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Ground rules




Partners in Policymaking

Training leaders for positive, lorasting change

Created by the Minnesota Go
Developmental Disabilities in 1987.

* An innovative competency based leadership training program
for adults with disabilities and parents of young children with
developmental disabilities.

* The purpose of the program is twold:
 To teach best practices and competencies needed to influence
public policy
» Develop productive partnerships between people who need and

use services and those who are in a position to make policies an
laws.




Partners in Policymaking

Training leaders for positive, lorasting change

Historically, the entrenched systems and policies in our society have
not served people with disabilities and their families well.

Partners is a leadership training program. Participants acquire
knowledge to create change, not

The goal is to create a group of people who can support one another
and bring a range of talents to their state.

An organized way to improve the way things are currently done by
educating and influencing

Working toward and achieving a new vision.




Partners in Policymaking

Session Topics

 History of Disability and Disability Movements

* Inclusive and Quality Education

- Employment, Housing, Person Centered Planning
 Positive Behavior Supports

- State/Federal Policy and Legislative Issues and the Process
Which You Can Channel Your Concerns

« Supported Decision Making/Guardianship Issues
 Assistive Technologies

* Victimization/Emergency Preparedness

* |Issues of Sexuality

« Community Organizing and Coalition Building




3 FORMS FOR YOU TO FILL OUT: VENDOR FORM, MONTHLY
EXPENSE REPORT AND RESPITE/CHILD CARE FOR THOSE
WHO WILL BE REIMBURSED

Vendor Form this is what the state uses to put you into the system so that they
can cut and mail a reimbursement check to you. If you move or have a name
change, you will need to fill this out again. Otherwise, we only need it once.

Respite/Child Care Reimbursement Farthis is used to reimburse you for
child/respite care for while you are attending training. There is a flat fee per da
for a child/children that only require child care, of $20, regardless of the
number of children. The respite care will be reimbursed at the rate of $10 per
hour, during normal waking houmnly. However, there are rules set in place
with the Department of Mental Health. (You will be given a copy of those rules
to sign prior to filling out a Respite/Child Care form, one time only). THIS FOR
MUST BE SUBMITTBIDIHTHE MONTHLY EXPENSE REPORT, NO EXCEPTI

Monthly Expense Reportthis is used to reimburse you for your lunch prior to
training on Friday, as well as your mileage and respite/child care. The state
reimburses at the rate of $0.37 per mile for travel.




You only need to fill in
3 things on this form:
Your name and
address, full social
security number, and
your signature.

STATE OF MISSOURI
OFFICE OF ADMINISTRATION

VENDOR INPUT/ACH-EFT APPLICATION m
NAME/ADDRESS AS SHOWN ON FEDERAL TAX RETURN TAX ID OR SOCIAL Y
TYPE OF ENTITY
ElCorporation roprietor individual D State Employee

[Cother

DATE OF CHANGE

REMIT TO NAME/ADDRESS IF DIFFERENT THAN ABOVE PREVIOUS FEDERAL TAX ID NUMBER OR SOCIAL SECURITY NUMBER

PREVIOUS NAME

PREVIOUS ADDRESS
COMMENTS
PURCHASE ORDER NAME/ADDRESS IF DIFFERENT THAN ABOVE
[TO.BE COMPLETED BY EINANGIAL INSTITUTION I:] | (We) hereby authorize the State of Missouri, to initiate credit

NAME/ADDRESS OF FINANCIAL INSTITUTION y 5 el
entries to my (our) account at the depository financial institution

named and to credit the same such account. | (We) acknowledge
that the origination of ACH transactions to my (our) account must
comply with the provision of U.S. law.

This authorization is to remain in full force and effect until the State

of Missouri, Office of Administration, has received written notifica-
tion from me (us) of its termination in such time and in such manner
as to afford the State of Missouri and the financial institution a rea-

DEPOSITOR ROUTING NUMBER

DEPOSITOR ACCOUNT NUMBER & .
sonable opportunity to act on it.

NAME ONACCOUNT [ 1 (We) hereby cancel my (our) ACH/EFT authorization.
VENDOR SIGNATURE

TYPE OF ACCOUNT x

[(JcHecking  [IsAvings

SIGNATURE OF REPRESENTATIVE OF FINANCIAL INSTITUTION PRINT NAME

PRINT NAME TITLE

TITLE EMAIL ADDRESS

TELEPHONE NUMBER DATE TELEPHONE DATE

CERTIFICATION FOR INTERNAL REVENUE SERVICE (IRS) DExemp( from Backup Withholding

Under penalties of perjury, | certify that:

ber shown on this form is my correct taxpayer identification number (or | am waiting for a number to be issued to me), and
backup withholding because: (a) | am exempt from backup withholding, or {b) | have not been notified by the Intemal Revenue Service (IRS) that | am subject to
a result of a failure to report all interest or dividends, or (¢) the IRS has notified me that | am no longer subject to backup withholding, and
(inciuding a U.S. resident alien).

