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GENERAL INSTRUCTIONS: 

1. Carefully read the 2011 FESG Notice of Funding Availability (NOFA).
2. For each Project, copy all pages of SECTIONS II, III, and IV and complete separately for each Project.
3. Use only the space provided.

4. Applicants must keep original pagination and must use the space provided in nothing smaller than 10-point type or font.

5. Round all amounts to the nearest dollar.

6. All sections I-IV, including Attachments A through N must be tabbed.  Number any Attachments as an extension of the page number where the Attachment is requested.  For example, if an attachment page is requested on Page 7, attachment page would be numbered 7-1.  Do not add attachments pages except those which are requested or as necessary to complete an answer.  If your Application covers more than one Project, Sections II-IV are required for each.
7. Please submit one original application in an adequate sized white 3-Ring Binder with pockets and one copy on a Compact Disk (CD) - labeled "Copy".  The copy of the application must include copies of the originally signed application pages (scan the original application and save as a PDF file on the CD).  All applications must be typed or legibly printed.

8. All applications will be reviewed for completeness.  Please use the SUPPLEMENTAL ATTACHMENT CHECKLIST, on Page 2, as a cross reference to ensure that all ATTACHMENT requirements have been met and submitted with your application.  Incomplete applications may be rejected or receive lower scores or be deemed ineligible altogether if items requested in the application are missing, incomplete or incorrect.

For the purposes of this Application:

HCD and FESG funds projects that serve the homeless, "Project" means a distinctive implementation plan or system of services and/or operation which will be used to assist the homeless with shelter and/or services.

"Facility" refers to the physical location in which the Project is being carried out.  For purposes of this definition, a physical location includes the offices at which Homeless Prevention activities are being carried out.  See 2011 FESG NOFA, SECTION X. ELIGIBLE ACTIVITIES, D. HOMELESS PREVENTION for the definition of Homeless Prevention activities.
For each rating criterion listed in the application, applicants shall provide the information to be considered in each section.  Applicants may include material in these sections relevant to the identified rating criterion, (subject to any specified requirements).  For the purposes of selection, HCD will consider only the material submitted and contained in these sections of the application, but reserves the right to verify any information presented.

SUPPLEMENTAL ATTACHMENT CHECKLIST

	please  check if:
	page no.
	applicable attachments required for pages 10-31

	attached
	n/a
	
	

	additional documentation attachments

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	10-1
	Client participation rules

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	13-1
	Evidence to request waiver of 10% set aside of Transitional Housing rents

(Transitional Housing Only)

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	15-1
	Documentation of Voucher Agreement

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	17-1
	Duty statements (Job Description)

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	26-1
	Evaluation process, tools and outcomes

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	28-1
	Documentation of service arrangement for off-site services

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	29-1
	Documentation of outcome rates for Questions 10-14

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	30-1
	Documentation of planning process

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	30-2
	Evidence of bed capacity(schematics)/households served (as applicable)

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	31-1
	Letters from collaborating organizations

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	31-2
	Documentation explaining how Project targets the Chronically Homeless 


	please  check if: 
	required attachments checklist

(As Applicable)

	attached
	n/a
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	attachment a
	Authorizing Resolution

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	attachment b
	Statement of Certifications (To be signed by Applicants not subcontractors)

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	attachment c
	Certification of Local Approval

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	attachment d
	Certification of Local Need

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	attachment e
	Statement of Confidentiality – Victims of Domestic Violence

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	attachment f
	Certification of Religious Compliance

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	attachment g
	Nonprofit Organization’s Articles of Incorporation and IRS Tax Exempt status

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	attachment h
	Copy of Annual Financial Report

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	attachment i
	Evidence of Site Control

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	attachment j
	Service Provider Agreement (Use only if Service Provider is not the Applicant Organization)

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	attachment k
	Confidential Site Location Designation Agreement

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	attachment l
	Confidentiality Procedure of Applicant

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	attachment m
	Matching Funds

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	attachment n
	Payee Data Record – Standard Form 204


	SECTION I - CERTIFICATION AND APPLICATION SUMMARY FORM


CERTIFICATION 
OF 
APPLICATION INFORMATION

I,      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     , am Authorized to apply on behalf


(Name)

     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
          , and attest that all information contained in


