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Role of the Community
Resource Specialist (CRS)
The CRS is at the heart of Neighborhood
Connections. Sample job descriptions, intern
agreements, and outreach guides will be
provided in the toolkit.

The Role of the Community Resource Specialist (CRS)
The Community Resource Specialist (CRS) meets with program participants and links them to the resources
they need. They do not perform case management duties; however, they do follow up with individuals to
ensure success of referral.
The CRS may or may not be the first point of contact for program participants. Most of the time the CRS will:
1) meet with participants 2) establish a customized care plan for each participant 3) follow up after two
weeks with a phone call or additional face-to-face meetings if necessary and 4) keep and collect data of
the number of participants met and served, referrals provided, and the outside agencies contacted.
The CRS is also your key outreach staff member since he/she will be creating connections with
agencies, non-profits, and private organizations.

Meet
The CRS is encouraged to approach patrons who appear to need assistance and introduce the library's information and referral program with a flyer or a friendly chat. The CRS will meet with program participants and
often times with outside organizations and potential partners. Library staff are gatekeepers of the program
and set up appointments with program participants who are seeking information and referrals.

Plan
The CRS will plan for appointments. Appointments are set up on a shared drive by library staff and the CRS.
The CRS will also help plan appearances at outreach events to establish relationships within the community
(county and city-sponsored events, family festivals, and local gatherings).

Facilitate
One of the most common reasons participants have for seeking out the CRS at our library is to have someone
help them with navigating different resources. This could include filing for unemployment benefits, helping
them access public benefits, or learning how to apply for a job online. Program participants are asked to review and fill out a liability waiver (sample included). The CRS provides support and the appropriate level of
guidance through challenging tasks through pre and post evaluations that measure an improvement in the
program participant’s quality of life.

Follow-up and Reinforce
Outcomes are measured through post evaluations, which take place two weeks after the initial appointment
with CRS. Depending on the program participant’s level of need, more than one appointment may be necessary. The post evaluation ensures that the program participant is receiving services from a service agency,
landed a job, and that the resource contact information is current. The follow-up contact also assists in assessing the level of satisfaction of services provided.

Statistics
Using a database (eg. Access), the CRS keeps program participant demographic information and personal information which assists with follow up. The data gathered provides outcome measures for stakeholders, reports, and
future funding opportunities.

Step-by-step guide to seeing serving Neighborhood Connections Program Participants:
1. Program participant calls or walks-in to make an appointment. Appointments are
scheduled on an excel sheet. The sheet includes the client name, phone number, and
reason for services.
2. Before meeting, make sure you have materials ready (i.e. computer, Waiver of Liability
and Assumption of Risk, pen, paper to take notes, any relevant forms for resources)
SEEING CLIENTS (Appointments are typically 45 min):
3. Have program participant read and sign Waiver of Liability and Assumption of Risk
4. With the program participant, fill out the Intake and Pre-Questionnaire on the
Neighborhood Connections Database (shown in image below).
5. Notify the program participant that he or she will have an over the phone follow up
interview to know how successfully he or she was able to access services or information.
6. Assist program participant in locating and applying for resources that fit his or her need
(see resource guide for a list of possible referrals)
7. Create a care plan consisting of:
a. The issue the program participant wants to resolve
b. Resources the program participant will contact within the two week period
8. Enter Care Plan into database
9. Two weeks after the appointment, follow up with program participant and have him or
her fill out the post-evaluation. If further services are needed schedule an additional
appointment.