uctlons. You must cross out item Il above if you have been notified by the IRS that you are currently subject to backup withholding because you have failed to report all
ends on your tax return. For all real estate transactions, item Il does not apply. For mortgage interest paid, acquisition or abandonment of secured property, cancellation
& ns to an indivi it a (IRA), and ganemlly paymems other than interest and dividends, you are not required to sign the Certification, but you must
provide your col ct TIN (See w-s Instructions on irs.gov website for more ) The Internal Service does not require your consent to any provision of this document
other than the q to avoid backup withholding.

SIGNATURE

MO 300-1489 (5-10) FAX COMPLETED FORMS TO (573) 626-9813 or
MAIL TO OFFICE OF ADMINISTRATION/ACCOUNTING, PO BOX 809, JEFFERSON CITY, MO 65102




An example
for 11 hours
would be
10:00 am
(Time In) until
9:00 pm
(Time Out).

J" Month Year

Partners in Policymabiing 5018

CHILD OR RESPITE CARE REIMBURSEMENT EXPENSE FORM FOR PROVIDER

THIS FORM MUST BE SIGNED BY THE RESPITE CARE/CHILD CARE PROVIDER AND THE PARENT/GUARDIAN.
PLEASE INCLUDE THE PARTICIPANT MONTHLY EXPENSE REPORT.

MAILTO: MODDC, PO BOX 687, 1706 E. ELM ST
JEFFERSON CITY, MO. 65102

THE BELOW INFORMATION IS OF THE PERSON
THAT IS PROVIDING THE CHILD/RESPITE
CARE. WE NEED “THEIR"
NAME/ADDRESS/CITY/STATE/ZIP (THIS
CANNOT BE THE SAME AS YOUR ADDRESS ON
THE MONTHLY EXPENSE REPORT)

Name:

StreetAddress

City State Zip

RATE PAIDPER HOUR

TIME IN TIME OUT (CANNOT EXCEED

$10.00 PER HOUR)

11 hours @

X $10 per

X hour: 11 x
I ; . 10.00=

X $110.00

X

| X

X

PARENT/GUARDIAN (PARTNERS
PARTICPANT) SIGNATURE: DATE:

| THIS FORM MUST BE SUBMITTED WITH THE MONTHLY EXPENSE REPORT I




Please do not overthink this
form.J Name, Social Security #,
home address, work/cell phone.
Simple explanation for
travel/lunch, mileage. Add up
your totals. Signature, Date, and
the city, state you live in.

Simple explanation for
Respite/Child care itwo

different areas. Seems crazy, but
it’s rJequired.

| will always check your mileage
from your home address to the
hotel. I have to do this because
our Accounting department will
do this as well.

| cannot stress enough taot
become complacent with
putting your social security
number, and full address on this
form. 1 DO NOT keep a list of
everyone’s socCi
numbers.

STATE OF MISSOURI
MONTHLY EXPENSE REPORT

FOR MONTH OF AUGUST 2016

THE WHITE AREAS MUST BE COMPLETED. THE GRAY AREAS ARE OPTIONAL
FOR AGENCY USE. SEE INSTRUCTIONS ON BACK.

DEPARTMENT/DIVISION OR INSTITUTION
Mo DD Council

EMPLOYEE NAME (LAST, FIRST)
GERMAN, CHARLIE

VENDOR CODE (SOCIAL SECURITY NUMBER)
123-45-6789

OFFICE ADDRESS
1706 E. ELM STREET, ST. LOUIS, MO. 63122

WORK FPHONE NO,
(573) 751-8611

UNIT/COUNTY

OVER-
RET | STANDARD | FLEET
DATE FROM/TO & PURPOSE 0 | MLES MILES

BREAK-
FAST DINNER

LODGING

08/08/14 | TRAVEL FROM KIRKWOOD TO ST. LOUIS/BALLWIN

DB

LOCATION CODE OR DOCUMENT NO,

CARPOOL(2 PERSONS/2 LOCATIONS)TO COLUMBIA

MO FOR PARTNERS TRAINING.