(Applicant Name)

this Application is accurate and complete to the best of my knowledge.  All information contained in this Application is acknowledged to be public information.  I authorize the Department of Housing and Community Development to contact any or all of the parties listed in this proposal.

	certification of application 

	          

 FORMTEXT 
     

 FORMTEXT 
          

 FORMTEXT 
     
     

 FORMTEXT 
     

 FORMTEXT 
     
     




	
Printed Name 
Title

	          

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
     

 FORMTEXT 
     

 FORMTEXT 
     
     





	         Authorized Signature for Applicant   (Authorized by Resolution)                                                              Date


This form is an eligibility requirement.
sTATE OF cALIFORNIA
department of Housing and Community Development

Application Summary Form
Federal Emergency Shelter Grants Program
	LIST NAME(S) OF EACH PROJECT SITE(S): 

	1.
NAME OF PROJECT site: 


	3.
NAME OF PROJECT site:


	2.
NAME OF PROJECT site: 


	4.
NAME OF PROJECT site:


	1.A.
APPLICANT INFORMATION

	NAME OF APPLICANT: 

	ENTITY TYPE:  (County Entity, Nonprofit, Public, Benefit Corp., Municipal Corp., Etc.) 


	ADDRESS: 


	CITY, STATE AND ZIP:



	PROJECT CITY:
PROJECT county: 


	PROFIT STATUS:

 FORMCHECKBOX 
 NonProfit
 FORMCHECKBOX 
 Government

	1.B.
AUTHORIZED REPRESENTATIVE INFORMATION

	FIRST, MIDDLE AND LAST NAMES: 
TITLE:

	 FORMCHECKBOX 
 Mr.
 FORMCHECKBOX 
 Mrs.
 FORMCHECKBOX 
 Ms.
 FORMCHECKBOX 
 Other 

	ADDRESS: 

	CITY, STATE AND ZIP:


	AREA CODE AND PHONE NO.:
FAX NO.:

	E-MAIL ADDRESS:


	1.C.
APPLICANT CONTACT INFORMATION -  FORMCHECKBOX 
  Check box if same as Authorized Representative and go to SECTION 1.D.

	FIRST, MIDDLE AND LAST NAMES: 

	TITLE:



	ADDRESS: 

	CITY, STATE AND ZIP:


	AREA CODE AND PHONE NO.:
FAX NO.:

	E-MAIL ADDRESS:


	1.D.
FISCAL REPRESENTATIVE INFORMATION (i.e., Accountant/Bookkeeper Preparing Program Activity Reports)

	FIRST, MIDDLE AND LAST NAMES: 
TITLE:


	 FORMCHECKBOX 
 Mr.
 FORMCHECKBOX 
 Mrs.
 FORMCHECKBOX 
 Ms.
 FORMCHECKBOX 
 Other 

	ADDRESS: 


	CITY, STATE AND ZIP:



	AREA CODE AND PHONE NO.:
FAX NO.:


         FORMTEXT 

        


	E-MAIL ADDRESS:


	2.  REQUESTED FUNDING BY ACTIVITY

	MAJOR BUDGET ACTIVITY
	AMOUNT

	Operations
	$

	Essential Services
	$

	Homeless Prevention
	$

	Total Activities
	$

	Supervisory Shelter Administration
(Limited to 10% of Total Amount Requested)
	$

	Grant Administration
(Limited to 1% of Total Amount Requested)
	$

	TOTAL AMOUNT REQUESTED
	$

	3.  TARGET POPULATION
	Check one box, per project site, showing the primary target population.  For multiple sites, identify the Site number next to the appropriate box.

	1.
Physically Disabled
 FORMCHECKBOX 

	5.
Single Men
 FORMCHECKBOX 

	  9.
Mentally ill
 FORMCHECKBOX 

	13.
Dually-Diagnosed
 FORMCHECKBOX 


	2.
Persons Living with HIV/AIDS
 FORMCHECKBOX 

	6.
Single Women
 FORMCHECKBOX 

	10.
Veterans
 FORMCHECKBOX 

	14.
General Homeless
 FORMCHECKBOX 


	3.
Youths    (18 - 24 Years or 

< 18 & Emancipated)
 FORMCHECKBOX 

	7.
Families
 FORMCHECKBOX 

	11.
Victims of Domestic Violence
 FORMCHECKBOX 

	15.
Chronically Homeless


(Must Meet Federal Definition)
 FORMCHECKBOX 


	4.
Single Adults
 FORMCHECKBOX 

	8.
Seniors
 FORMCHECKBOX 

	12.
Substance Abusers
 FORMCHECKBOX 

	16.
Other:
 FORMCHECKBOX 



	4.
PROJECT INFORMATION - NON-CONFIDENTIAL SITES (Page 1 of 2)

	project name & type
	site address
	Amount Requested for Site by Activity Type
	target population 
(from  page  4)
	estimated number of persons served daily
	maximum
bed capacity

