 

three months. May be 

conducted by telephone or 

videoconference. 

Must conduct at least one 

case conference with CHS 

staff and enrolled clients 

detained in NYC jail prior to 

client release. 

Transitional 
Counselor 

Off-site or 
Virtual 

Required 
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Service Type Service Description Service Standard Staff 

Responsible 

Service 

Location 

Required/ 

Optional 

Accompaniment Escorting and/or accompanying client to health and 

supportive service appointments. Service may be initiated 

from the client’s home, program site, or another location, 

including the site of the appointment. Service may include: 

• Navigating transportation systems with clients; 

• Accompanying clients to help them locate the site 

of service, gain entrance, and check in and out; 

and 

• Language interpretation (where permitted), emotional 

support, coaching, and advocacy during the 
appointment. 

Type 1: Delivering the 

service requires staff to use 

transportation. 

Type 2: Delivering the 

service does not require 

staff to use transportation. 

Transitional 

Counselor 

Off-site or Virtual Required 

Client Assistance Administrative activities and tasks that may occur with the 

client or on their behalf to connect the client to needed 

services. This may include the following activities to 

facilitate client participation in service connections: 

compiling documentation to demonstrate eligibility for 

needed services, assisting with the completion of forms 

and other necessary paperwork, reminder calls and 

messaging, arranging childcare or transportation, and 

other identified tasks as required or necessary. 

No additional standard Transitional 

Counselor 

On-site, Off-

site, or Virtual 

Required 

Coordination with 

Service Providers 

Direct communication with medical or other service 

providers with whom a client is shared to inform service 

planning, coordinate services, avoid duplication of effort, 

and collaboratively support engagement in care and 

treatment. 

No additional standard Transitional 

Counselor 

On-site, Off-

site, or Virtual 

Required 

Outreach for Client 

Re-engagement 

Activities to locate an enrolled client who, without 
providing prior notification, has missed an appointment for 
health or supportive services. Activities may include phone 
calls, letters, text messages, emails, or in-person visits to 
the client’s residence or other locations the client is known 
to frequent. 

This service is reportable 
only in the 90 days following 
the most recently missed 
appointment. It is not 
reportable for missed Non-
Medical Case Management 

Transitional 

Counselor 

On-site, Off-

site, or Virtual 

Required 
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Service Type Service Description Service Standard Staff 

Responsible 

Service 

Location 

Required/ 

Optional 

appointments. 

Referrals Provision of information and support to connect a client to 

resources or service providers to address various client 
needs. 
This includes but is not limited to: 

• Food (including nutrition education); 

• Housing (including temporary housing, housing 

stabilization, and permanent housing); 

• Employment services; 

• Life skills training; 

• Legal services (including eviction prevention 
services); 

• HIV primary care; 

• Medical care; 

• Mental health services; 

• Dental care; 

• Substance use treatment (including in-patient care 
and 

MATs); and 

• Benefits and entitlements (including health 
insurance). 

Need for referral should be 
determined through client 
Assessment/reassessment, 
care planning, service 
coordination, case 
conference, and other service 
provision or client 
encounters. 

Transitional 

Counselor 

On-site, Off- 

site, or Virtual 

Required 

Linkage to 

Services 

Verification that a client attended an appointment or 

followed through on a referral to initiate a relationship with 

a provider of supportive services or healthcare services 

following a referral from program staff. This includes but is 

not limited to HIV primary care; services that address 

clients’ basic needs (e.g., food, shelter, and hygiene 

products/facilities); employment services; legal services; 

medical care; and dental care. 

Attendance must be verified. 

If client attends 

unaccompanied, program 

may verify through contact 

with provider or patient self- 

report. 

Transitional 

Counselor 

On-site, Off- 

site, or Virtual 

Required 
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Service Type Service Description Service Standard Staff 

Responsible 

Service 

Location 

Required/ 

Optional 

Verification of 
Maintenance in 
Care at 90 Days 

This is an incentivized rate for verified maintenance in care 

at 90 days after linkage to care. This rate is payable one 

time per client enrollment. A 90-day post linkage to care 

follow-up contact for those clients who were confirmed to 

be linked to care is made to determine continued 

maintenance in care. This determination will be made by 

contacting each client’s primary care provider, case 

manager, or care coordinator, or via client self-report to 

confirm their engagement in care 90 days post linkage to 

care. The written confirmation (or verbal in the case of 

self-report) must be documented in the client’s chart. 

No additional standard Transitional 

Counselor 

On-site, Off- 

site, or Virtual 

Required 
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V. RECOMMENDED STAFF QUALIFICATIONS 

Staff Title Qualifications 
Program 

Director 

• At least five years of experience providing services to PWH 

• Minimum of two years in a supervisory role 

• Experience working with previously incarcerated populations preferred 

Clinical Supervisor • NYS Licensed Mental Health Practitioner (e.g., psychoanalyst, marriage 
and family therapists, mental health counselor, creative arts therapists, 
etc.) OR NYS Licensed Social Worker (e.g., Licensed Master of Social 
Work or Licensed Clinical Social Worker) 

• At least two years of experience supervising clinical and/or case 
management staff 

This role can be addressed by employing a program director with the 
credentials listed above or through a separate clinical supervisor staff 
position. This position can also be fulfilled through an external consultancy. 
 

Transitional 
Counselor 

• At least two years of experience with case management and providing 
services to PWH; experience with incarcerated populations is preferred 

Data Entry Specialist • At least two years of experience providing data entry and 
administrative support 

Organizational titles for staff may differ from the recommended staff titles included 

above; however, staff roles and qualifications should align with the functions and 

required qualifications detailed in the above table.  

It is encouraged that agencies hire persons with lived experience and expertise 

whenever possible; persons with lived experience and expertise hired as Transitional 

Counselors or peer workers should either be certified by the NYS AIDS Institute Peer 

Worker Certification Program or other NY State peer certification program as 

appropriate and be supported to obtain their certification while working in this capacity. 

We encourage hiring people living with HIV, but staff must not be current clients of the 

NMI program. 

VI. DISCHARGE, CASE CLOSURE, AND TRANSITION 

Discharge and case closure practices will vary by subrecipient. Each funded program will 

be required to outline their case closure protocols in their scope of services.  

The subrecipient must develop and maintain a policy/procedure for case suspensions 

and closures. The subrecipient must document such reasons in client records and 

correspond with reasons for case closure as structured in eSHARE (Electronic System for 

HIV/AIDS Reporting & Evaluation). In addition, the subrecipient must implement and 

https://www.hivtrainingny.org/Home/PeerCertification
https://www.hivtrainingny.org/Home/PeerCertification


RYAN WHITE HIV/AIDS PROGRAM PART A  

Page 11 of 12 
 

Service Standards: Non-Medical Case Management Services for Currently and 

Recently Incarcerated Persons With HIV 
]][ 

document discharge planning and/or outreach to clients lost to follow-up, when 

appropriate. Reasons for closure may include: 

• Client completed program/graduated; 

• Client ended services (voluntary withdrawal); 

• Client did not adhere to program or subrecipient rules, regulations, or 

requirements; 

• Client became ineligible; 

• Client is lost to follow-up; 

• Client requested transfer to another provider; 

• Client died; or 

• Program funding ended. 

Subrecipients should have a transition policy/procedure in place in the event a client is 

transferred to another service provider. The transition policy/procedure should outline 

the subrecipient’s protocols for responding to other agencies' request for client records 

and documents, and for obtaining client consent to ensure that assigned staff will 

comply with applicable confidentiality regulations if/when client records are 

transferred. 

VII. GRIEVANCE PROCEDURE  

Subrecipient Grievance Procedure 

PWH in receipt of RWHAP Part A services have the right to file a grievance if they feel 

they are being treated unfairly or inappropriately, or that the quality of services they 

received is not up to par. All RWHAP Part A subrecipients are required to implement a 

grievance/appeals procedure in accordance with the RWHAP Part A National Monitoring 

Standards3 and ensure that clients of services are aware of the subrecipient's 

grievance/appeals process regardless of language or literacy proficiency. Grievance 

procedures should include the steps a client should follow to file a grievance, how the 

grievance will be handled, and information on how the client may appeal the decision if 

the client’s grievance is not settled to their satisfaction within the subrecipient agency. 

Clients of RWHAP Part A services should follow the subrecipient agency's 

grievance/appeals procedure to file a formal complaint.  

RWHAP Part A Funding Grievance Policy 

RWHAP Part A recipients and planning councils are both legislatively mandated to have 

in place a grievance process regarding funding decisions. The intent is to provide an 

orderly and fair process for addressing dissatisfaction. Ideally, the best way to deal with 

grievances is to prevent them by using clear decision-making processes, making 

decisions in public view, and using a variety of informal methods to resolve potential 

 
3 HRSA HIV/AIDS Bureau. Ryan White HIV/AIDS Program (RWHAP) National Monitoring Standards for RWHAP Part A Recipients.  June 2023.  
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problems early on. Informal methods can save time and help build positive relationships 

between consumers and planning council members. When grievances cannot be 

resolved in this manner, formal written grievance procedures must be available.  

