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New York Association on Independent Living
Overview

{ 0:00 }
So I'm going to give you an, excuse me, an introduction to Nile. So it's called, we talk
in acronyms and I'm sure you guys too, our acronyms might be slightly different, but
I think we can all have a full on conversation, an acronym without actually saying a
word. So the New York Association on Independent Living is Nile, that's our
acronym. We are a statewide, not-for-profit membership association of our
independent living centers. We have independent living centers across New York
State. Almost every county has an independent living center that can be accessed by
anyone. Our Ilcs are unique, disability LED, cross disability, locally administered,
not-for-profit organizations. We provide advocacy and supports to assist people with
disabilities of all ages to live independently and fully integrated in their communities
to the best of their ability. OK. Ilcs have been transitioning and diverting people from
institutions for more than 20 years.

{ 0:59 }
So within our within our network, we have the Olmsted housing subsidy, which I
mentioned, we have the rapid transition housing program and we have open doors.
Money follows the people. There's a couple of components to that program. One is
the transition center, which is assisting folks directly from nursing homes to the
community. And then there's also our peer and outreach. So Pierre is someone who
has gone through the process of leaving an institution and moved into the
community. And those folks are assisting our transition specialist and housing
specialist by saying, you know, I was you once I got out and this is how my life is
going. So it's really that one-on-one connection. So as I had mentioned, our Ilcs
are local community based organizations. They started as part of the civil rights
movement. But our Ilcs are not residential.

{ 1:59 }
You can't live at an ILC, right? It is a place for resource, but anybody can utilize the
resources within the ILC. This is a little map of New York showing where all of our
Ilcs are. Just like you guys, we're broken down into regions across the state with how
we work. So we have 9 regions, some of them crossover, some of yours. We have
Buffalo as one region, Rochester as one, Syracuse, Albany, N, Albany S, Lower
Hudson Valley, Long Island, New York City and then the Southern Tier. So we have
9 different, some of those cross some of the ones that you guys have mentioned
earlier today, but these are all of our Ilcs that are within our network. So ILC is poor
services, there's peer mentoring, there's independent living skills training, the
information and referral, which is super important, right?

{ 2:55 }
So that's where anybody could walk in the door and say they need assistance with,



you know, locating housing, they could need assistance with applying for benefits
and you might find that service within that ILC there is the individual and systems
advocacy. So that's where a lot of our advocacy comes from. And there's the
transition piece of what it is that we do. So our the ILSTI just want to touch on that
for a second. Independent living skills training are peer advocates that are available
to help you identify the skills you need to successfully work towards your goals. So
some participants need assistance managing their finances such as budgeting,
balancing a checkbook, paying bills, creating and following a budget is a big one.
How to save money. Their income is already so limited working on ways to how to
do that. They may need help meeting their nutritional needs.

{ 3:58 }
They may need to learn how to shop, go to the grocery store, how to plan out meals
for the week. They may want to work on their community and play and learn to use
the transportation system, whether it's paratransit or a fixed route for buses. So they
can really help with a whole host of different skills, but learning how to live in the
community successfully, that is the goal of all of our Ilcs. So again, I mentioned
here's a couple of other programs that are located within your Ilcs outside of those 54
ones. So we have the Open Doors transition Specialist and transition services, the
OHSRTH Housing Specialist, housing assistance.

{ 4:47 }
We'll get into that in a little bit, but we have benefits advisors located as well who
can help people apply for SSISSDIDSS if they need it, help them understand the
Social Security work incentive program, help people apply for Medicaid. We also
have loan closets, so not not every ILC has a large loan closet, but they do have loan
closets and that can provide some assistive technology. Some equipment available
for loans would be wheelchairs, crutches, scooters, shower chairs. We also take
donations into those. So if somebody no longer needed some type of assistive
equipment, they can call an ILC. The ILC will take it and hold it for someone who
may need it in the.

Speaker 2: { 5:38 }
Future so we.

Speaker 1: { 5:39 }
Have a lot of folks who come out of nursing homes and maybe they need a manual
wheelchair when they come out because moving around the apartment and their
electric wheelchair might be too large. So we look for a, you know, a manual
wheelchair or they might need a shower chair. So that's something that we look to
our loan closets for.