	
	
	operations
	essential services
	homeless prevention
	ssa
(max 10%)
	grant admin
(max 1%)
	total requested amount
per site
	
	
	

	SITE 1

Project Name & Shelter Type
	     
Site Address

     
City

     
State and Zip

     
County of Site Address
	$     
	$     
	$     
	$     
	$     
	$     
	     
	     
	     

	     

Project Name:

     

Shelter Type:
	
	
	
	
	
	
	
	
	
	

	SITE 2

Project Name & Shelter Type
	     
Site Address

     
City

     
State and Zip

     
County of Site Address
	$     
	$     
	$     
	$     
	$     
	$     
	     
	     
	     

	     


Project Name:

     


Shelter Type:
	
	
	
	
	
	
	
	
	
	

	SITE 3

Project Name & Shelter Type
	     
Site Address

     
City

     
State and Zip

     
County of Site Address
	$     
	$     
	$     
	$     
	$     
	$     
	     
	     
	     

	     


Project Name:

     


Shelter Type:
	
	
	
	
	
	
	
	
	
	

	Totals 
	$     
	$     
	$     
	$     
	$     
	$     
	     
	     
	     


	4.
PROJECT INFORMATION - CONFIDENTIAL SITES (Page 2 of 2)

	project name & type
	site address
	Amount Requested for Site by Activity Type
	target population 
(from  page  4)
	estimated number of persons served daily
	maximum
bed capacity

	
	
	operations
	essential services
	homeless prevention
	ssa
(max 10%)
	grant admin
(max 1%)
	total requested amount
per site
	
	
	

	SITE 1

Project Name & Shelter Type
	DV Site

 FORMCHECKBOX 
 (Waiver Attachment K )

     
City

     
State and Zip

     
County of Site Address
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     


Project Name:

     


Shelter Type:
	
	
	
	
	
	
	
	
	
	

	SITE 2

Project Name & Shelter Type
	DV Site

 FORMCHECKBOX 
 (Waiver Attachment K )

     
City

     
State and Zip

     
County of Site Address
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     


Project Name:

     


Shelter Type:
	
	
	
	
	
	
	
	
	
	

	SITE 3

Project Name & Shelter Type
	DV Site

 FORMCHECKBOX 
 (Waiver Attachment K )

     
City

     
State and Zip

     
County of Site Address
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     


Project Name:

     


Shelter Type:
	
	
	
	
	
	
	
	
	
	

	Totals 
	     
	     
	     
	     
	     
	     
	     
	     
	     


	5.  State Legislative Representative Information (This Corresponds to the Project Site Funded)

	SITE 1
	DISTRICT #
	FIRST NAME
	LAST NAME

	Assembly

	
	
	

	Senate

	
	
	

	Congress

	
	
	

	SITE 2
	DISTRICT #

	FIRST NAME

	LAST NAME


	Assembly

	
	
	

	Senate

	
	
	

	Congress

	
	
	

	SITE 3
	DISTRICT #

	FIRST NAME

	LAST NAME


	Assembly

	
	
	

	Senate

	
	
	

	Congress

	
	
	

	SITE 4
	DISTRICT #

	FIRST NAME

	LAST NAME


	Assembly

	
	
	

	Senate

	
	
	

	Congress

	
	
	

	SITE 5
	DISTRICT #

	FIRST NAME

	LAST NAME


	Assembly

	
	
	

	Senate

	
	
	

	Congress

	
	
	

	6.
Project Assistance Requested (Only one-year grants offered)

	Indicate project type

	Indicate your Regional Allocation

(Refer to 2011 FESG NOFA, ATTACHMENT A)

	 FORMCHECKBOX 

	Emergency Shelter (year round)

	 FORMCHECKBOX 

	Northern California Allocation Region


	 FORMCHECKBOX 

	Emergency Shelter (seasonal)