08/09/14 | RETURN TRIP, TRAVEL FROM COLUMBIA, MO TO

BALLWIN AND ST. LOUIS, DROP OFF CARPOOLS,

TRAVEL TO KIRKWOOD, FROM PARTNERS TRNG

08/08/14 | RESPITE CARE WHILE ATTENDING PARTNERS

TRAINING, COLUMBIA, MO

TOTALS OF ABOVE »

0.00 £ 10.00 0.00

0.00

TOTALS FROM OTHER PAGES »

TOTAL STANDARD MILES »

264.40 AT 0.370

¢ PER MILE

TOTAL FLEET MILES »

0.00 AT 0.260

¢ PER MILE

TOTAL INSTATE TOTAL OUTSTATE

$ $

TOTAL REIMBURSABLE EXPENSE

» |

DATE *EXPLANATION OF OTHER

08/08/14 | RESPITE CARE WHILE ATTENDING

PARTNERS TRAINING, COLUMBIA, MO.

| hereby certify the above claim is correct, that these expenses were necessary to conduct state business, that payment has been made from
personal funds for which | have not been reimbursed, nor will | receive from any source any payment for these expenses.

APPROVAL SIGNATURE

CLAIMANT SIGNATURE

08/08/2014

DATE
08/09/2016

Q. Ao r i1t v\
me o U Ul I vy DATE APPROVED TITLE

PARTNERS IN POLICYMAKING

OFFICIAL DOMICILE

ST. LOUIS, MO.

VERIFIED BY AND DATE ORG/SUB APPR UNIT | ACTIVITY

FUNCTION 0OBJ/SUB JOB NUMBER

REP CAT

AMOUNT

CODED BY AND DATE

CK CATEGORY

MO 300-1189 (1-11)




MONTHLY EXPENSE REPORT

THISFORMIS FOR REBWRSEMENT OF MILEAGE, MEALS AND RESP
CARE

BELOW ARE THE AREAS OF THIS FORM THAT ARE TO BE COMPI
PARTICIPANTWILLDO MY BEST TO CATCH ANY ERRORS PRIOR TO Y(
ON SATURDAY, BUT THAANOT ALWAYS POSSIBLE. IF | CANNOT G
CORRECTION BEFORE YOU LEAVE, | WILL HAVE TO MAIL THE FORE
DO NOT WANT ANY DELAYS IN YOUR REIMBURSEMENT.

FOR MONTH OPLEASE FILL IN MONTH AND. YEAR
EMPLOYEE NAMEHIS IS YOUR LAST AND FIRST NAME

VENDOR CODESOCIAL SECURITY NUMBER) PLEASE PUHUNCBOCIA
SECURITY NUMBER

OFFICE ADDRESHIS IS YOUR HOME ADDRESS AND SHOULD ALWA
SAME. IF YOU MOVE, YOU WILL NEED TO SUBMIT A NEW VENDOR F
WITH YOUR EXPENSE REPORT.



WORK PHONE NUMR THIS SHOULD BE A PHONE NUMBER THAT
REACH YOU AT DURING BUSINESS HOURS IF THERE SHOULD BE
YOUR EXPENSE REPORT.

DATETHE FIRST ENTRY WILL BE FOR THE FRIDAY THAT YOU ARE IN

FROM/TO PURPOXEEP IT SIMPHOR EXAMPLERAVEEROM ST. LOUIS
COLUMBIA, PARTNERS TRAINMN@JR LUNCH REIMBURSEMENT WILL
YOUR FIRST LINE ENA®YVELL. YOU CAN SIMPLY WRINEH PRIOR
TRAININGWE REIMBURSE $10 FOR LUNCH. ONLY PUT $10, NOT ¥ Ot
DO NOT NEED TO WORRY ABOUT HAVINGRECEIPT FOR LUNCH.

OVERNIGHT STAYOUR FIRST LINE ENSRYHERE YOU WILL PUKANTHI
COLUMN.

STANDARD MILESHIS ENTRY WILL BE TOTAL MILES TRAVELED FI
HOME TO THE HOTEL/MEETING PLACE FOR TRAINING.




*IF YOU ARE THE DRIVER AND YOU PICK UP OTHERS FOR CARP O
NEED TO DO ANOTHER ENTRY SHOWING THE MILES TRAVELED
HOME TO WHERE YOU ARE PICKING UP THAT PERSONTMENNA&HD T
DO ANOTHER LINE ENTRY TO SHOW MILES TRAVELED FROM WEHEE
THAT PERSON UP TO THE HOTEL/MEETING PLACE.

YOU WILL NEED TO DO ANOTHER ENTRWGHMIRETURNRIP. JU.
ENTER THE SAME | NFORMATI ON AS BEFC
ANY EXTRA MILES TO DROP OFF CARPOOLERS.

OTHERTHIS COLUMNHASR CHILRESPITE CARE REIMBURSEMENT.

TO RECEIVE REIMBURSEMERTHILD/RESPITE CAREJ WILL NEED TO [
LINE ENTRY BELOW WHERE YQE EMTERED YOUR TRIP TO/FR@MNIIN(
SIMPLY STATE: RESPITE/CHILD CARE WHILE ATTENDING PRRIMNE
OVERTOTHERIGHT ST I N “OTHER" THE TOTAL
FINAL TOTAL IN THE LAST COLUMN.