Related to funding decisions, each non-award letter states: Any grievance must be filed 

within 30 days of the date of publication of awards on our website. A copy of the 

grievance procedure is available, upon written request, to designated BHHS staff:  

• (as of March 2025) Jenny Fernandez: jfernandez1@health.nyc.gov 

mailto:jfernandez1@health.nyc.gov
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Approved by: HIV Health and Human Service Planning Council of NY on 4/24/2025 

I. HRSA DEFINITION OF SERVICES 

Outpatient Ambulatory Services (OAS) is funded through the Ryan White HIV/AIDS 

Program (RWHAP) Part A Outpatient/Ambulatory Health Services service category. 

According to the United States Health Resources and Services Administration (HRSA) 

HIV/AIDS Bureau (HAB)1:  

Outpatient/Ambulatory Health Services provide diagnostic and therapeutic-related 

activities directly to a client by a licensed healthcare provider in an outpatient medical 

setting. Outpatient medical settings may include: clinics, medical offices, mobile vans, 

using telehealth technology, and urgent care facilities for HIV-related visits. 

Allowable activities include: 

• Medical history taking; 

• Physical examination; 

• Diagnostic testing (including HIV confirmatory and viral load testing), as well as 

laboratory testing; 

• Treatment and management of physical and behavioral health conditions; 

• Behavioral risk assessment, subsequent counseling, and referral; 

• Preventive care and screening; 

• Pediatric developmental assessment; 

• Prescription and management of medication therapy; 

• Treatment adherence; 

• Education and counseling on health and prevention issues; and 

• Referral to and provision of specialty care related to HIV diagnosis, including 

audiology and ophthalmology 

II. GOALS OF SERVICES 

The goals of the program are to:   

1. Increase in people with HIV (PWH) over 50 aware of their HIV status, retained in 

care, and virally suppressed. 

2. Increase in PWH over 50 quality of life and satisfaction with HIV services. 

3. Increase in treatment of comorbidities for PWH over 50. 

4. Improve health outcomes for PWH over 50. 

5. Reduce premature death among those served.2 

 
1 HRSA HIV/AIDS Bureau. Policy Clarification Notice 16-02: Ryan White HIV/AIDS Program Services: Eligible Individuals and Allowable Uses of 
Funds. Oct 2018. https://ryanwhite.hrsa.gov/sites/default/files/ryanwhite/grants/service-category-pcn-16-02-final.pdf 
2 HIV Health & Human Services Planning Council of New York. Ryan White Part A Directive for Aging Persons with HIV (PWH). Approved October 
28, 2021. https://nyhiv.org/wp-content/uploads/2022/01/Directive-for-Aging-PWH_PC-Approved-10-28-21.pdf  

https://ryanwhite.hrsa.gov/sites/default/files/ryanwhite/grants/service-category-pcn-16-02-final.pdf
https://nyhiv.org/wp-content/uploads/2022/01/Directive-for-Aging-PWH_PC-Approved-10-28-21.pdf
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III. CLIENT ELIGIBILITY 

Clients seeking RWHAP-funded OAS must meet the minimum eligibility requirements for RWHAP Part A services. These are: 

1. HIV-positive status; 

2. Residency in the NY Eligible Metropolitan Area (EMA); and  

3. Maximum household income at 500% of the Federal Poverty Level. 

Program Enrollment Criteria 

In addition to the general RWHAP client eligibility criteria, OAS are limited to PWH who are 50 years of age and older.  

IV. SERVICE ACTIVITIES AND STANDARDS 

The table below outlines reimbursable services for this service category. Each service activity is explained under the “Service 

Description” column, with additional guidance and guidelines outlined under “Service Standard.” Program staff responsible 

for the delivery of each service are detailed under the column titled “Staff Responsible.”  

 

Service Type Service Description Service Standard Staff Responsible Service 
Location 

Required/ 
Optional 

Outreach, Planning and Assessment  

Case Finding Activities to locate and engage clients 
who may meet the eligibility criteria for 
program enrollment.  This includes 
identifying those who are reported as 
virally unsuppressed, lost to care or 
newly diagnosed by their medical 
providers, the program’s organization 
or organizations with which the 
program has linkage agreements. 

Case finding should be 
conducted at least once per 
month.  There are 3 types: 
Type 1:  an event where 
program staff work from a list of 
clients who may meet the 
program’s eligibility criteria and 
contact or attempt to contact 
them by phone.  Program staff 
must attempt to contact at least 
10 clients OR speak with at least 
3 clients per event. 
Type 2:  an event where 
program staff meet with HIV+ 
persons (either newly diagnosed 
or previously diagnosed but 

Data Analyst, 

Social Worker, or 

HIV Primary Care 

Provider 

On-site, Off- 
site, or Virtual 

Required 

https://www.federalregister.gov/documents/2025/01/17/2025-01377/annual-update-of-the-hhs-poverty-guidelines
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Service Type Service Description Service Standard Staff Responsible Service 
Location 

Required/ 
Optional 

never in care or lost to care) 
identified through testing.  
Program staff must meet face-
to-face with at least one client 
per event. 
Type 3:  an event where 
program staff go into the field 
to find clinic clients who, 
according to their medical 
providers, are lost to care.  
Program staff must attempt to 
find at least one client per 
event. 

Intake and Assessment Initial assessment of health, 
psychosocial status and service needs 
to facilitate plan development.  May 
include:   

• Documenting eligibility for services 
and obtaining information for 
program enrollment 

• Gathering demographic data, HIV 
diagnosis information, insurance 
coverage information, involvement 
in criminal justice system 

• Evaluating financial and housing 
status, substance use, mental 
health, risk behavior, and general 
health and well-being 

Intake assessment must be 
completed within 45 days of 
program enrollment. 

Social Worker 

 

 

On-site, Off- 
site, or Virtual 

Required 

Care/Service Plan 
Development 

Development of a client-centered plan 
in response to the initial 
comprehensive assessment, listing 
client’s goals for participation in the 

Initial service plan must be 
completed within 45 days of 
program enrollment.  All plans 
must be personalized to reflect 

Social Worker or 

RN Nurse 

On-site, Off- 
site, or Virtual 

Required 
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Service Type Service Description Service Standard Staff Responsible Service 
Location 

Required/ 
Optional 

program, the actions that both the 
client and program staff will take to 
achieve goals, program services that 
will be delivered and service frequency.   

each client’s individual needs.  
All plans must include at least 
one goal relevant to the service 
category in which the client is 
enrolled and at least one goal 
addressing health management 
for HIV. Each goal should have 
at least one objective/action 
step that describes what the 
client will do to meet the goal 
and at least one 
objective/action step that 
describes what the program will 
do to help the client meet the 
goal. 

Reassessment Follow up assessment to re-evaluate 
and record client eligibility, 
engagement in care and services, 
emerging health and service needs, 
progress towards achieving plan goals, 
substance use, mental health and risk 
behaviors. Re-assessment facilitates 
service plan updates. 

Reassessment must occur at 
least every six months. 

HIV Primary Care 

Provider, Social 

Worker, RN 

Nurse, or PharmD 

On-site, Off- 
site, or Virtual 

Required 

Service Plan Update Review of service plan to evaluate 
progress toward achieving goals and 
make revisions in response to the 
reassessment or emerging needs. 

Plans must be updated at least 
every six months within 30 days 
of reassessment. 

Social Worker or 

RN Nurse 

On-site, Off- 
site, or Virtual 

Required 

Service Coordination 

Case Conference 
(without client present) 

Discussions with primary care provider 
or HIV specialist to jointly assess and 
evaluate client, coordinate services, 
and assess progress toward 

Initial case conference with 
health care provider must be 
conducted within 30 days of 
program enrollment. Ongoing 

HIV Primary Care 

Provider, Social 

Worker, RN 

On-site, Off- 
site, or Virtual 

Required 
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Service Type Service Description Service Standard Staff Responsible Service 
Location 

Required/ 
Optional 

care/service plan goals.  May also 
include other service providers such as 
patient navigators, pharmacists, 
behavioral health providers and other 
members of the care team. 

case conferences with primary 
care provider must be 
conducted at least every three 
months.  May be conducted by 
telephone or videoconference.   

Nurse, and 

PharmD 

Case Conference (with 

client present and/or 

representative/advocat

e) 

 

Discussions with primary care provider 
or HIV specialist and client to jointly 
assess and evaluate client, coordinate 
services, and assess progress toward 
care/service plan goals. May also 
include other service providers such as 
patient navigators, pharmacists, 
behavioral health providers and other 
members of the care team. 

Initial case conference with 
health care provider must be 
conducted within 30 days of 
program enrollment. Ongoing 
case conferences with primary 
care provider must be 
conducted at least every three 
months. Patient attendance 
required. May be conducted by 
telephone or videoconference. 

HIV Primary Care 

Provider, Social 

Worker, RN 

Nurse, and 

PharmD 

On-site, Off- 
site, or Virtual 

Optional 

Client Assistance Administrative activities and tasks 
associated with helping client gain 
access to health care, supportive 
services, housing, entitlements and 
benefits, and other needed services.  
Activities may occur with the client or 
on their behalf and include compiling 
documentation to demonstrate 
eligibility for services, assisting with the 
completion of forms and other 
necessary paperwork, calling to make 
appointments, and other 
administrative tasks required to 
connect the client to needed services.   