	 FORMCHECKBOX 

	Southern California Allocation Region


	 FORMCHECKBOX 

	Transitional Housing

	 FORMCHECKBOX 

	Rural Allocation Region


	 FORMCHECKBOX 

	Homeless Prevention

	 FORMCHECKBOX 

	New Project Allocation Region


	 FORMCHECKBOX 

	Day Center

	
	 FORMCHECKBOX 

	Vouchers

	
	Are you applying for a "New Project"   FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

NOTE: To be eligible as a "New Project," FESG funds must be used for an FESG-eligible activity that has been operating for less than two (2) years from the date of the 2011 FESG NOFA; and the organization applying for the funds must not have received either State FESG nor EHAP funds in the previous two (2) funding rounds (2009-10 nor 2010-11).


	


	7. Project DESCRIPTION 

	a) Provide a brief (100 words or less) description of your organization and the current services your Project offers to the homeless.

     




	
b)
Then, provide a description for each Project Site for which you are requesting funding.  Include the type of Project (i.e., Emergency Shelter, Homeless Prevention, etc.); the number and type of clients to be served including any target groups; information about each site; types of units, services, and staffing; and whether it is an existing or proposed Project.


     





Note:

Does your application cover more than one Shelter Facility or Project? 
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

If yes, then copy all Pages 10 - 31 and complete separately for each Project.

Identify each Site clearly.  Include a colored divider, with

tabs, to separate the materials for each Site.

For all descriptive questions: If additional space is needed, indicate "See Next Page" on the line below the question and attach and number any attachments as an extension of the page number where the attachment page is requested or with the answer continuation behind that question.  For example, if an attachment page is to be added behind Page 7, attachment page would be numbered 7-1, second attachment page would be numbered 7-2 etc.

	     
Applicant/Organization:
	     
Project Name

	 FORMCHECKBOX 
Site 1
 FORMCHECKBOX 
Site 2
 FORMCHECKBOX 
Site 3

(For SECTION II, Check the described Site from Pages 5-6)
	     
Facility Address


Please answer each of these questions in the space provided, except where additional information is requested.  Use a 10-point type and single line spacing. 

	SECTION II - FUNDING ELIGIBILITY

	A.
ALL PROJECTS / FACILITIES ELIGIBILITY DETERMINATION:


1.
When did your organization begin providing housing and services?
      /      

Month       Year    

2.
Have the housing and services been provided continuously for the last 12 months? 
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

If housing is provided in the winter or summer only, give dates of most recent period when housing 


was provided:
      /         to        /      

Month       Year              Month       Year   
a.
Does your organization involve homeless persons in the daily operation of the Project, i.e. maintenance, food preparation, housekeeping, etc?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


If yes, explain how:

     

b.
Does your organization involve homeless or formerly homeless persons on the board of directors or an equivalent policymaking entity?


 FORMCHECKBOX 

Yes If yes, explain how:   FORMCHECKBOX 
 No If no, what efforts have been made to meet this requirement:

     

c.
Does your organization have Client Participation Rules?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


If "no," Facility/Project is not eligible.


Attach as Page 10-1 a copy of your posted or handout  Client Participation Rules including:

i.
A statement of the maximum consecutive number of days during which a client is eligible to participate in the client housing.


ii.
A description of the Project’s disability-related policies, including the process for a client to request a reasonable accommodation to a Project policy, practice, or requirement because of the client’s disability or perceived disability, and the process for a client to file a disability related grievance. 


iii.
The policy for termination from the client housing, and the process for client appeal of that termination.


iv.

For transitional housing Applicants, include requirements for participation in at least oneself-development service.

d. Are the rules of client participation and maximum stay conspicuously posted at the Facility/Project?



 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

OR

For Homeless Prevention Project Only, do recipients receive a copy of the rules of participation?

If "no," Facility/Project is not eligible.
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
BEFORE ANSWERING QUESTIONS e. THROUGH h. BELOW, 

READ 2011 FESG NOFA, ATTACHMENT C. SERVING SELECTED POPULATIONS WITH FESG FUNDS

e.
Does the Facility/Project for which FESG funds are being requested target a selected population of homeless persons?    FORMCHECKBOX 
Yes     FORMCHECKBOX 
No    If yes, what population:                              
f.
Is there a State or Federal law or regulation that requires the Facility/Project for which FESG funds are being requested to exclusively serve a select homeless population? 
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

If yes, in the space below list the applicable State or Federal law or regulation and the agency that requires it.
State/Federal Law Or Regulation Citation
(Include Name of Code)
Funding Agency
     
     
     
     

     

g.
Does the Facility/Project for which FESG funds are being requested exclusively serve any of the following:

1.
Persons between 18-24 years of age who meet one of the following conditions:

A. Are homeless or "at risk of becoming homeless."  
"At risk of becoming homeless" means facing eviction or termination of one’s current housing situation.