{ 6:01 }
So then we also have education, you know, we educate people not only coming into
the ILCS but in our communities about disability rights, right? That's one of our, our
goals is to educate our communities about what it is, you know, that we do within
our ILCS. We have New York Connects. I'm sure you guys are familiar with New



York Connects. A lot of our folks coming into our housing programs, we do have
them sign up through New York Connects because it does help them to locate some
units that maybe they wouldn't have been able to identify by just Googling on the
Internet, right? There's also Wellness on self management groups. We have a
diabetes prevention program grant, so in our ILCS you might find some of that
education.

{ 6:57 }
We have barrier consultation, so someone who may be coming home after a surgery
or a serious injury may need some changes to their unit or their home. There are
barrier consultations within the ILCS, Majority of them have food pantries, but if
they don't have an actual food pantry and the ILC, they'll give you the referral for
your local food pantry to help ensure people gather food into their home. So outside
of OHS and RTH, there are also housing specialists located in Ilcs that are not
associated with my two programs. But if they don't qualify for my two programs,
they can still utilize those housing specialists to help them locate units within their
community. Some offer representative payee, they offer American Sign Language
services. There's also translation services within the ILC. And then the. So we have 9
regions.

{ 7:58 }
Within those nine regions, we have a a larger center who would be holding the
NHTD or the TBI waiver regional resource direction centers. So I'm going to
turn it over to Sarah and let her talk to you guys a little bit about our Olmsted
housing subsidy program.

Speaker 2: { 8:19 }
Hi, everyone. All right, So Olmsted housing subsidy, another acronym, we refer to it
as OHS. So it basically refers to the Supreme Court's 1999 Homestead decision,
which established that people with disabilities have the right to live and receive
services in the most integrated, integrated setting appropriate to their needs in the
community. OHS is a program part of the New York State Medicaid Redesign Team.

{ 8:47 }
MRT, another acronym, OHS is funded by the New York State Department of Health
and Nile administers that grant and then contracts with IOCS to conduct that grant
across the state. OHS program seeks to to support nursing home residents who can
live safely in the community by assisting them with the cost of rent, locating
accessible housing, and by providing assistance with locating and obtaining housing.
OHS is to is designed to mirror Section 8 Housing Choice Voucher programs. So the
goal of OHS and RTH is for eventually all participants who are admitted into our
program to eventually transition over to Section 8. So it is modeled exactly the same
way. So it is a smooth transition if and when Section 8 becomes available to them. It
is a rental subsidy. It is intended to help seniors and people with disabilities to leave
nursing homes.

{ 9:52 }



Our target population with OHS is the nursing home residents, the skilled nursing
facilities, the structure of OHS. As Valerie mentioned before, we are broken into 9
regions. We have 9 regional lead Ilcs and 15 auxiliary Ilcs within those regions. We
have probably more housing specialist statewide at the moment. We continue to
grow, but at a certain point, we had 35 housing specialist. We also have a fiscal
intermediary that is our CIL who basically issues payments for rent and security. The
structure at Nile is a little bit different from this slide because I was recently
promoted. So we have Valerie Brennan, who is the Director of Housing Programs,
myself who is the Assistant Director of Housing Programs. We actually have more
liaisons right now because as I said, we continue to grow. We continue to house more
people.

{ 10:56 }
And then we also have a housing specialist who covers all the rent and securities and
that is how we obviously issue them over to our CIL to make those payments to the
landlords. Next slide, please. Referrals. So referrals can come from a number of
areas. So we see referrals come from transition specialists to the open doors
program, also peer specialist to the open doors program. A family member can make
a referral, nursing home staff, a discharge planner, someone in the rehab department,
a director of social work can make a referral to OHS, which is great. There's no
limitation in terms of where we can get referrals. We can also get referrals from
service coordinators through the waivers, then HDD and TBI waivers. It can also be
a self referral. You know, someone here is our program. Word of mouth is our
biggest way of getting our programs out there.