No additional standards Social Worker or 

RN Nurse 

On-site, Off- 
site, or Virtual 

Required 

Linkage to Services Verification that a client attended an 
appointment or followed through on a 
referral to initiate a relationship with a 

Create, maintain, and promote 
a referral network to address 
specific needs of PAWH. Provide 

HIV Primary Care 

Provider, Social 

On-site, Off- 
site, or Virtual 

Required 
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Service Type Service Description Service Standard Staff Responsible Service 
Location 

Required/ 
Optional 

provider of supportive services or 
healthcare services following a referral 
from program staff. This includes but is 
not limited to: harm reduction services; 
services that address clients’ basic 
needs (e.g. food, shelter, and hygiene 
products/facilities); employment 
services; legal services; psycho-
education counseling; substance abuse 
counseling; dental care; and specialty 
care (e.g. gynecology, oncology). 

referrals based on needs 
identified during initial intake 
assessment and case 
conferences and confirm 
referral was successful. 

Attendance must be verified to 
claim a linkage to services.  If 
client attends unaccompanied, 
program may verify through 
contact with provider or patient 
self-report. 

Worker, RN 

Nurse, or PharmD 

Outpatient Ambulatory Services 

STI Screening/Testing Confirmed enrolled clients are provided 
with STI Screening and treatment as 
needed. 

Confirm enrolled clients are 
provided STI screening and 
treatment as needed 

HIV Primary Care 

provider or RN 

Nurse 

On-site, Off- 
site, or Virtual 

Required 

HEP Screening/Testing Confirmed enrolled clients are provided 
HEP (B & C) screening and treatment as 
needed. 

Confirm enrolled clients are 
provided HEP (B & C) screening 
and treatment as needed. 

HIV Primary Care 

provider or RN 

Nurse 

On-site, Off- 
site, or Virtual 

Required 

Geriatric 
Assessment/Screening 

A multidimensional, multidisciplinary 
assessment designed to evaluate an 
older person’s functional ability, 
physical health, cognition and mental 
health, socioenvironmental 
circumstances, and should include a 
medication list review with assessment 
for polypharmacy and potential drug-
drug interactions. 
 
Confirmation of biannual screenings for 
cognition impairment, depression, 
activities of daily life, falls, and 

Confirmation of biannual 
screenings for cognition 
impairment, depression, 
activities of daily life, falls, and 
medication review (i.e., MOCA, 
PHQ-9, ADLs, Falls).  
 
Provider can determine which 
screening tool(s) are most 
appropriate for their clients, 
however examples of validated 
tools include: Comprehensive 

HIV Primary Care 

Provider, Social 

Worker, RN 

Nurse, or PharmD 

On-site, Off- 
site, or Virtual 

Required 

https://www.cgakit.com/cga
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Service Type Service Description Service Standard Staff Responsible Service 
Location 

Required/ 
Optional 

medication review (i.e., MOCA, PHQ-9, 
ADLs, Falls). 

Geriatric Assessment, and the 
5M’s of Geriatrics. 
 

Cardiac Screening  An evaluation to detect the risk of 
developing heart disease at an early 
stage when prevention can be applied, 
and the risk can be decreased. The 
screening will include evaluation of 
cardiac risk factors, an 
electrocardiogram, and any non-
invasive screening tests that are 
deemed appropriate by the medical 
provider. Confirmation of biannual 
cardiac screening and linkage to other 
cardiac services, if applicable. 

Confirmation of biannual 
cardiac screening and linkage to 
other cardiac services, if 
applicable. 

HIV Primary Care 

Provider or RN 

Nurse 

On-site, Off- 
site, or Virtual 

Required 

Other 
Screening/Assessments  

Conduct a clinical and psychosocial 
assessment of the client’s needs 
related to aging with HIV. This can 
include:  

• Review of medications taken and 
identification of polypharmacy 
concerns 

• Depression and behavioral health 
screening 

• Social care and support service 
assessment 

Conduct additional screening and 
assessments deemed appropriate by 
the medical provider for the following: 

• Comorbidity assessment 

• Oral health 

Comprehensive assessment 
must be completed within 45 
days of program enrollment. 

Confirmation of screening and 
assessment and linkage to other 
services, as applicable. 

A client-centered plan is to be 
developed in response to the 
initial comprehensive 
assessment, listing client’s goals 
for participation in the program, 
the actions that both the client 
and program staff will take to 
achieve goals, referrals to 
specialty services, and 
identification of program 

HIV Primary Care 

Provider, Social 

Worker, RN 

Nurse, or PharmD 

On-site, Off- 
site, or Virtual 

Required 

https://www.cgakit.com/cga
https://www.va.gov/covidtraining/docs/HIA_TipSheet_Geriatric_5Ms_19.pdf
https://www.va.gov/covidtraining/docs/HIA_TipSheet_Geriatric_5Ms_19.pdf
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Service Type Service Description Service Standard Staff Responsible Service 
Location 

Required/ 
Optional 

• Mental/Behavioral health 

• Social support 

• Healthy lifestyle 

• Tobacco use/cessation, and cancer 
screening for current/former 
smokers 

• Alcohol and substance use disorder 

• Chronic disease screening, 
diagnosis, and management 

• Geriatric syndrome diagnosis and 
management  

• Sexual health services  

• Gender affirming care 

• Hearing and vision 

• Nutrition and food security 

• Sleep hygiene and concerns 

services that will be delivered 
and service frequency.   

Ending the HIV Epidemic Services 

Group physical/social 
sessions 

Group supportive activities to address 
goals described in the service plan in a 
mutually supportive setting. Activities 
will provide mutual support and 
promote stability. 

Physical and social activities 
based on interests of clients at 
least monthly (e.g., yoga, fitness 
sessions, Zumba, wellness, and 
social activities ). Physical and 
social activities are intended to 
be provided for clients by the 
contracted agency. Referrals are 
not adequate. 

Coordinator On-site, Off- 
site, or Virtual 

Required 
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V. RECOMMENDED STAFF QUALIFICATIONS 

Staff Title Qualifications 

Clinical Social Worker  Required qualifications: 

• NYS licensed and certified Clinical Social Worker 

Recommended qualification: 

• At least two years of experience working with the populations the applicant 

intends to serve. 

PharmD  Required qualifications: 

• An active New York State pharmacist license and relevant experience.  

Registered Nurse (RN)  Required qualification: 

• NYS Licensed and Board-Certified Registered Nurse 

Recommended qualification: 

• At least two years of experience working with the populations the applicant 

intends to serve. 

Data Entry Staff  At least two years of experience providing data entry and administrative support.   

HIV Primary Care 

Provider (in kind)  

Required qualifications: 

• NYS Licensed and Board-Certified primary care provider or infectious 

disease specialist. 

Recommended qualification: 

• Have at least 5 years of experience in HIV medicine. 

Coordinator  If applicable, persons with lived experience and expertise should either be 

certified by the NYS AIDS Institute Peer Worker Certification Program or be 

supported to obtain their certification to be employed as a Patient Navigator. 

Peer workers should receive additional trainings to provide the relevant EBI as 

identified by the NYC Health Department.   

Organizational titles for staff may differ from the recommended staff titles included 

above; however, staff roles and qualifications should align with the functions and 

required qualifications detailed in the above table.  

It is encouraged that agencies hire persons with lived experience and expertise 

whenever possible; persons with lived experience and expertise hired as Coordinators 

or peer workers should either be certified by the NYS AIDS Institute Peer Worker 

Certification Program or other NY State peer certification program as appropriate and 

be supported to obtain their certification while working in this capacity. 

We encourage hiring people living with HIV, but staff must not be current clients of the 

Outpatient Ambulatory Services program. 

https://www.hivtrainingny.org/Home/PeerCertification
https://www.hivtrainingny.org/Home/PeerCertification
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VI. DISCHARGE, CASE CLOSURE, AND TRANSITION 

Discharge and case closure practices will vary by subrecipient. Each funded program will 

be required to outline their case closure protocols in their scope of services.  

The subrecipient must develop and maintain a policy/procedure for case suspensions 

and closures. The subrecipient must document such reasons in client records and 

correspond with reasons for case closure as structured in eSHARE (Electronic System for 

HIV/AIDS Reporting & Evaluation). In addition, the subrecipient must implement and 

document discharge planning and/or outreach to clients lost to follow-up, when 

appropriate. Reasons for closure may include: 

• Client completed program/graduated; 

• Client ended services (voluntary withdrawal); 

• Client did not adhere to program or agency rules, regulations, or requirements; 

• Client became ineligible; 

• Client is lost to follow-up; 

• Client requested transfer to another provider; 

• Client incarcerated or institutionalized for a certain number of months; 

• Client died; or 

• Program funding ended. 

Subrecipients should have a transition policy/procedure in place in the event a client is 

transferred to another service provider. The transition policy/procedure should outline 

the subrecipient’s protocols for responding to other agencies' request for client records 

and documents, and for obtaining client consent to ensure that assigned staff will 

comply with applicable confidentiality regulations if/when client records are 

transferred. 