B. Are no longer eligible for foster care based on age.
C.
Have run away from home.

OR

2.
Persons less than 18 years of age who are emancipated pursuant to Part 6 (commencing with Section 7000) of Division 1 of the Family Code, and who are homeless or "at risk of becoming homeless," as defined above.
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

If yes, please describe the population your Facility/Project serves.

     
h.
If you had an available bed or services at your Facility/Project and a person who is not a member of that Facility’s target population requested use of the bed or services, would you deny the available bed or services to that person?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

1.
If yes, does the nature of the physical facility reasonably necessitate a restriction of the facilities exclusively to your target population?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
OR

2.
If yes, does the nature of the services provided at the Facility/Project reasonably necessitate a restriction of the Facility exclusively to your target population?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

Please explain a "Yes" answer to numbers h.1. or h. 2.; above:
     
If you exclusively serve a particular homeless subpopulation other than homeless youth according to the requirements set forth in Question h. above and you answered "No" to Questions f., h.1., or h.2. above, you may not be eligible for FESG funds.

I. Does your organization currently have an FESG grant that expires in September 2012?     FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Is the grant for any Project or Site listed on Pages 5-6?                                                        FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If "yes," Facility/Project is not eligible.

J.
Is your Project/Site scheduled for rehabilitation, renovation, or conversion?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If yes, will this necessitate any client relocation during this grant term?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	B.
EMERGENCY SHELTER PROJECT:
a.
Do you require any fee, voucher, or contribution from the client?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If "yes," Facility/Project is not eligible.
b.
Do you deny clients assistance due to an inability to pay? 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If "yes," Facility/Project is not eligible.
c.
Does the Emergency Shelter/Facility reserve space for clients? 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If "yes," Facility/Project is not eligible.
d.
Identify the maximum number of days (including extensions) a client will be sheltered by the Facility/Project for which FESG funding is requested:        Days

If the length of stay is more than 180 days, the Project is not eligible.
e.
Do you have site control (the legal right to occupy and use the site for the term of the Contract)?


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If "no," Facility/Project is not eligible.
Attach as ATTACHMENT I documentation of site control as evidenced by one of the documents below.  Check one box below.  If a Domestic Violence Shelter Site address waiver is requested, site control is addressed on ATTACHMENT K.

 FORMCHECKBOX 
 A deed demonstrating ownership in fee title

 FORMCHECKBOX 
 A lease demonstrating a leasehold interest in the Site and its improvements. The lease must be for at least the term of the FESG grant, must contain the lessor’s knowledge of the purpose of the use of the Facility, a beginning and end date, the monthly rate, the address of the site(s), and signatures of both the lessor and lessee.

 FORMCHECKBOX 
 A purchase agreement

 FORMCHECKBOX 

For Rotating Shelter Projects, site control may include other evidence provided by the applicant granting permission to use the site for the term of the contract. Evidence of site control shall be submitted by the applicant to HCD 7 days prior to submission of the application. The written approval from HCD must be included in this application and inserted behind this page.

f.
Does Shelter/Facility for which FESG funding will be used contain any of the conditions of a 
substandard building listed in Health and Safety Code Section 17920.3?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

g.
If yes, will any of these conditions remain after funding? 



If yes, Shelter is not eligible.  

 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	C.
TRANSITIONAL HOUSING PROJECT:

a.
Are clients offered at least three self-sufficiency development services in conjunction with occupancy of the housing?  (Services listed on  Page 28, Question 9)

 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

If "no," Facility/Project is not eligible.
b.
Are clients required to participate in at least one self-sufficiency development service as a condition of receiving housing?

 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

If "no," Facility/Project is not eligible.
c.
Is every client provided housing referrals or placement to permanent housing?

 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

If "no," Facility/Project is not eligible.
d.
Do you charge rent?

 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

e.
If rent is charged, is rent equal to or less than 30% of each individual household’s income?