{ 11:52 }
They may have heard someone else in that nursing home who transitioned, who met
with our housing specialist and they're like, I want a piece of that, right? I want to
live in the community. I don't want to live here anymore. Do I have to live here
anymore? No, you don't. You can live back in the community. We can access service
and we can look at how that would look for that particular individual. Referral forms
are located at the Nile website. We do require a referral form to be submitted to the
program to accept the referral and turn it into our database and assign a housing
specialist. How does OHS work? So referral is a process at each independent living
center. Typically they go to the regional lead in the 9 regions and then assigned to a
housing specialist in that region. We do work within regions. However, we do have
Ilcs that work in particular areas, you know, particularly in like New York City.
Sometimes they work within their county because they are so big, but they do work
within the region. So when we receive a referral, the housing specialist is required to
obviously do an intake.

{ 13:00 }
So we want to get to know the person, get to know their needs, work with not only
the participant but the family, any informal support that they have, the social worker.
The social worker obviously knows a person the best. They know what their needs
are, they know what their medications are, they know what DME they might need,



durable medical equipment and also guardian. Obviously we need to get the
permission if there is a legal guardian involved. The housing specialists work to
gather the documents to determine eligibility. In a couple of slides we'll go through
those documents and what they look like. Once eligible, the housing specialist and
participant will work together as a team in conjunction with obviously the social
worker, family members. This is not a, you know, one man team or even A2 man
team. This can have a number of people involved in getting that person set up to
transition.

{ 13:57 }
So they're gonna look for a unit, obviously something that works for them,
something that's accessible, something that's maybe on their first floor, maybe
something with an elevator. Then we're going to plan for the CTS. So CTS is the
community transition service dollars. We'll talk a little bit more about that in the
upcoming slides. And basically they're going to work together and create a discharge
plan that works for that person. So the nice thing, Oh, sorry, just one second, Val, do
you want to go back to that slide? Sorry. The really nice thing about the program, we
also pay up to 90 days on up to FMR of rent because we understand that people in
nursing homes are not receiving their income at this time. So we do do that and allow
them to get all their service set up and then move into their apartment
successfully. And then the housing specialist and participant will maintain contact as
long as receiving this, their subsidy communication is important and required. Next
slide, please.

{ 15:00 }
OK. So this is a little bit of what I was just mentioning before. Obviously, we're
completing an intake, collecting the form, determining eligibility and looking for the
unit. The other thing that is required is an annual unit inspection. Once a year, when
that least one year lease renewal is up, we do an inspection. We get annual
documentation and then notes. I'm sure for you guys too, notes are so important,
right? So the housing specialists are required to maintain really good notes in our
database. OK. The role, a big part of the housing specialist role, is solving barriers.
Typically what we see is there's a reason why that person is in the nursing home.
Obviously, housing is the biggest barrier. That is an accessible housing finding that
New York State is always the biggest barrier. So that is what we're trying to solve,
right?

{ 15:53 }
The other thing that housing specialists do is link them up with community resources
that they might need. You know, this certain individuals might need help with
something that has, you know, maybe certain type of service, they might not have an
informal support. So another program that Niall has is the Good Neighbor program.
So maybe that is the one, Barry, that was stopping that person to move back into their
apartment. Providing outreach for the program is a requirement on a monthly basis
for housing specialists. They must reach out to landlords and skilled nursing facilities
and explain the program, how it works. Next slide, please. So this is a list of other



things outside of housing. I think a big part of what we see is participants are like
housing, housing, housing. We want to move, right and they find housing, but there's
more to just finding housing, right? We want to create a successful plan.

{ 16:53 }
So housing specialist might help them with accessing benefits, utilizing their ILC
and making referrals to those individuals that need that help with benefits, attending
discharge planning meetings. So important they should be setting them up with
social workers, rehab department, service coordinators, care managers, health homes.
If they're involved and having those conversations, obtaining assistive technology or
DME, whether it's through MLTC plans, through the waivers or through their Ilcs,
they should making be making those referrals, setting up medical appointments in
conjunction with the social worker, establishing bank accounts, thinking of how are
we going to pay rent Every single month, participants are required to pay 30% of
their income. So what does that look like? Are they paying cash? Are they paying
check? Are they doing direct deposit? Making sure that is set up When someone's
been in the nursing home for so long, that could be a difficult task to try to, you
know, determine and set up and who do they speak to?