YOU WILL ALSO NEED TO LI ST CHI LD/
OTHER"” COLUMN ON THE LEFT HAND E
BOTTOM. YOU CAN SIMPLY STRESPITE/CBILCARE WHILE ATTENI
PARTNER TRAINING. YOU ONLY NEED TO ENTER THE DADESNWY
ENTER A DOLLAR AMOUNT HERE.




TOTALS OF ABOWEOU WILL NEED TO ENTER YOUR TOTALS FOR EAC
ALL THE WAY ACROSS THE FORM.

TOTAL STANDARD MILESTAL MILES AGAIN.THE LAST COLUMN, PL
ENTER THE DOLLAR AMOUNT BY MULTIPLYING YOUR MILES BY 0.
MILE. THIS IS THE SET STATE RATE FOR REIMBURSEMENT FOR MILE

TOTAL REIMBURSEMENHIS WILL BE YOUR TOTAL FOR ALL COLUN
WILL INCUDE CHILD/RESPITE CMREAGREIMBURSMENT, AND LUNCH

CLAIMANT SIGNATURHEIS IS REQUIRED ON ALL MONTHLY EXPENSE
CANNOT SUBMIT IT WITHOUT AN ORIGINAL SIGNATURE. PLEASE EN
(SATURDAY' S) .

THE MONTHLY EXPENSE REPORT CANNOT BE SUWBMIOWED HAVINC
CURRENT VENDOR FORM ON FILE WITH OUR ACCOUNTING DEPART
SHOULD HAVE A NAME CHANGE OR CHANGE OF ADDRESS, YOU \
FILL OUT ANOTHER VENDOR FORM. IF YOUR NAME OR ADDRES
CHANGE WHILE ATTENDING TRAINING, YOU WYLINEERD TO FILL
VENDOR FORM OUT ONE TIME.




PLEASE TRY NOT TO OVERTHINK THIS FORM. IN A NUTSHELL, WE HAVE TO SHOW
THE MILES THAT YOU TRAVELED FROM YOUR HOME TO THE HOTEL, HAD LUNCH
PRIOR TO TRAINING, AND YOUR RETURN TRIP (MILES) TO YOUR HOME. KEEP IT
SIMPLE WITH YOUR ENTRIES FOR TRAVEL AND CHILD/RESPITE CARE.

PLEASE DO NOT BECOME COMPLACENT, OFTEN TIMES, PARTICIPANTS WILL NOT
FILL IN THEIR SOCIAL SECURITY NUMBER OR HOME ADDRESS. IF | DO NOT CATCH
IT DURING TRAINING HOURS, | WILL HAVE TO MAIL IT BACK TO YOU. | COULD
WRITE IT IN THERE ALSO, FOR YOU, BUT THIS IS YOUR FORM, FOR YOUR
REIMBURSEMENT. PLEASE DO NOT FALL INTO A BAD HABIT OF NOT FILLING IN
THE REQUIRED BLOCKS. ] Ee

CHARLIE GERMAN, 573.751.8611 IF YOU SHOULD HAVE QUESTIONS OR NEED
HELP FILLING OUT THE FORM.




Partners in Policymaking

Participant Expectations

Participants will be expected to:

- Make a commitment to attend eight twday sessions
between February and September

- Complete all homework assignments to include one major
project designed to meet competencies

« Complete evaluation forms

« Submit completed reimbursement forms to Charlie within 20
days of the session

- Comply with all policies related to drugs, alcohol, and sexual
harassment

Participants can be di smi ss
IS a privilege




Ground Rules

 Attendance

 Turn off electronic devices

 Create and maintain a welcoming environment for all
- Keep an open mind

 Be respectful of others

* Be supportive of one another

 Practice how to ask a good guestion

« Share the space

* Alcohol only in the bar during free time

-l f you are concerned about
behavior or anything that would put our program funding in
jeopardy, | would like to know about it but otherwise; please
keep it to yourself




Like the Mic!!

http://www.rootedinrights.orqg/videos/accessibility/likéhe-
mic/



http://www.rootedinrights.org/videos/accessibility/like-the-mic/

Partners in Policymaking

MopbDc

MISSOURI DEVELOPMENTAL DISABILITIES COUNCIL

Missouri Developmental Disabilities Councll

Katheryne Staegewilson or Charlie German

P.O.Box 687

Jefferson City, MO 65102

573751-8611 or toll free 80600-7878
Kstaegetwilson@moddcouncil.orgr cgerman@moddcouncil.org



mailto:Kstaeger-wilson@moddcouncil.org
mailto:cgerman@moddcouncil.org

