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Toronto Central LHIN  H-SIP Form


Health System Improvement Pre-Proposal (H-SIP) Form
Section 1:   H-SIP Summary
Section 2:   Proposal Overview 

Section 3:   Service Volumes & Financial Impact
Section 4:   Chief Executive Officer /  Executive Director Approval 
Health Service Providers (HSP) should consult the ‘H-SIP Manual’ found on the Toronto Central LHIN website prior to completing the H-SIP form. HSPs submitting an informal notification of Voluntary Integration should consult the ‘Voluntary Integration Manual’ found on the LHIN’s website. 
Section 1 – H-SIP Summary   
1. Date submitted: (Note: Your proposal will expire one year after this date) 
[Enter Here]   [Use day/month/year format]
2. Proposal title: 

[Enter Here]   

3. Lead health service provider:
	Main Contact:

	[Enter Here]


	Organization Name:

	[Enter Here]


	Address:

	[Enter Here]


	E-mail:

	[Enter Here]


	Phone # :

	[Enter Here]



4.  Health Service Provider (HSP) Partners:

Identify HSPs that you collaborated with in developing this proposal and identify those that have agreed to actively collaborate/partner on the proposed improvement.

	Organization


	Contact information
	Nature and objective of the collaboration

	[Enter Here]

	[Enter Here]

	[Enter Here]


	[Enter Here]

	[Enter Here]

	[Enter Here]


	[Enter Here]

	[Enter Here]

	[Enter Here]


	[Enter Here]

	[Enter Here]

	[Enter Here]


	[Enter Here]

	[Enter Here]

	[Enter Here]


	[Enter Here]

	[Enter Here]

	[Enter Here]


	[Enter Here]

	[Enter Here]

	[Enter Here]


	[Enter Here]

	[Enter Here]

	[Enter Here]



5. Type of Improvement: 
	Type of improvement being proposed 
(check one)

 FORMCHECKBOX 
 Service Change (Enhancement) 
 FORMCHECKBOX 
 Service Reduction

 FORMCHECKBOX 
 New service 

 FORMCHECKBOX 
 Integration activity

 FORMCHECKBOX 
 Other (please specify)  [Enter Here]
	Does the proposed improvement require capital? 

(check all that apply)

 FORMCHECKBOX 
 Renovation

 FORMCHECKBOX 
 Expansion

 FORMCHECKBOX 
 Equipment investment




6.  Submission History:

If the proposed improvement involves a capital project, provide a brief description of the capital project and indicate if you have submitted a capital request to the Ministry of Health and Long-Term Care (MoHLTC).

 FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Yes – Please provide date and if available the MoHLTC Capital Branch consultant assigned to your request (if known):   [Enter Here] 
Has this proposal previously been submitted to the Toronto Central LHIN?
 FORMCHECKBOX 
  No 

 FORMCHECKBOX 
  Yes – Please indicate the previous submission date [Enter Here]   [Use day/month/year format]

Has this proposal form been submitted to other LHINs? 

 FORMCHECKBOX 
  No 

 FORMCHECKBOX 
  Yes – Please indicate which LHINs   [Enter Here]    
              – Please indicate the submission date [Enter Here]   [Use day/month/year format]

Section 2 – Proposal Overview 
1.  Proposal Description:

Provide a detailed description of the initiative you propose to implement 
(500 words maximum)

[Enter Here]
2.  Population Impacted:

Provide a detailed description of the population that will be impacted by proposal implementation. Include descriptions, where applicable, of the community and geographic location that will be 
impacted and estimate the number of people in the population that will be impacted 
(500 words maximum) 

 [Enter Here]
3.  Community Consultation:

Were community members consulted before this proposal was submitted?

 FORMCHECKBOX 
  No   
 FORMCHECKBOX 
  Yes 

If yes, describe the specific groups or populations engaged, the methods of engagement used, and the degree of community/stakeholder support for the initiative proposed
[Enter Here]
4.  Benefit to the Population Served and the Healthcare System:

Provide measurable outcomes for the population served and the healthcare system that are expected to result from the implementation of this proposal. 
	

	Impact

How will the proposal impact the population served and/or the health care system?
	Rationale

How will this be accomplished?