{ 17:58 }
So the housing specials will be that person to assist them with that methods of
transportation statewide program I cover New York City. Transportation is different
in New York City versus Buffalo, right? So what does that look like? How are they
going to get to point A to point B if they have a doctor's appointment, if they need to
go pick up their prescription, having those methods set up prior to discharge food.
Food is another one. Obviously, we want to make sure that there is food in their
apartment on day one. Another great thing through the Open Doors program if they
are working with a transition specialist are food cards. But also thinking outside of
that food pantries, SNAP benefits, making sure those things are set up as well. Next
slide, please. OK. So once someone transitions, we want to make sure that that
person stays in the community.

{ 18:54 }
We want to divert them from ever having to necessarily move out of their apartment
become re institutionalized. The goal of our program is for people to live in that unit
successfully and for a long time, like I said until Section 8 becomes available. So we
want to make sure that we're providing early identification and intervention for any
behaviors that might jeopardize that housing, working with landlords, being that kind
of middle person mediator in a way and saying, OK, what's the problem? How can
we solve it? If it is maybe they're struggling to pay their rent, OK, how can, what
does that look like? How can we solve that? So we try to work with them
collaboratively, figure out a solution. Sometimes maybe situations don't work that
maybe we need to look at moving them. So we could look at that and what that looks
like. You know, maybe that relationship is not working between landlord and tenant
and that's OK.

{ 19:52 }



If we've tried to prevent having to move that person and had those conversations, we
could look at doing that and then accessing community resources to do that and
prevent eviction is our goal, right? So all right, next slide please. The referral
process, so once an HS refers receives a referral, they have 10 business days to make
contact. So that is reaching out to the referrent and the participant and saying let's set
up an intake, let's start having those conversations like let's get that documentation.
So while they're going through that process basically obviously they are working
towards determining eligibility and if that program if that person needs our eligibility
and therefore we can and look for housing. So they have to meet eligibility before we
look for housing. Next slide please, determining eligibility.

{ 20:49 }
So a key piece in OHS, and it is different from RTH which Valerie will speak about
in a couple of minutes, is they must meet 120 consecutive days in that skilled nursing
facility in the most recent 24 months. Hospitals or rehab stays in between those 120
days do not count towards the 120 days. However, it doesn't restart the count. So I'll
explain that a little bit except it can be a little confusing. So if someone meets say
they're in the skilled nursing facility for 100 days and then they go into the hospital
because they had they got a UTI or COVID or whatever the situation is for 10 days.
Those 10 days do not count once they're readmitted into the sniff towards the 120
days. But once they go back into the sniff, it starts on day one O 1. So the count just
doesn't count those days, but it doesn't mean they have to start at 0 again and every
time, which is nice. So we get documentation to prove that typically with it with a
face sheet and we are good to go in terms of that meeting, that piece of eligibility.

{ 21:58 }
They must have active Medicaid. They must be considered homeless, living in a
skilled nursing facility, which means they do not have a home to return to in the
community. They must be 18 and older with a documented chronic disability or 55
and older and they also their income must be at or below the HUD extremely low
income. Next slide please. So here are some of the documentation in terms of also
meeting eligibility. So like I mentioned, we need a referral form. We also need them
to provide consent to us to work with them on their behalf. Proof of identity and age,
typically in the form of identification, New York State identification card or possibly
a passport. That verification of current Medicaid enrollment as AEP says, income
documentation, an award letter could work. They are run through our state and
federal sex offender registries as well as our New York State inmate population.