If "no," Facility/Project is not eligible.

 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

f.
If rent is charged, is a minimum of 10% of all rent collected from each client reserved to assist that client to move into permanent housing?

 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

If "no," an Applicant or State recipient can request from HCD a waiver of the 10% requirement set forth above where the Applicant or State recipient has demonstrated to HCD’s satisfaction that its Project is funded to provide assistance to all clients when they move to permanent housing, and that this assistance is funded from sources other than State FESG funds.  This assistance can include such things as:  assistance with security deposit, first/last month’s rent, or household items.  Such individual assistance provided to a client must equal at least 10% of all the rent collected from that client.  If you wish to request a waiver of the 10% set aside of the Transitional Housing rents, attach as Page 13-1 the evidence requested above.

g.
Is rent which is set aside accounted for separately for each client?

 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


If "no," Facility/Project is not eligible.
h.
Identify the maximum number of days (including extensions) a client will be sheltered by the Facility/Project for which FESG funding is requested:
      Days

If the length of stay is more than 730 days, the Project is not eligible.
I. Do you have site control (the legal right to occupy and use the Site for the term of the contract)? 


If "no," Facility/Project is not eligible.

 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

Attach as ATTACHMENT I documentation of site control as evidenced by one of the documents below. Check one box below. If a Domestic Violence Shelter Site address waiver is requested, site control is addressed on ATTACHMENT K.
 FORMCHECKBOX 
 A deed demonstrating ownership in fee title

 FORMCHECKBOX 
 A lease demonstrating a leasehold interest in the Site and its improvements. The lease must be for at least the term of the FESG grant must contain the lessor’s knowledge of the purpose of the use of the Facility, a beginning and end date, the monthly rate, the address of the site(s), and signatures of both the lessor and lessee. 

 FORMCHECKBOX 

A purchase agreement

 FORMCHECKBOX 

An enforceable option contract to purchase or lease which extends at least through the anticipated closing date of an FESG Capital Development loan.

j.
Does Shelter/Facility for which FESG funding will be used contain any of the conditions of a 

substandard building listed in Health and Safety Code Section 17920.3?

 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

k.
If yes, will any of these conditions remain after funding?
If yes, Shelter is not eligible.
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No




D.
HOMELESS PREVENTION PROJECT OR ACTIVITY:

a. Homeless Prevention funds will serve persons living in: (Refer to 2011 FESG NOFA,  

ATTACHMENT A.)

	City
	County
	FESG ELIGIBLE

	
	
	Yes  FORMCHECKBOX 

No  FORMCHECKBOX 


	
	
	Yes  FORMCHECKBOX 

No  FORMCHECKBOX 


	
	
	Yes  FORMCHECKBOX 

No  FORMCHECKBOX 


	
	
	Yes  FORMCHECKBOX 

No  FORMCHECKBOX 


	
	
	Yes  FORMCHECKBOX 

No  FORMCHECKBOX 


	
	
	Yes  FORMCHECKBOX 

No  FORMCHECKBOX 



b. Type of assistance (Check all that apply):
1.
 FORMCHECKBOX 

Payments in Arrears (See 2011 FESG NOFA, SECTION X. ELIGIBLE ACTIVITIES, D. HOMELESS PREVENTION, Item 1 for information on what constitutes "Payments in Arrears.")
Attach as Page 14-A, a description of your Project in reference to how it complies with the 2011 FESG NOFA, SECTION X. ELIGIBLE ACTIVITIES, D. HOMELESS PREVENTION.
2.
 FORMCHECKBOX 

Initial Rent (See 2011 FESG NOFA, SECTION X. ELIGIBLE ACTIVITIES, D. HOMELESS PREVENTION, Item 2 for information on what constitutes "Initial Rent.")

Attach as Page 14-B, a description of your Project in reference to how it complies with the 2011 FESG NOFA, SECTION X. ELIGIBLE ACTIVITIES, D. HOMELESS PREVENTION.
3.
 FORMCHECKBOX 

Utility Assistance (See 2011 FESG NOFA, SECTION X. ELIGIBLE ACTIVITIES, D. HOMELESS PREVENTION, Item 3 for information on what constitutes "Utility Assistance.")