VII. GRIEVANCE PROCEDURE  

Subrecipient Grievance Procedure 

PWH in receipt of RWHAP Part A services have the right to file a grievance if they feel 

they are being treated unfairly or inappropriately, or that the quality of services they 

received is not up to par. All RWHAP Part A subrecipients are required to implement a 

grievance/appeals procedure in accordance with the RWHAP Part A National Monitoring 

Standards3 and ensure that clients of services are aware of the subrecipient's 

grievance/appeals process regardless of language or literacy proficiency. Grievance 

procedures should include the steps a client should follow to file a grievance, how the 

grievance will be handled, and information on how the client may appeal the decision if 

the client’s grievance is not settled to their satisfaction within the subrecipient agency. 

 
3 HRSA HIV/AIDS Bureau. Ryan White HIV/AIDS Program (RWHAP) National Monitoring Standards for RWHAP Part A Recipients.  June 2023.  
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Clients of RWHAP Part A services should follow the subrecipient agency's 

grievance/appeals procedure to file a formal complaint.  

RWHAP Part A Funding Grievance Policy 

RWHAP Part A recipients and planning councils are both legislatively mandated to have 

in place a grievance process regarding funding decisions. The intent is to provide an 

orderly and fair process for addressing dissatisfaction. Ideally, the best way to deal with 

grievances is to prevent them by using clear decision-making processes, making 

decisions in public view, and using a variety of informal methods to resolve potential 

problems early on. Informal methods can save time and help build positive relationships 

between consumers and planning council members. When grievances cannot be 

resolved in this manner, formal written grievance procedures must be available.  

Related to funding decisions, each non-award letter states: Any grievance must be filed 

within 30 days of the date of publication of awards on our website. A copy of the 

grievance procedure is available, upon written request, to designated BHHS staff:  

• (as of March 2025) Jenny Fernandez: jfernandez1@health.nyc.gov 

 

mailto:jfernandez1@health.nyc.gov
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Developed by: HIV Care and Treatment Program (Recipient of Ryan White Part A Program) 

Approved by: The HIV Health and Human Service Planning Council of NY on 04/27/2023 

I. INTRODUCTION TO SERVICES 
Oral Healthcare Services support comprehensive, coordinated client-centered oral 
healthcare to improve the oral function and overall quality of life for people with HIV 
(PWH) and to reduce complications, progression, and mortality due to HIV disease. 
Comprehensive oral care services include periodic screenings and preventive, 
diagnostic, therapeutic, and restorative services as well as      regularly scheduled 
examinations, cleanings, and treatment procedures in accordance with best practices 
and individual needs. Subrecipients provide services not covered by third party payers 
(i.e., Medicaid, ADAP Plus, and commercial insurance) in a user-friendly manner which 
maximizes access and promotes overall health. 

Clients receive an initial intake assessment and periodic reassessments to develop a 
comprehensive service plan that includes a scheduled plan of treatment. Oral health 
services are integrated into, and coordinated with, medical case management and 
primary care services, with the oral healthcare provider considered part of the client’s 
care team and promptly communicating with the client’s medical provider/care team 
regarding any clinical findings or planned procedures that may indicate a change in, or 
impact to, the client’s systemic health. Subrecipients involve and engage clients in their 
care through clear communication of client progress, issues, and updates. 

II. PURPOSE OF SERVICES 
Oral health is a critical component of total health for all people. Poor oral health has 
serious consequences including painful, disabling, and costly oral diseases. Gum disease 
in particular is associated with diabetes, heart disease, and stroke. Many of these oral 
diseases may be prevented with regular dental care.1 Despite oral health’s importance, 
47.2 percent of U.S. adults have some form of periodontal disease.2 The landmark Oral 
Health in America report by the Surgeon General in 2000 makes a compelling case for 
integration of oral health into overall healthcare. The report calls out disparities in 
access to oral healthcare across the country, including socioeconomic factors, lack of 
transportation, presence of disability or chronic illness, lack of dental insurance, and 
personal factors, such as lack of awareness and education about the importance of oral 
health.3 

 
1 U.S. Department of Health and Human Services (HHS).   
2 The U.S. Center for Disease Control and Prevention (CDC). Prevalence of Periodontitis in adults in the United States: Available 
at: www.cdc.gov/oralhealth/ 
3 Office of the Surgeon General. Oral Health in America: A report of the Surgeon General 
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PWH experience a high incidence of common oral health problems such as dental 
decay/cavities, gingivitis, as well as oral health problems that are directly related to HIV 
infection.4 Although the incidence of certain oral manifestations of HIV –      such as oral 
candidiasis and Kaposi’s sarcoma –have decreased,5 the rate of HIV salivary gland 
disorder which results in xerostomia (dry mouth) has increased.6 This reduction of 
saliva, which can be caused by HIV medication or HIV-associated salivary gland disease, 
can result in a range of dental problems, such as tooth decay, periodontal disease, and 
fungal infections, and can produce serious negative effects on clients’ quality of life by 
affecting dietary habits, nutritional status, speech, taste, and tolerance to dental 
prostheses.7 

Access barriers are particularly acute for people with chronic illnesses or compromised 
immune systems – including PWH – because of the interconnection between physical 
health and oral health. Oral healthcare is recognized as a component of standard HIV 
primary care, as HIV infection often manifests orally with disease progression because 
PWH are more susceptible to infections including dental infections, which can affect 
their overall health. For low-income, under-, and un-insured PWH, obtaining basic 
benefits (i.e., oral healthcare) can be an enormous challenge. Yet, without adequate 
dental care, PWH are more likely to experience negative health outcomes. 

In addition to providing timely diagnosis and treatment of oral manifestations of 
HIV/AIDS, oral healthcare can improve the overall health outcomes for PWH. While the 
utilization of oral healthcare has declined over the years, the need for comprehensive 
dental treatment remains high among PWH in NYC. Poor oral hygiene increases the risk 
of additional oral complications of HIV disease,8 and dentists can play the role of 
diagnostician as some infections present in the mouth first. Despite the importance of 
oral healthcare, there are significant gaps in access and utilization, and PWH struggle to 
access adequate oral healthcare.  

Finally, a case can be made that the provision of oral hygiene education and early 
treatment for conditions such as periodontal disease reduces long-term costs for oral 
healthcare. 

 
4 Health Resources and Services Administration (HRSA), HIV/AIDS Bureau (HAB). Oral Health and HIV. Ryan White HIV/AIDS 
Program [Fact Sheet]. Available: https://www.hrsa.gov/publichealth/clinical/oralhealth/hivfactsheet.pdf 
5 Patton LL, McKaig R, Strauss R, et al. Changing Prevalence of Oral Manifestations of Human Immunodeficiency Virus in the Era 
of Protease Inhibitor Therapy. Oral Surg Oral Med Oral Pathol Oral Radiol Endod. 2000; 90:299–304. 
6 Fox JE, Tobias CR, Bachman SS, et al. Increasing Access to Oral Healthcare for People Living with HIV/AIDS in the U.S.: Baseline 
Evaluation Results of the Innovations in Oral Healthcare Initiative. Public Health Reports. 2012 (Suppl 2):127:5–16.   
7 Strauss H. Adapted from Abel N. Importance of Oral Healthcare in Treatment of PLWHA. [Presentation].   
8 Rajabiun S, Fox, JE, McCluskey A, et al. Patient Perspectives on Improving Oral Health-Care Practices Among People Living with 
HIV/AIDS. Public Health Reports. 2012 (Suppl 2):127:73–81.   
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III. DEFINITION OF SERVICES 
Oral Healthcare Services are funded through the Ryan White Part A (RWPA) Core 
Medical Services category.  According to the United States Health Resources and 
Services Administration (HRSA) HIV/AIDS Bureau (HAB): 

Oral healthcare activities include outpatient diagnosis, prevention, and therapy provided 
by dental healthcare professionals, including general dental practitioners, dental 
specialists, dental hygienists, and licensed dental assistants. 
 
Allowable activities include: 
• Medical history taking 
• Physical examination 
• Diagnostic testing (including HIV confirmatory and viral load testing), as well as 

laboratory testing 
• Treatment and management of physical and behavioral health conditions 
• Behavioral risk assessment and referral 
• Preventive care and screening 
• Pediatric developmental assessment 
• Prescription and management of medication therapy 

 
Subrecipients in the New York eligible metropolitan area (NY EMA) for New York City 
must provide the following services either on     site or through referral to a 
collaborative partner: routine comprehensive oral healthcare, including quarterly teeth 
cleanings as necessary; semi-annual examinations; treatment plans; dental 
repair/replacement; fixed bridge work; immediate dentures; implants; molar root 
canals; oral health education; periodontal surgery; sealants; services to promote access 
to, or maintenance in, dental care; periodic screenings and preventive, diagnostic, and 
therapeutic services; and provision of medication appropriate to Oral Healthcare 
Services, including all currently approved drugs for HIV-related oral health conditions. 