{ 22:59 }
We also need a couple letters from the social worker or an MD at the nursing home
providing us evidence that they can live safely in the community and that they're also
homeless. They don't have a home to return to. And if they're under 50, age 55
verification or a chronic disability? Next slide. Thank you. So in terms of the unit,
the unit must be at fair market rate, which is established by HUD. Individuals, as I
mentioned earlier, are required to pay 30% of their total income. They must supply
required documentation on an annual basis. We do require new award letters every



single year and other documents. They must sign an annual lease with the landlord.
We do not do month to month leases. They must sign an OHS participation
agreement, basically saying that they agreed to the rules and guidelines of the
program.

{ 23:54 }
They must maintain monthly contact with the housing specialist so we can verify
rent and get rent sent out on time, and they must apply for and accept Section 8 when
it does become available. They must, once they're housed, they are required to apply
the community transition service dollars. Another really great benefit through both
our housing programs, we do call this CTS. So both housing programs do have a
limit per participant and it's $5000. We don't disclose this to participants, but there is
a pool of money for them to utilize. And some of the items that we can get and
Thursday TS are like security deposits, broker fees, household items, couches, coffee
makers, tables, beds. We can help with small Iman, but we are a payer of last resort.

{ 24:50 }
So we do ensure the housing specialist that they access benefits outside of us,
whether it is DSS, whether it is their Ilcs, whether individuals do have, you know,
some money on the side or family members who can help them with providing some
of the CTS dollars. And we can assist with movers fees as well. If someone does not
utilize the full $5000, we it doesn't become part of like they get the money to
themselves. It does go back in the pool of money for another participant. So it is a
pool of money that is the limit of CTS and that is what we can look for for each
participant once they're admitted into housing and funding unit one time assistance.
So through OHS, when someone has found subsidized housing, we can look at
assisting them with those startup costs. Those startup costs could be that first
month's rent, security deposit or household goods or furniture.

{ 25:59 }
So we understand that individuals while they're in the nursing home, typically their
money is going towards their nursing home stay. So they don't have the money for
their startup costs. So we give them that opportunity. They found subsidized housing,
we help them with those items and then they move into their unit and basically they
stop working with our program because they don't, they no longer need it. They just
needed that initial assistance. There is some documentation that we are in need of as
you can see W 9 and things like that. And they must meet eligibility of the program.
So the eligibility is the same whether it's a one time SIS or for ongoing rent. So once
someone completes one year in their unit, they can have the opportunity of moving
to another unit of their choice for whatever reason. So we do need to have the
participants give HSS notice at least three months prior to the lease expiring.

{ 27:00 }
And the reason for that is because housing is so hard to find that we need as much
time as possible. It is a team effort with the housing specialist and the participant to
look for that housing, but it is really important that they communicate that to the
housing specialist. We do as a last resort provide moving expenses if that person it is



in need of that from one unit to another. We must complete an end of lease inspection
and obviously discuss the landlord getting our security deposit back.
Unfortunately, sometimes we do have to discharge OHS participants. It might be for
voluntary reasons. It might be for other reasons such as losing their Medicaid,
possibly rent arrears because they haven't been paying their portion. Maybe they're
reinstitutionalized for more than three months back into the hospital or the nursing
facility.

{ 27:55 }
If they do become reinstitutionalized and discharge from the program, they they can
reapply if they meet our criteria. So it isn't as you know for whatever reason that they
can at a later date they are discharged. We don't penalize them for that. They can
reapply, be re referred, mean eligibility and we can therefore house them again if
those situations arise. If they receive Section 8 as well, we would also discharge
them, obviously because they're receiving another subsidy. Here are some other
reasons why we would discharge someone not supplying required annual
documentation such as an award letter, not paying their rent or utilities, and not
following something in the participation agreement that they sign on an annual basis.
We will ensure at the end of the day that it is a safe discharge, whatever that looks
like for that individual. So that is a key part of the housing specialist role. If
discharge is required, discharge notices. So as I mentioned before, hospitalizations is
a big one.