	Supporting Evidence

Provide data to support the need for this proposal and predict the outcome that will result from implementation.

	e.g. Proposal will reduce medication errors and associated adverse events in order to reduce ED visits

	e.g. Proposal will implement drug tracking or medication reconciliation system
	e.g. Currently 5% of our patients experience adverse events due to medication errors. 3% of our ED visits are related to medication error and are thus avoidable. 


	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


5.  Estimated Timeframe:
List key milestones associated with the proposal and their estimated completion timeframes. State all milestones in the past tense to signify completion. 
	

	High-Level Milestones 

	Target Completion Timeframe

	e.g. Project startup complete

	e.g. month 1

	e.g. Communication plan complete
	e.g. month 1

	e.g. Staff recruited and trained 


	e.g. month 2

	e.g. Client intake initiated 
	e.g. month 3


	e.g. Project closed 
	e.g. month 6

	
	

	
	

	
	

	
	


Section 3 – Service Volumes & Financial Impact 
1.  Service Volumes:

	

	Type of Service Unit 


	Expected Change in Service Unit Volume 
Provide the volume change in service units expected through proposal implementation

	e.g. New clients managed by addictions case management teams

	

	e.g. Support within housing

	

	e.g. Acute inpatient days

	


2.  Budget Estimate:
	

	
	Items 
	$

	 FORMCHECKBOX 
 No new funding required

	[Enter Explanation Here]

	              

	 FORMCHECKBOX 
 Project/One-Time Funding

	 FORMCHECKBOX 
 Project Management

 FORMCHECKBOX 
 Consulting Expertise

 FORMCHECKBOX 
 Start-Up Staff

 FORMCHECKBOX 
 Training/Education

 FORMCHECKBOX 
 Equipment/Supplies

 FORMCHECKBOX 
 Communications

 FORMCHECKBOX 
 Information Technology
 FORMCHECKBOX 
 Rent/Space
 FORMCHECKBOX 
 Other (specify) [Enter Here]
Capital
 FORMCHECKBOX 
 Renovations

 FORMCHECKBOX 
 Large Equipment

 FORMCHECKBOX 
 Other (specify) [Enter Here]
Sub Total:
	

	 FORMCHECKBOX 
 Operating/Base Funding
Will base funding be required at project start date?
 FORMCHECKBOX 
 Yes          

 FORMCHECKBOX 
 No 
	 FORMCHECKBOX 
 Staffing

 FORMCHECKBOX 
 Supplies 

 FORMCHECKBOX 
 Rent/Space Requirements
 FORMCHECKBOX 
 Other (specify)  [Enter Here]
Sub Total:
	

	 FORMCHECKBOX 
 Total Base and One-Time    Requested from TC LHIN for implementation


	                                    Total One Time:

                                              Total Base:
	

	
	
	


3.  Other funding sources:
	 FORMCHECKBOX 
 Other funding sources 

(includes use of existing allocation to offset costs, funding from other Ministries, grants, donations, in kind contributions, etc)
	 FORMCHECKBOX 
 Specify: [Enter Here]
 FORMCHECKBOX 
 Specify: [Enter Here]
	Total:


4.  Sustainability:

Most of the LHIN’s discretionary funding is one-time in nature. Please describe how the proposal will be sustained after LHIN funding for the proposal is complete. 

[Enter Here]
Section 4- Chief Executive Officer / Executive Director Approval 
Has this proposal been approved by the Chief Executive Officer / Executive Director of the sending organization:

               FORMCHECKBOX 
 Yes (required)
Additional comments:

	[Enter Here]



I acknowledge that this submission is not a formal notice of a proposed integration to the LHIN as contemplated by s. 27 of the Local Health System Integration Act, 2006 (“LHSIA”). Health service providers who have informally alerted the LHIN to an integration activity through this H-SIP will be contacted by the LHIN.

	Name of CEO/ED:

	[Enter Here]    


	Title:


	[Enter Here]

	Organization name: 


	[Enter Here]

	Date of submission:


	[Enter Here]    [use day/month/year format]


Please email completed form to:

torontocentral@lhins.on.ca
            Toronto Central LHIN

(416) 921-7453 / 1-866-383-5446
http://www.torontocentrallhin.on.ca/







# ____ for LHIN use only
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