Programs funded in the NY EMA take a client-centered, non-judgmental, trauma-
informed approach that is guided by harm reduction principles and tailored to PWH. 
Subrecipients conduct assessments that inform the development of client-centered 
goals and service plans that address clients’ oral healthcare needs and engagement 
in/adherence to HIV care and treatment, as necessitated by the client. Subrecipients 
make concerted outreach efforts to schedule and re-confirm appointments for clients 
who face additional barriers to accessing care, including those who are experiencing 
homelessness, living with mental illness, or actively using substances. 
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IV. GOALS OF SERVICES 
The goals of Oral Healthcare Services are:   

● To promote optimal health and quality of life resulting from the prevention, early 
detection, and treatment of dental decay and periodontal disease, opportunistic 
infections, and other health-related complications, and the restoration and 
maintenance of proper oral structure.  

● To increase the number of PWH who have access to, and receive ongoing, 
appropriate oral health services. 

● To avoid interruptions in the receipt of HIV primary care or in the adherence to 
antiretroviral therapy (ART) due to oral health issues. 

● To improve and maintain proper nutritional intake. 
● To assure that oral healthcare is an integral part of HIV primary care for all PWH. 
● To increase the proportion of clients who have an optimal level of ART adherence 

and an undetectable viral load through improved access to support services that 
help increase retention in HIV care and treatment. 

● To reduce (and then maintain below significance) socio-demographic inequities in 
oral health access and utilization, retention in primary medical care, and 
undetectable viral load and HIV-related mortality. 

V. CLIENT ELIGIBILITY 
Clients seeking Ryan White-funded Oral Healthcare services must meet the minimum 
eligibility requirements for Ryan White services9. These are: 

1. HIV-positive status 
2. Residency within the 5 boroughs in NYC, and  

 
9 In general, RWPA services are reserved for PWH with an income below 500% of the Federal Poverty Level (FPL), 
a level set by the New York HIV Planning Council. For People with HIV (PWH) with incomes above the NY EMA 
cap to receive RWPA services: The service must be a service other than: Food and Nutrition Services, Housing, 
Medical Transportation, Emergency Financial Assistance, AND the person Recipient Report February 2023 must have 
a need for the service in order to promote positive HIV health outcomes, AND they must receive HIV primary care in 
the NY EMA from the same service provider from whom they wish to receive the RWPA service or receive HIV 
primary care in the NY EMA from a service provider with a strong referral relationship with the RWPA service 
provider from whom they wish to receive the RWPA service. In general, RWPA services are reserved for PWH living 
in the NY EMA (i.e., NYC, and Westchester, Rockland, or Putnam counties). For non-residents to receive RWPA 
services: They must certify that they are not receiving the same service from another Ryan White provider, including 
other Ryan White Part A providers in their jurisdiction of residence as well as Ryan White Part B, C, or D providers 
anywhere in New York State, AND they must have at least one of the following reasons for receiving the service in 
the NY EMA: 1. Receives HIV primary care in the NY EMA from the same service provider from whom they wish 
to receive the RWPA service. 2. Receives HIV primary care in the NY EMA from a service provider with a strong 
referral relationship with the RWPA service provider from whom they wish to receive the RWPA service. 3. Works 
in the NY EMA and, therefore, finds it easier to obtain services and attend appointments in the EMA. 4. Is transient 
or homeless, with no fixed address, and sometimes resides in the EMA and sometimes resides outside the EMA even 
if their address documentation is for an address outside the EMA. 5. Is a seasonal/occasional/temporary resident of 
the NY EMA and will reside here for more than 1 month at a time. 6. Has confidentiality concerns about receiving the 
service/s where they live such that receiving the service in the NY EMA would better support engagement in care 
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3. Maximum household income at 500% of the Federal Poverty Level. 

 
In the event of waitlists or allocation reductions to this service category, the Health 
Department reserves the right to restrict eligibility to prioritize populations that present 
with the most need. 

 

VI. SERVICE ACTIVITIES AND STANDARDS 

The table below outlines reimbursable services for this service category. Each service 
activity is explained under the “Definition” column, with additional guidance outlined 
under “Standard.” Program staff responsible for the delivery of each service are detailed 
under the column titled “Staff.”  

Activity Definition Standard Staff 
Planning and Assessment 

Intake 
Assessment 

Initial assessment of health, 
psychosocial status, and service needs 
to facilitate plan development. May 
include:   

● Documenting eligibility for 
services and obtaining 
information for program 
enrollment. 

● Gathering demographic data, 
HIV diagnosis information, 
insurance coverage information, 
and involvement in the criminal 
justice system. 

● Evaluating financial and housing 
status, substance use, mental 
health, risk behavior, and 
general health and well-being.      

Intake assessment must be completed 
within 45 days of program enrollment. 

Dental 
Program 
Coordinator 

Care/Service 
Plan 
Development 

Development of a client-centered plan 
in response to the initial comprehensive 
assessment, listing client’s goals for 
participation in the program, the actions 
that both the client and program staff 
will take to achieve goals, program 
services that will be delivered, and 
service frequency.   

Initial service plan must be completed 
within 45 days of program enrollment. 
All plans must be personalized to reflect 
each client’s individual needs. All plans 
must include at least one goal relevant 
to the service category in which the 
client is enrolled and at least one goal 
addressing health management for HIV.  
Each goal should have at least one 
objective/action step that describes 
what the client will do to meet the goal 

Dental 
Program 
Coordinator 
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Activity Definition Standard Staff 

and at least one objective/action step 
that describes what the program will do 
to help the client meet the goal. 

Reassessment  Follow up assessment to re-evaluate and 
record client eligibility, engagement in 
care and services, emerging health and 
service needs, progress towards 
achieving plan goals, substance use, and 
mental health and risk behaviors.  Re-
assessment facilitates service plan 
updates. 

Reassessment must occur at least every 
six months. 

Dental 
Program 
Coordinator  

Care/Service 
Plan Update  

Review of service plan to evaluate 
progress toward achieving goals and 
make revisions in response to the 
reassessment or emerging needs. 

Plans must be updated at least every six 
months within 30 days of reassessment.  

Dental 
Program 
Coordinator  

Navigation 
Client 
Engagement  

Activities to remind clients of upcoming 
appointments for services provided by 
the program. Includes both phone calls     
and face-to-face reminders. 

Type 1: When service is delivered by 
phone, text message, or email message, 
program staff must achieve contact 
with the client. Voicemails, text 
messages and email messages that do 
not receive a response do not meet the 
standard for Client Engagement.   
Type 2: Client engagement services 
delivered in the field meet the standard 
even when clients are unable to be 
found. 

Dental 
Program 
Coordinator  

Comprehensive Oral Health Services 
Preventive  New patient or patients with a condition 

which warrants special instruction 
should be provided with Oral Health 
Education. Sessions must be a routine 
part of the provision of care and may 
include:  

● Oral Health Education 
● Sealants 

Providers must emphasize prevention 
and early detection of oral disease by 
educating patients about preventive 
Oral Healthcare Practices, including 
instruction in oral hygiene. 
 

No additional standard.  NYS 
Registered 
Dentist  
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Activity Definition Standard Staff 

Providers must apply the following 
education when applicable: 

● Tobacco cessation, 
● Risks of unprotected oral sex, 
● Complications with body 

piercing in oral structures, and 
● Guidance on general health 

conditions that could 
compromise oral health. 

Palliative  Services to address dentistry needs (as 
per service/treatment plan). May 
include:  

● Periodontal surgery 
● Root canal treatment  
● Dental emergencies  

No additional standard.  NYS 
Registered 
Dentist  

Restorative  The integrated diagnosis and 
management of diseases of the teeth 
and their supporting structures and the 
rehabilitation of the dentition to 
functional requirements of the 
individual. May include:  

● Molar root canals  
● Bridge work  
● Immediate dentures  
● Implants  

No additional standard.  NYS 
Registered 
Dentist  

 

VII. STAFF QUALIFICATIONS 
Staff Title Function Qualifications 

Registered 
Dentist 

● Conducts oral health examinations, 
provides diagnosis, and identifies 
treatment for each client.  

● Provides oversight and management of 
the program, including monitoring, 
reporting, and quality assurance 
activities. 

● Oral healthcare must be 
delivered in accordance with 
NYS Registered Dentist 
licensure requirements and 
rules of practice outlined by 
the New York State 
Department of Education.  

● Experience working with 
people with HIV. 

Dental 
Program 
Coordinator 

● Assists and coordinates with client’s case 
management team as necessitated by 
client’s oral healthcare.  

● High school degree or 
equivalent 

● At least 2 years of experience 
managing services for people 
with HIV. 
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Staff Title Function Qualifications 

● Establishes and documents client 
eligibility and completes the program 
intake assessment with the client.  

● Develops and updates care/service plans 
in collaboration with the Registered 
Dentist and client.  

● Assists with client engagement activities 
to support clients’ attendance at dental 
appointments, referral to medical case 
management, referral to HIV primary 
medical care (for clients identified as out 
of care), and follow-up to confirm that 
linkage to care has been successf0ul.  

● Conducts reassessment with the client 
every six months, for clients whose 
services extend beyond six months.  

● Assists with input of client dental services 
into the electronic medical record system 
and the Health Department’s client-level 
web-based reporting system.  

● Tracks dental visits and records services 
to ensure there is no duplication of 
services with other funding sources. 

 

It is encouraged that agencies hire Peers whenever possible; Peers should either be 
certified by the NYS AIDS Institute Peer Worker Certification Program or be supported to 
obtain their certification while working in this capacity. 

