SACWIS/POS Implementation Plan — Site Specific

Agency Name: 













Site Address: 













On-Site Contact Name and Telephone #: 










Backup Site Contact Name and Telephone #: 









Total Number of SACWIS Users (as described below) at this site: _______

Total Number of Computers that will be used to access SACWIS at this site: _______

Total Number of shared network Printers that will used to print from SACWIS at this site: _______

Please see the reverse of this page for instructions on completing the information below:

 FORMCHECKBOX 
 __________________________________________________________________________________

First and Last Name – Last 4-digits of social security number – Title/Role 

 FORMCHECKBOX 
 ____________________________________________________________________________

First and Last Name – Last 4-digits of social security number – Title/Role

 FORMCHECKBOX 
 ______________________________________________________________________

First and Last Name – Last 4-digits of social security number – Title/Role

 FORMCHECKBOX 
 ______________________________________________________________________

First and Last Name – Last 4-digits of social security number – Title/Role

 FORMCHECKBOX 
 ______________________________________________________________________

First and Last Name – Last 4-digits of social security number – Title/Role

 FORMCHECKBOX 
 ______________________________________________________________________

First and Last Name – Last 4-digits of social security number – Title/Role

 FORMCHECKBOX 
 ______________________________________________________________________

First and Last Name – Last 4-digits of social security number – Title/Role

 FORMCHECKBOX 
 ______________________________________________________________________

First and Last Name – Last 4-digits of social security number – Title/Role

 FORMCHECKBOX 
 ______________________________________________________________________

First and Last Name – Last 4-digits of social security number – Title/Role

 FORMCHECKBOX 
 ______________________________________________________________________

First and Last Name – Last 4-digits of social security number – Title/Role

OTHER SACWIS users at this site (not in the supervisory structure above):

 FORMCHECKBOX 
 ____________________________________________________________________________

First and Last Name – Last 4-digits of social security number – Title/Role

 FORMCHECKBOX 
 ____________________________________________________________________________

First and Last Name – Last 4-digits of social security number – Title/Role

 FORMCHECKBOX 
 ____________________________________________________________________________

First and Last Name – Last 4-digits of social security number – Title/Role
Please indicate  FORMCHECKBOX 
 which person, above, is the point-of-contact for all NEW/TRANSFERRED cases referred to this site.  This person will monitor SACWIS for cases assigned to this site.

—COPY THIS FORM AS NECESSARY FOR MULTIPLE TEAMS OR ADDITIONAL STAFF AT THIS SITE—

INSTRUCTIONS

One intent of this form is to show this site’s administrative/supervisory structure.  The indentations from the left represent the chain-of-supervision, i.e. the indented rows are subordinate.  This information will be used to build the approval processes to be used by SACWIS.  Copy the page as necessary to show all teams at this site.

Title/Role need to be specific.  If a follow-up worker also does licensing, the role needs to indicate that fact.  The Role will be used to determine which modules of SACWIS training the individual will need.

The last 4-digits of the social security number will be used for the DCFS network log-on ID.

You may use a self-generated format to report the information, instead of using this form.  Be sure to include all the requested information.  Be sure to show all SACWIS users for this site.  If a position is vacant, indicate that on the appropriate line.

SACWIS will use a Mailbox system to refer cases to each agency/site.  One person at each site will be responsible for monitoring the Mailbox for newly referred or transfer cases.  As instructed at the bottom of the first page, mark the checkbox of the individual who will have this responsibility.



 FORMCHECKBOX 
 ___J. G. Johnson – 2954  – Foster Care Director_______________________

First and Last Name – Last 4-digits of social security number – Title/Role 

 FORMCHECKBOX 
 __Mary Ingersoll – 5432 – Supervisor​​_________________________

First and Last Name – Last 4-digits of social security number – Title/Role

 FORMCHECKBOX 
 ____Gary Feldman – 7896 – Follow-up worker​​​ ___________

First and Last Name – Last 4-digits of social security number – Title/Role

 FORMCHECKBOX 
 ____Cruella Deville – 9909 – Follow-up worker       __ _____
First and Last Name – Last 4-digits of social security number – Title/Role

 FORMCHECKBOX 
 ____Claudia Mercedes – 1221 – Follow-up and Licensing ___

First and Last Name – Last 4-digits of social security number – Title/Role



Return by April 4th to:

Stephen Bradshaw, Private Agency Liaison/SACWIS 

Illinois Department of Children and Family Services

406 E. Monroe Mail Station: AMS/SACWIS 

Springfield, IL 62701

E-mail:

Sbradsh2@idcfs.state.il.us
FAX:

217/747-7750

Questions?  Contact Steve at the E-mail address above, or call 217/747-7604

Workers at this level report to the next person above.





Claudia is a permanency worker AND a licensing worker.