{ 28:59 }
We do give 90 days for that individual to return to their unit if they are hospitalized
and they are for admitting to the skilled nursing facility for rehab or whatever
situation is. Unit issues that are unresolvable with the landlord could be another
reason. We do issue 60 day notices in those instances followed by a 30 day notice so
everyone has some time to rectify the issue once that 60 day or the 90 day notice is
sent out to the participant. We don't just say there's no way to fix this, There's always
a way to fix it and we work with them collaboratively. In terms of what that looks
like, it might be a payment plan, it might be looking at DSS for one shot deal for the
rental rears, but we want to prevent discharging people. But unfortunately it does
happen. And sometimes people also just phase out because they no longer meet our
criteria because they maybe got a part time job that takes them over the income limit
and we no longer have a portion to pay.

{ 29:59 }
So discharging someone isn't always a bad thing and actually can be a really
great empowering thing for our individuals as well. Next slide, please.
Thank you, Valerie.

Speaker 1: { 30:15 }
Thanks, Sarah. So Sarah did such a great job. I'm going to be able to skip some of
these slides because both programs that we have are set up pretty much the exact
same way as how they run. So the rapid transition housing program is our newest
housing program. We've had it since 2018. This program provides again, a rental



subsidy for high need Medicaid beneficiaries. So we're looking at those folks who
qualify for health homes. That's what we're looking for. We're looking for the
frequent Flyers in and out of the emergency room that are constantly being
hospitalized, but they're living in shelters, so or they're living on the street or they're
couch surfing.

{ 30:59 }
So those are the folks we're trying to capture to say we provide stable housing, right?
Would that reduce them going to the hospitals and the ERS because they have
somewhere safe to live? So again, it's the same type of program. There are some
differences between the two. So you get a housing specialist with the RTH program
and you also get independent living specialist. OK, We'll talk a little bit about that.
So it's the exact same thing. It's the farm, the fair market rate. They're required to pay
that 30%. We have CTS and then the iOS provides, excuse me, wrap around service
to ensure participants are connected to providers and resources as needed. So
remember, a lot of these folks are coming to us from shelters. They've been referred
to us because they've been in the ER. So now that's great, but they don't have any
service in the community to help keep them out of the ER. They need some
community connection. So that's kind of where we come in.

{ 32:00 }
So the eligibility for RTH is they have to have Medicaid. They have to have one or
more documented chronic physical disability. Now, we always get into conversations
about what is considered a chronic physical disability. I failed to go to medical
school, so I cannot determine what someone's chronic physical disability is. We ask
their medical doctor to write that to us and specifically state what that physical
chronic disability is. That is not for me to determine. As long as it's in writing, we
accept it. They have to have two or more chronic conditions, so asthma, diabetes,
high blood pressure, something along those lines. Again, homeless, high utilizer, and
then one piece of this program. We do have priority. So for anyone who is waiting on
an organ transplant and they can't have the surgery because they don't have a safe
place to go back to recover.

{ 32:58 }
So think about someone who's living in a shelter who may need a kidney transplant.
They can have that kidney transplant, but they, the surgeon won't perform it because
they don't have a safe, clean place to return to. We will prioritize that person to the
very top of our list in whatever region they are in and it's an all hands on deck
situation to try to locate housing for that person and get them housed so that they can
have that surgery for themselves. The referral piece for RTH is slightly different. We
can't take just anybody calling in. There's no self referrals with this program. They
do have to come from hospitals, managed care organizations, medical respite
performing provider system, and they can also come from a skilled nursing facility.
There's no cap on the skilled nursing facility days in this program, but we do like to
see about at least a month to two months worth of that person being in the nursing
home so that we can account those Medicaid because remember, these are MRT



programs, right?

{ 33:57 }
So the goal is to reduce the amount of Medicaid dollars being spent within the state.
So as I had mentioned, we need that written verification of that chronic physical
disability and those two chronic diseases. The other piece of this program to show
that they are that, you know, frequent flyer is 2 or more inpatient stays in the past 12
months, 5 or more Ed visits or a mash up of the two somehow or they're in a skilled
nursing facility. All right, so that's showing that they're, they're a high Medicaid
utilizer. We do need proof of identity and age in both programs and verification of
the Medicaid enrollment. Everyone within our programs must come into the program
with active Medicaid and be able to maintain that Medicaid once they are in the
program, right. If they lose their Medicaid at any point in time, again, we give them
time to rectify it if it was just a recertification issue. But if they lost it for another
reason, they actually can be discharged off the program.