We encourage hiring people living with HIV, but staff must not be current clients of the 
Oral Healthcare program.   

VIII. CASE CLOSURE 
Case closure practices will vary by program and agency. Each funded program will be 
required to outline their case closure protocols in their scope of services. 
Subrecipient must develop and maintain a policy/procedure for case suspensions and  
closures. Subrecipient must document such reasons in client records and must 
correspond with reasons for case closure as structured in eSHARE (Electronic System for 
HIV/AIDS Reporting & Evaluation). In addition, subrecipient must implement and 
document discharge planning and/or outreach to clients lost to follow-up when 
appropriate. Subrecipient must document all attempts to contact the client before 
closing the case. Cases will be closed when the client’s legal or benefit issue has been 
resolved. Other reasons for closure may include: 

https://www.hivtrainingny.org/Home/PeerCertification
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● No new need was identified 
● Client moved/relocated 
● Client requested transfer to another provider 
● Client incarcerated or institutionalized for a certain number of months 
● Client lost to follow up/unsuccessful reengagement efforts for over a period of 

one, but not to exceed nine months 
● Client died 

IX. CLIENT RIGHTS AND RESPONSIBILITIES 
Subrecipient is required to provide RWPA clients with a copy of a Client Rights and 
Responsibilities document that informs them of the following: 

● Agency’s client confidentiality policy 
● Agency’s expectations of the client as a consumer of services 
● Client’s right to file a grievance 
● Client’s right to receive no-cost interpreter services  
● Reasons for which a client may be discharged from services, including a due 

process for involuntary discharge. 

Subrecipient is required to take the necessary actions to ensure that services are 
provided in accordance with the Statement of Consumer Rights and Responsibilities and 
that each client fully understands their rights and responsibilities. Subrecipient must 
document in each client’s medical record when the client is informed of their right and 
provided with a copy of the Client Rights and Responsibilities document.10 

X. GRIEVANCE PROCEDURE 
Subrecipient Grievance Policy 
Subrecipients are required to have their own client grievance policy in place and ensure 
that their clients are aware of the policy.      Grievance procedures should be outlined at 
the agency level. A provider agency grievance procedure ensures that consumers have 
recourse if they feel they are being treated unfairly or inappropriately, or that the 
quality of services received is not up to par. Each agency must distribute a written policy 
that identifies the steps a consumer should follow to file a grievance and how the 
grievance will be handled. The final step of the grievance policy should include 
information on how the consumer may appeal the decision if the consumer’s grievance 
is not settled to their satisfaction within the provider agency. Grievances that are not 
resolved by the agency require involvement of the recipient, who will carry out inquiries 
to address these types of grievances. Agencies must ensure clients have full 
understanding of this policy regardless of literacy or language proficiency. 

 
10 https://ryanwhite.hrsa.gov/sites/default/files/ryanwhite/resources/manual-part.pdf 

https://ryanwhite.hrsa.gov/sites/default/files/ryanwhite/resources/manual-part.pdf
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Grievance policies are recommended to include clear explanations of the expected 
standard of care, client’s privacy rights, the process through which the grievance will be 
aired at the agency, and a timeline for resolution and contact information for PHS 
should the grievance not be resolved satisfactorily.  

For subrecipients or clients of subrecipients: In order to file a grievance, grievant is 
instructed to call or email Public Health Solutions at: 

o 646-619-6602 
o grievance@healthsolutions.org  

XI. CULTURAL LINGUISTIC COMPETENCY 
Ensuring culturally and linguistically appropriate services advances health equity, 
improves quality, and helps eliminate healthcare disparities by establishing a blueprint 
for health and healthcare organizations. Subrecipients must provide services that are 
culturally and linguistically responsive based on the National Standards for Culturally 
and Linguistically Appropriate Services (CLAS).11  
 
For the purpose of these standards, culture is defined as the integrated pattern of 
thoughts, communications, actions, customs, beliefs, values, and institutions associated, 
wholly or partially, with racial, ethnic, or linguistic groups, as well as with religious, 
spiritual, biological, geographical, or sociological characteristics. Linguistic services, 
including interpretation (oral) and translation (written) services, must be delivered by a 
qualified linguistic provider.12 

XII. PRIVACY AND CONFIDENTIALITY 
Subrecipient will have policies and procedures in place to ensure client confidentiality in 
compliance with all applicable laws (e.g., New York State Public Health Law (27F) and 
federal Health Insurance Portability and Accountability Act (HIPAA) regulations). All 
subrecipient staff and volunteers who have access to client information must receive 
training in agency confidentiality policy and procedures.13 

 
11 https://thinkculturalhealth.hhs.gov/clas 
12https://targethiv.org/sites/default/files/file-upload/resources/8 
4.%20Multicultural%20Competence%20in%20HIV%20Planning%20and%20Care%20Use_0.pdf 
13 https://ryanwhite.hrsa.gov/sites/default/files/ryanwhite/resources/manual-part.pdf 

mailto:grievance@healthsolutions.org
https://thinkculturalhealth.hhs.gov/clas
https://targethiv.org/sites/default/files/file-upload/resources/8%204.%20Multicultural%20Competence%20in%20HIV%20Planning%20and%20Care%20Use_0.pdf
https://targethiv.org/sites/default/files/file-upload/resources/8%204.%20Multicultural%20Competence%20in%20HIV%20Planning%20and%20Care%20Use_0.pdf
https://ryanwhite.hrsa.gov/sites/default/files/ryanwhite/resources/manual-part.pdf
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Developed by: HIV Care and Treatment Program (Recipient of Ryan White Part A Program) 

Approved by: HIV Health and Human Service Planning Council of NY on 4/24/2025 

I. HRSA DEFINITION OF SERVICES 

Supportive Counseling (SCL) Services are funded through the Ryan White HIV/AIDS Program 

(RWHAP) Part A Psychosocial Support Services service category. According to the United 

States Health Resources and Services Administration (HRSA) HIV/AIDS Bureau (HAB)1: 

Psychosocial Support Services provide group or individual support and counseling 

services to assist HRSA RWHAP-eligible people with HIV (PWH) to address behavioral and 

physical health concerns. Activities provided under Psychosocial Support Services may 

include: 

• Bereavement counseling; 

• Child abuse and neglect counseling; 

• HIV support groups; 

• Nutrition counseling provided by a non-registered dietitian; and 

• Pastoral care/counseling services. 

Funds under this service category may not be used to provide nutritional supplements. HRSA 

RWHAP-funded pastoral counseling must be available to all eligible clients regardless of their 

religious denominational affiliation. HRSA RWHAP funds may not be used for 

social/recreational activities or to pay for a client’s gym membership. 

II. GOALS OF SERVICES 

The goals of the SCL program are to:   

1. Improve the behavioral health and quality of life of PWH.   

2. Improve HIV care outcomes across the HIV care continuum. 

3. Provide linkages to medical and support services that address the co-occurring social 

determinants of health impacting PWH’s ability to engage in behavioral health and 

HIV care.2  

III. CLIENT ELIGIBILITY 

Clients seeking RWHAP-funded SCL Services must meet the minimum eligibility requirements 

for RWHAP Part A services. These are: 

1. HIV-positive status; 

2. Residency in the NY Eligible Metropolitan Area (EMA); and  

3. Maximum household income at 500% of the Federal Poverty Level. 

 

 
1 HRSA HIV/AIDS Bureau. Policy Clarification Notice 16-02: Ryan White HIV/AIDS Program Services: Eligible Individuals and Allowable Uses of Funds. Oct 
2018. https://ryanwhite.hrsa.gov/sites/default/files/ryanwhite/grants/service-category-pcn-16-02-final.pdf 
2 HIV Health & Human Services Planning Council of New York. Behavioral Health Directive. Approved July 27, 2023. https://nyhiv.org/wp-
content/uploads/2023/12/Behavioral-Health-Directive_PC-Approved.pdf 

https://www.federalregister.gov/documents/2025/01/17/2025-01377/annual-update-of-the-hhs-poverty-guidelines
https://ryanwhite.hrsa.gov/sites/default/files/ryanwhite/grants/service-category-pcn-16-02-final.pdf
https://nyhiv.org/wp-content/uploads/2023/12/Behavioral-Health-Directive_PC-Approved.pdf
https://nyhiv.org/wp-content/uploads/2023/12/Behavioral-Health-Directive_PC-Approved.pdf
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Program Enrollment Criteria 

There are no additional eligibility criteria for SCL Services. SCL Services must be made available to all RWHAP Part A eligible clients and their 

families. A diagnosed mental illness or condition is not required for enrollment into this service category. 

IV. SERVICE ACTIVITIES AND STANDARDS 

The table below outlines reimbursable services for this service category. Each service activity is explained under the “Service Description” 

column, with additional guidance and guidelines outlined under “Service Standard.” Program staff responsible for the delivery of each 

service are detailed under the column titled “Staff Responsible.”  

Service Type Service Description Service Standard Staff 

Responsible 

Service 

Location 

Required/ 

Optional 

Planning and Assessment 

Intake Assessment Initial assessment of health, psychosocial 

status, and service needs to facilitate plan 

development. May include: 

• Documenting eligibility for services and 

obtaining information for program 

enrollment; 

• Gathering demographic data, HIV diagnosis 

information, insurance coverage 

information; and 

• Evaluating financial and housing status, 

substance use, mental health, risk behavior, 

and general health and well-being. 

