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2011 Housing Inventory Survey

Please complete the next two pages for each homeless program that your agency runs (i.e. a separate form for each program).  Be sure to include all current and under development homeless housing programs as well as other homeless-focused programs (i.e. supportive service, outreach, prevention, re-housing programs).

Hints:

· If you run an emergency and transitional housing program, please complete a separate form for both of these programs.
· If you run a cold weather/code purple shelter, include that as a separate program.
· If you have a year-round program that has overflow beds, please specify under Bed and Unit Inventory the number of beds for each.
· If you have dedicated beds please include that information in the eligibility criteria for this program and note in the bed inventory how many beds are dedicated.
2011 Housing Inventory Survey
Please complete the following information for your organization.  If you have any questions, please contact Susan Starrett at (302) 654-0126.
	ORGANIZATION NAME:
	

	MAILING ADDRESS:
	

	COUNTY/STATEWIDE:
	

	AGENCY DIRECTOR NAME AND PHONE NUMBER:
	

	CONTACT PERSON & TITLE:
	

	CONTACT PHONE NUMBER 1:
	

	CONTACT PHONE NUMBER 2:
	

	CONCTACT FAX NUMBER: 


	

	CONTACT EMAIL:
	

	AGENCY WEBSITE:
	


Below is a list of program types that your agency may also provide (other than homeless-focused programs).  Please put a check in the box besides all other types of programs that your agency provides.  If a program type is not listed please include that in the “Other” category.

(1 Medical Care



(9 Help paying for Household Bills

(2 Help Paying for Prescriptions

(10 Help finding a Job

(3 Substance Abuse Treatment

(11 Help getting Benefits

(4 Dental Care



(12 Food

(5 Eye Care




(13 Transportation

(6 Mental Health Services


(14 Legal Assistance

(7 Case Management


(15 Clothing

(8 Spiritual Counseling


(16 Child Care

( Other __________________________
( Other __________________________
( Other __________________________
( Other __________________________

	PROGRAM NAME:
	

	PHYSICAL ADDRESS:
	

	COUNTY/STATEWIDE:
	

	PROGRAM DIRECTOR NAME, PHONE NUMBER, & EMAIL:
	

	HMIS PARTICIPATING PROGRAM:
	( YES

( NO

	PROGRAM SITE CONFIGURATION TYPE:
	( SINGLE SITE, SINGLE BUILDING

( SINGLE SITE, MULTIPLE BUILDINGS

( MULTIPLE SITES

	SITE TYPE:
	( NON-RESIDENTIAL; SERVICES ONLY

( RESIDENTIAL; SPECIAL AND NON-SPECIAL NEEDS

( RESIDENTIAL; SPECIAL NEEDS ONLY

	HOUSING TYPE:
	( MASS SHELTER/BARRACKS

( DORMITORY/HOTEL/MOTEL

( SHARED HOUSING

( SINGLE ROOM OCCUPANCY (SRO) UNITS

( SINGLE APARTMENT (NON-SRO) UNITS

( SINGLE HOMES/TOWNHOUSES/DUPLEXES

( NOT APPLICABLE; NON-RESIDENTIAL PROGRAM

	PROGRAM TYPE:
	( EMERGENCY SHELTER

( TRANSITIONAL HOUSING

( PERMANENT SUPPORTIVE HOUSING (PSH)
( HOMELESS OUTREACH

( HOMELESS PREVENTION & RAPID RE-HOUSING

( SERVICES ONLY PROGRAM

( OTHER

( SAFE HAVEN

( PERMANENT HOUSING (I.E. MOD REHAB SRO, SUBSIDIZED HOUSING WITHOUT SERVICES)


BED AND UNIT INVENTORY INFORMATION (FOR RESIDENTIAL PROGRAMS ONLY)
	HOUSEHOLD TYPE:
	( HOUSEHOLDS WITHOUT CHILDREN

( HOUSEHOLDS WITH CHILDREN

	BED TYPE:
	( FACILITY-BASED

( VOUCHER

( OTHER _______________________________________

	AVAILABILITY:
	( YEAR-ROUND

( SEASONAL (Emergency Shelters Only)
( OVERFLOW (Emergency Shelters Only)

	# OF BEDS FOR INDIVIDUALS:
	

	# OF BEDS FOR CH (PSH Only):
	

	# OF BEDS FOR FAMILIES:
	

	# OF FAMILY UNITS:
	

	INVENTORY START DATE:
	


TARGET POPULATION INFORMATION (FOR RESIDENTIAL PROGRAMS ONLY)

	TARGET POPULATION A:

SELECT ONLY ONE RESPONSE
	( SINGLE MALES (18 YEARS AND OLDER)

( SINGLE FEMALES (18 YEARS AND OLDER)

( SINGLE MALES AND FEMALES (18 YEARS AND OLDER)

( COUPLES ONLY, NO CHILDREN

( SINGLE MALES AND HOUSEHOLDS WITH CHILDREN

( SINGLE FEMALES AND HOUSEHOLDS WITH CHILDREN

( HOUSEHOLDS WITH CHILDREN

( UNACCOMPANIED YOUNG MALES (UNDER 18)

( UNACCOMPANIED YOUNG FEMALES (UNDER 18)

( UNACCOMPANIED YOUNG MALES AND FEMALES (UNDER 18)

( SIGNLE MALE AND FEMALE AND HOUSEHOLDS WITH CHILDREN

	TARGET POPULATION B:
SELECT ONLY ONE RESPONSE
	( DOMESTIC VIOLENCE
( VETERANS

( PERSONS LIVING WITH HIV/AIDS

( NOT APPLICABLE

	TARGET POPULATION C:

SELECT ALL THAT APPLY
	( SUBSTANCE ABUSE

( MENTAL ILLNESS

( DUALLY DIAGNOSED (SUBSTANCE ABUSE AND MENTAL ILLNESS)

( DEVELOPMENTAL DISABILITY

( RE-ENTERING OFFENDERS

( OTHER _______________________________________________

( OTHER _______________________________________________

( NOT APPLICABLE


HOW MANY BEDS WERE USED ON TUESDAY, JANUARY 26, 2010?  ______________________________
HOW MANY BEDS WERE VACANT ON TUESDAY, JANUARY 26, 2010? ____________________________

PLEASE DESCRIBE ANY ELIGIBLITY CRITERIA FOR THIS PROGRAM

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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