{ 34:58 }
So the housing specialist role is basically the same. They're completing those intakes,
they're finding those units. Our housing specialists across both programs literally go
out into their communities and locate units for individuals. We don't have a stack of
housing. We don't have buildings that we have built. We connect with complexes,
with property managers. We're reaching out nonstop as, as Sarah mentioned, as part
of our outreach efforts, we're contacting landlords in our communities, talking about
the program, how they can access it, how they can get consistent funds coming in. So
we're trying to promote the program to our landlords as well. So this is the little
added support that we have with the RTH program as our independent living
specialist role. So this person is actually going to create an ISP, an individualized
Service plan for every individual coming into our program.

{ 35:53 }
So once someone meets eligibility, then the ILS steps in with the HS and they work
together to develop a plan for this person to be able to move home. So some of the
skills training that we talked about earlier, they'd be working on their Wellness goals,
financial goals, social goals, whatever it is that that person needs to be successful
within the community. That's what our ILS will work with that individual on. We do
have the CTS. It's the exact same. The same things are covered within that program.
The amount is the same as that $5000. As Sarah mentioned, we can do some minor
accessibility modification. So grab bars, maybe a portable ramp. We cannot change,
you know, somebody's bathroom that's outside of our scope. We would have to look
outside of what we do to help get that. So it's not that we can't, we won't do it, it's
that we will help them find the resource to be able to have that work completed.

{ 36:58 }
It's just not something that the program can support, so we would reach out to
community resources for that. We do provide all of their basic essential furnishings
that they need when they're coming into the unit for the very first time. So think
about things like your knives and forks, your sheets, your towels, your couch, a bed



if necessary. We provide all of those items to every individual across both programs
that is coming in so that they are set up for success. So our goal is really to get
people housed. It is to get them into, you know, provide them the resources so that
they are successful as possible. We work alongside of the MLTCS with the waivers
with, you know, making sure they have aids in place. If they need informal supports.
We look to the Good Neighbor program. We talk with family members. If they allow
us to talk to their family members, try to get them on board. And then again, we are
consistently talking to them every month.

{ 38:00 }
So while we're verifying our rent with them every month, we're also saying do you
need anything? Is your aid still showing up? Do you? We don't do face to face visits.
We only do that once a year when we do the inspection, but we do call them. As you
can imagine, when our participants first move into their units, there's a lot of contact,
right? There's a lot of nervousness that goes along with moving into an apartment
maybe for your first time or the first time in a very long time where you have to do
things for yourself. So our housing specialists are more available during that first
transition period, but then we do kind of provide them those community resources so
they can reach out, whether it's a social daycare center, whether it's a Senior Center,
getting involved in their peer supports, whatever it might be to help set that person
up for success. We try to wrap them in as much service as possible. So every person
that comes through our programs is as successful as they want to be, right?

{ 38:58 }
Not every case is going to be super successful. Some people do not like living back
out in the community and find it too hard and they struggle. And there are some
people who love it. And we have transitioned off because there's so many work from
home options right now that people are getting full time jobs and they're moving off
of our program. And we like to call that a graduation of the program versus the
discharge of the program 'cause they're they're taking control of their own life and
they're moving on. And that to us is a very successful case. So that's basically it for
both of the programs that we have as well as our Ilcs. You can find all of our
information at our website, which is ILN y.org. But there's a whole host of
information about our Ilcs, about Nile, about our advocacy work, about our housing
programs or money follows the person, Good Neighbor, whatever you are looking
for, you're welcome to go in and take a look at our website. You can reach out to
myself or Sarah. We're both listed on that website.

{ 39:58 }
Our phone number is there. You know, we constantly are getting outreach from
people. We welcome it. And we love to hear from you. And if you call and ask us if
I can make a determination on a case, we're going to tell you no because we got to
go through the case to find all that documentation, but happy to talk through a case
with you. If you're looking into either one of these programs or if you need a
connection at an ILC and you want to reach out to us, we're happy to do that as well.
Just let us know what we can do to help and support.



--- End of transcript ---