Intake assessment must be 

completed within 45 days of 

program enrollment. 

Case Manager On-site, Off-

site, or 

Virtual 

Required 
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Service Type Service Description Service Standard Staff 

Responsible 

Service 

Location 

Required/ 

Optional 

Care/Service 

Plan 

Development 

Development of a client-centered plan in response 

to the initial comprehensive assessment, listing 

client’s goals for participation in the program, the 

actions that both the client and program staff will 

take to achieve goals, program services that will be 

delivered, and service frequency. 

Initial service plan must be 

completed within 45 days of 

program enrollment. All plans 

must be personalized to reflect 

each client’s individual needs. 

All plans must include at least 

one goal relevant to the 

service category in which the 

client is enrolled and at least 

one goal addressing health 

management for HIV. Each goal 

should have at least one 

objective/action step that 

describes what the client will 

do to meet the goal and at 

least one objective/action step 

that describes what the 
program will do to help the 
client meet the goal. 

Case Manager On-site, Off-

site, or 

Virtual 

Required 

Reassessment Follow-up assessment to re-evaluate and record 

client eligibility, engagement in care and services, 

emerging health and service needs, progress 

towards achieving plan goals, substance use, 

mental health, and risk behaviors. Re-assessment 

facilitates service plan updates. 

Reassessment must occur at 

least every six months. 

Case Manager On-site, Off-

site, or 

Virtual 

Required 

Care/Service Plan 

Update 

Review of service plan to evaluate progress toward 

achieving goals and make revisions in response to 

the reassessment of emerging needs. 

Plans must be updated at 

least every six months 

within 30 days of 

reassessment. 

Case Manager On-site, Off-

site, or 

Virtual 

Required 

Supportive Counseling 
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Service Type Service Description Service Standard Staff 

Responsible 

Service 

Location 

Required/ 

Optional 
Individual 
Counseling 

One-to-one supportive counseling to address goals 
described in the service plan. Counseling will 
provide support and promote stability. Includes 
time-limited bereavement counseling for affected 
family members following the death of the index 
client. 

No additional standard. Case Manager On-site, Off-
site, or 
Virtual 

Required 

Group 

Counseling 

Group supportive counseling to address goals 

described in the service plan in a mutually 

supportive setting. Counseling will provide mutual 

support and promote stability. 

Groups must have at least 3 

participants. At least 1 

participant must be enrolled 

in the program. 

Case Manager On-site, Off-

site, or 

Virtual 

Required 

(Subrecipients 

must select at 

least one 

group 

counseling 

service to 

provide.) 

Family 

Counseling 

Supportive counseling that includes client’s family 

members (inclusive of biological, adoptive, and 

chosen family), friends, or anyone else who is 

important to the client to address goals described 

in the service plan. 

Client along with client’s family 

members, friend, or anyone 

else who is important to the 

client must be present during 

the family counseling session. 

Case Manager On-site, Off-

site, or 

Virtual 

Optional 

Pastoral 

Counseling 

(Individual) 

One-to-one counseling for clients seeking spiritual 

guidance, in addition to their other counseling 

needs. 

Pastoral counseling must be: 

• Available to all individuals 

eligible to receive Ryan 

White services, regardless 

of their religious 

denominational 

affiliation. 

• Non-denominational and 
open to all beliefs. 

Pastoral Care 

Provider 

On-site, Off-

site, or 

Virtual 

Optional 
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Service Type Service Description Service Standard Staff 

Responsible 

Service 

Location 

Required/ 

Optional 

Pastoral 

Counseling 

(Family) 

Counseling that includes client’s family members 

(inclusive of biological, adoptive, and chosen 

family), friends, or anyone else who is important to 

the client seeking spiritual guidance, in addition to 

their other counseling needs. 

Client must be present during 

the family counseling session. 

Pastoral counseling must be: 

• Available to all individuals 

eligible to receive Ryan 

White services, regardless 

of their religious 

denominational affiliation. 

• Non-denominational and 

open to all beliefs. 

Pastoral Care 

Provider 

On-site, Off-

site, or 

Virtual 

Optional 

AOD Counseling Services 

Overdose 

Prevention 

Training 

(Individual) 

One-to-one overdose prevention education and 

training. Session includes dispensing or prescribing 

naloxone (Narcan) or providing information about 

how to obtain naloxone from a pharmacy or 
another source. 

No additional standard. Any staff 

member 

trained to 

provide this 
service. 

On-site, 

Off- site, or 

Virtual 

Optional 

Evidence-Based Interventions 

Seeking 

Safety 

(Individual) 

A present-focused intervention to help clients 

attain safety from trauma, PTSD, and/or substance 

use. 

No additional standard. Licensed Mental 

Health Clinician 

trained to 

provide this 

intervention. 

On-site, 

Off-site, or 

Virtual 

Optional 

(Subrecipi

ents must 

select at 

least one 

evidence-

based 

interventio

n, either 

individually or 
group, to 
provide.) 
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Service Type Service Description Service Standard Staff 

Responsible 

Service 

Location 

Required/ 

Optional 

Seeking Safety 

(Group) 

A present-focused intervention to help clients 

attain safety from trauma, PTSD, and/or substance 

use. 

Groups must have at least 3 
participants. At least 1 
participant must be enrolled 

in the program. 

Licensed Mental 

Health Clinician 

trained to 

provide this 

intervention, 

and other staff 

members 

trained in this 

intervention 

may 

co-facilitate. 

On-site, 

Off-site, or 

Virtual 

Optional 

(Subrecipients 

must select at 

least one 

evidence-

based 

intervention, 

either 

individually or 

group, to 

provide.) 

Health Education 
(Individual) 

One-to-one educational session covering one or 

more health promotion topics in response to 

client’s needs and interests. Sessions follow a semi- 

structured format and may cover HIV biology, care 

management, communication with providers, 

substance use, behavioral health, social support, 

harm reduction, wellness, adherence to care and 

treatment, and other areas. 

For Behavioral Health Services 
Only: Implementation of an 
evidence-based HIV self- 
management education 
program. 

Any staff 

member trained 

to provide this 

intervention. 

On-site, 

Off-site, or 

Virtual 

Optional 

(Subrecipients 

must select at 

least one 

evidence-based 

intervention, 

either 

individually 

or group, 

to 

provide.) 
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Service Type Service Description Service Standard Staff 

Responsible 

Service 

Location 

Required/ 

Optional 

Health 

Education 

(Group) 

Group educational session covering one or more 

health promotion topics. Sessions follow a semi- 

structured format and may cover HIV biology, care 

management, communication with providers, 

substance use, behavioral health, social support, 

harm reduction, wellness, adherence to care and 

treatment, and other areas. 

For Behavioral Health Services 

Only: Implementation of an 

evidence-based HIV self- 

management education 

program. 

Groups must have at least 3 

participants and at least 1 

participant must be enrolled in 
the program. 

Any staff 

member 

trained to 

provide this 

intervention. 

On-site, 

Off-site, or 

Virtual 

Optional 

(Subrecipients 

must select at 

least one 

evidence-based 

intervention, 

either 

individually or 

group, to 

provide.) 

Healthy 

Conversations 

(Individual) 

One-to-one session covering one or more 

“conversations” in response to client’s specific 

needs, service plan goals, and interest in 

addressing mental health, wellness, and substance 

use. Healthy Conversations curriculum should be 

utilized to guide sessions with client and 

implement “conversations.” 

At minimum 1 conversation 

should be implemented with 

client during encounter. 

Any staff 

member 

trained to 

provide this 

intervention. 

On-site, 

Off-site, or 

Virtual 

Optional 

(Subrecipients 

must select at 

least one 

evidence-

based 

intervention, 

either 

individually or 

group, to 

provide.) 

Healthy 

Conversations 

(Group) 

Group educational session covering one or more 

“conversations” in response to group’s interest 

and goals in addressing mental health, wellness, 

and substance use. Healthy Conversations 

curriculum should be utilized to guide sessions 

with group and implement “conversations.” 

At minimum 1 conversation 

should be implemented 

during group session. 

 
Groups must have at least 3 

participants and at least 1 

participant must be enrolled in 
the program. 

Any staff 

member 

trained to 

provide this 

intervention. 

On-site, 

Off-site, or 

Virtual 

Optional 

(Subrecipients 

must select at 

least one 

evidence-based 

intervention, 

either 

individually or 

group, to 
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Service Type Service Description Service Standard Staff 

Responsible 

Service 

Location 

Required/ 

Optional 

provide.) 

Service Coordination 

Coordination 

with Service 

Providers 

Direct communication with medical or other 

service providers with whom a client is shared to 

inform service planning, coordinate services, avoid 

duplication of effort, and collaboratively support 

engagement in care and treatment. 

No additional standard. Case Manager 

and/or Patient 

Navigator 

On-site, Off-

site, or 

Virtual 

Required 

Client Assistance Administrative activities and tasks that may occur 

with the client or on their behalf to connect the 

client to needed services. This may include the 

following activities to facilitate client participation 

in service connections: compiling documentation 

to demonstrate eligibility for needed services, 

assisting with the completion of forms and other 

necessary paperwork, reminder calls and 

messaging, arranging childcare or transportation, 

and other identified tasks as required or 
necessary. 

No additional standard. Case Manager 

and/or Patient 

Navigator 

On-site, Off-

site, or 

Virtual 

Required 

Accompaniment Escorting and/or accompanying client to health 

and supportive service appointments. Service may 

be initiated from the client’s home, program site, 

or another location, including the site of the 

appointment. Service may include: 

• Navigating transportation systems with 

clients; 
Accompanying clients to help them 

locate the site of service, gain entrance, 

and check in and out; and 

• Language interpretation (where 

permitted), emotional support, 

Type 1: Delivering the service 

requires staff to use 

transportation. 

Type 2: Delivering the service 

does not require staff to use 

transportation. 

Patient 

Navigator 

Off-site or 
Virtual 

Required 
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Service Type Service Description Service Standard Staff 

Responsible 

Service 

Location 

Required/ 

Optional 

coaching, and advocacy during the 

appointment. 

Outreach for Client 
Re-engagement 

Activities to locate an enrolled client who, without 

providing prior notification, has missed an 

appointment for health or supportive services. 

Activities may include phone calls, letters, text 

messages, emails, or in-person visits to the client’s 

residence or other locations the client is known to 

frequent. 

This service is reportable only 

in the 90 days following the 

most recent missed 

appointment. If the client is 

not reachable within 90 days 

of that missed appointment, 

their enrollment should be 

closed (though it may be re- 

opened if/when the client is 

found again). 

Case 

Manager 

and/or 

Patient 

Navigator 

On-site, Off-
site, or 
Virtual 

Required 

Referrals Provision of information and support to connect a 

client to resources or service providers to address 

various client needs. This includes but is not 

limited to: 

• Food (including nutrition education); 

• Housing (including temporary housing, 

housing stabilization, and permanent 

housing); 

• Employment services; 

• Life skills training; 

• Legal services (including eviction 

prevention services); 

• HIV primary care 

• Medical care; 

• Mental health services; 
• Dental care; Substance use treatment 

(including in- 

patient care and MATs); and 

Need for referral should be 

determined through client 

assessment / reassessment, 

care planning, service 

coordination, case 

conference, and other service 

provision or client 

encounters. 

Case Manager 

and/or Patient 

Navigator 

On-site, 

Off- site, or 

Virtual 

Required 
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Service Type Service Description Service Standard Staff 

Responsible 

Service 

Location 

Required/ 

Optional 

• Benefits and entitlements (including 

health insurance). 

Linkage to Services Verification that a client attended an appointment 

or followed through on a referral to initiate a 

relationship with a provider of supportive services 

or healthcare services following a referral from 

program staff. This includes but is not limited to 

mental health services; harm reduction services; 

services that address clients’ basic needs (e.g., 

food, shelter, and hygiene products/facilities); 

employment services; legal services; HIV primary 

care; medical care; and dental care. 

Attendance must be verified. If 

client attends unaccompanied, 

program may verify through 

contact with provider or 

patient self- report. 

Case Manager 

and/or Patient 

Navigator 

On-site, 

Off- site, or 

Virtual 

Required 
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V. RECOMMENDED STAFF QUALIFICATIONS 

Staff Title Qualifications 

Program Director • At least five years of experience providing services to PWH 

• Minimum of two years in a supervisory role 

• Experience providing relevant services listed in the program’s service model is 

preferred 

Clinical 

Supervisor 

Required qualifications: 

• Clinical Supervisors must hold and maintain the appropriate licensures and 

credentials needed to provide qualified supervision to Licensed Mental Health 

Clinicians and/or Substance Use Counselors, as required by NYS Education 

Department and/or Office of Addiction Services and Supports (OASAS). Such 

designations include but are not limited to, NYS Licensed Psychologist OR NYS 

Licensed Clinical Social Worker OR NYS Licensed and Board-Certified Psychiatrist OR 

Credentialed Alcoholism and Substance Use Counselor (CASAC) -Advanced/Master, 

as applicable. 

Recommended qualifications: 

• At least five years working experience with substance use and/or mental illness 

and/or chronic medical conditions (particularly HIV/AIDS) 

• At least two years of experience supervising clinical and/or case management staff 

Patient 

Navigators 

If applicable, persons with lived experience and expertise should either be certified by 

the NYS AIDS Institute Peer Worker Certification Program or be supported to obtain their 

certification to be employed as a Patient Navigator. Peer workers should receive 

additional trainings to provide the relevant EBI as identified by the NYC Health 

Department.  

Data Entry 

Specialist 

At least two years of experience providing data entry and administrative support   

Case Managers At least two years of experience working with the populations the applicant intends to 

serve 

Pastoral Care 

Provider 

Required qualifications: 

• Pastoral Care Providers must have a Master of Divinity, Master’s or Doctoral-level 

degree in theological, spiritual or biblical studies, OR a Master’s or Doctoral-level 

degree in pastoral counseling from schools accredited by agencies recognized by the 

U.S. Department of Education; and  

• Must demonstrate a basic understanding of social issues related to HIV and cultural 

and linguistic competence. 

Organizational titles for staff may differ from the recommended staff titles included 

above; however, staff qualifications should align with the required qualifications 

detailed in the above table.  

It is encouraged that subrecipients hire persons with lived experience and expertise 

whenever possible; persons with lived experience and expertise hired as patient 

https://www.op.nysed.gov/professions-index
https://www.op.nysed.gov/professions-index
https://oasas.ny.gov/credentialing/casac
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navigators or peer workers should either be certified by the NYS AIDS Institute Peer 

Worker Certification Program or other NY State peer certification program as 

appropriate and be supported to obtain their certification while working in this capacity. 

We encourage hiring PWH, but staff must not be current clients of the SCL program. 

VI. DISCHARGE, CASE CLOSURE, AND TRANSITION 

Discharge and case closure practices will vary by subrecipient. Each funded program will 

be required to outline their case closure protocols in their scope of services.  

The subrecipient must develop and maintain a policy/procedure for case suspensions 

and closures. The subrecipient must document such reasons in client records and 

correspond with reasons for case closure as structured in eSHARE (Electronic System for 

HIV/AIDS Reporting & Evaluation). In addition, the subrecipient must implement and 

document discharge planning and/or outreach to clients lost to follow-up, when 

appropriate. Reasons for closure may include: 

• Client completed program/graduated; 

• Client ended services (voluntary withdrawal); 

• Client did not adhere to program or subrecipient rules, regulations, or 

requirements; 

• Client became ineligible; 

• Client is lost to follow-up; 

• Client requested transfer to another provider; 

• Client incarcerated or institutionalized for a certain number of months; 

• Client died; or 

• Program funding ended. 

Subrecipients should have a transition policy/procedure in place in the event a client is 

transferred to another service provider. The transition policy/procedure should outline 

the subrecipient’s protocols for responding to other agencies' request for client records 

and documents, and for obtaining client consent to ensure that assigned staff will 

comply with applicable confidentiality regulations if/when client records are 

transferred. 

VII. GRIEVANCE PROCEDURE  

Subrecipient Grievance Procedure 

PWH in receipt of RWHAP Part A services have the right to file a grievance if they feel 

they are being treated unfairly or inappropriately, or that the quality of services they 

received is not up to par. All RWHAP Part A subrecipients are required to implement a 

grievance/appeals procedure in accordance with the RWHAP Part A National Monitoring 

https://www.hivtrainingny.org/Home/PeerCertification
https://www.hivtrainingny.org/Home/PeerCertification
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Standards3 and ensure that clients of services are aware of the subrecipient's 

grievance/appeals process regardless of language or literacy proficiency. Grievance 

procedures should include the steps a client should follow to file a grievance, how the 

grievance will be handled, and information on how the client may appeal the decision if 

the client’s grievance is not settled to their satisfaction within the subrecipient agency. 

Clients of RWHAP Part A services should follow the subrecipient agency's 

grievance/appeals procedure to file a formal complaint.  

RWHAP Part A Funding Grievance Policy 

RWHAP Part A recipients and planning councils are both legislatively mandated to have 

in place a grievance process regarding funding decisions. The intent is to provide an 

orderly and fair process for addressing dissatisfaction. Ideally, the best way to deal with 

grievances is to prevent them by using clear decision-making processes, making 

decisions in public view, and using a variety of informal methods to resolve potential 

problems early on. Informal methods can save time and help build positive relationships 

between consumers and planning council members. When grievances cannot be 

resolved in this manner, formal written grievance procedures must be available.  

Related to funding decisions, each non-award letter states: Any grievance must be filed 

within 30 days of the date of publication of awards on our website. A copy of the 

grievance procedure is available, upon written request, to designated BHHS staff:  

• (as of March 2025) Jenny Fernandez: jfernandez1@health.nyc.gov 

 

 
3HRSA HIV/AIDS Bureau. Ryan White HIV/AIDS Program (RWHAP) National Monitoring Standards for RWHAP Part A Recipients. June 2023.  

mailto:jfernandez1@health.nyc.gov
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