Attach as Page 14-C, a description of your Project in reference to how it complies with the 2011 FESG NOFA, SECTION X. ELIGIBLE ACTIVITIES, D. HOMELESS PREVENTION.

c.
Will the FESG funds requested for Homeless Prevention replace funding from any other sources for Homeless Prevention, where the funding was provided within the last 12 months? 
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

If "Yes to c." Project is not eligible for Homeless Prevention funds during this funding round.
E.
VOUCHER PROJECT OR ACTIVITY:

Attach as Page 15-1 documentation of Voucher Agreement with participating establishment that indicates participation through the requested grant term.

a.
Are Vouchers provided, for use in a State FESG Project eligible City/County?  
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

(See 2011 FESG NOFA, ATTACHMENT A, 2011 STATE FESG PROGRAM ELIGIBLE "COUNTIES AND CITIES")

If yes, what City/County:

     
b. In what City/County will the Vouchers be used?
     
c.
Is the living space paid for with Vouchers rented at a rate that is reasonable based on local market conditions? Rent charged to Voucher holders shall not exceed market rent for comparably sized units or spaces.
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

If "no," Facility/Project is not eligible.

Is occupancy limited to six months or less by a homeless person or household?

If "no," Facility/Project is not eligible.

 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	F.
ESSENTIAL SERVICES ACTIVITY:
a.
Is this a New Service, one that has not been offered before?
     FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

b.
Is this an increase in the level of service above that provided during the previous 12 months?




 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
If yes, what is the percentage of increase?
 

%   
c.
Will the FESG funds requested for Essential Services replace local government funding for Essential Services, where the funding was provided within the last 12 months?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
If "yes to c.," Facility/Project is not eligible for Essential Services funds during this funding round. 
 

	

	


	SECTION III – FORMS


To be completed by all Applicants.

Note:  For Applications covering more than one Shelter Project, copy these pages as necessary and complete a separate sheet for each Project site.

 FORMCHECKBOX 
 Site 1
 FORMCHECKBOX 
 Site 2
 FORMCHECKBOX 
 Site 3
(For SECTION III, Check the described Site(s) from Pages 5-6)

Page


Number

A.
Project Staffing
17
B.
Current Fiscal Year Project Budget
18


C.
Proposed Project Budget
19
D.
Detailed Breakdown of Individual Staff Costs
20
E.
Summary of Non-Staff Project Costs
 21-22
	     
Applicant/Organization:
	     
Project Name

	 FORMCHECKBOX 
Site 1
 FORMCHECKBOX 
Site 2
 FORMCHECKBOX 
Site 3
	     
Facility Address


A.  PROJECT STAFFING

Definition of “Key Staff” consists of the organization’s staff and volunteers that provide “Direct Client Services” for the Project for which FESG funds are being requested.   Do not include staff that may have contact with clients but do not provide “Direct Client Services,” such as: Cooks, Food Handlers, Security Guards, etc.
List all current and proposed Key Staff positions (FESG funded, non-FESG funded and Volunteers).  See sample entry for “Intake Worker” position below.  A Duty Statement/Job Description is required for each Key Staff position that clearly states the Direct Client Services provided by the Key Staff.  Number attachment pages as Page 17-1, 17-2, etc.  Copy this page as necessary.

	CURRENT PROJECT
	A
	B
	C
	D
	E
	
	PAST RELATED
WORK EXPERIENCE
	F
	G

	position title
	degree, education and/or licenses
	staff name
indicated if

vacant or proposed
	fte %*
	years
in this position
	total years
(Cx D)
	
	position titles
related field only
	total
years
	grand
total years
worked
(E + F)

	Intake Worker
	H.S.
	Haley Mills
	.5
	5
	2.5
	
	Shelter Aide
	3
	5.5

	     
	     
	     
	     
	     
	     
	
	     
	     
	     

	     
	     
	     
	     
	     
	     
	
	     
	     
	     

	     
	     
	     
	     
	     
	     
	
	     
	     
	     

	     
	     
	     
	     
	     
	     
	
	     
	     
	     

	     
	     
	     
	     
	     
	     
	
	     
	     
	     

	     
	     
	     
	     
	     
	     
	
	     
	     
	     

	     
	     
	     
	     
	     
	     
	
	     
	     
	     

	     
	     
	     
	     
	     
	     
	
	     
	     
	     

	     
	     
	     
	     
	     
	     
	
	     
	     
	     

	     
	     
	     
	     
	     
	     
	
	     
	     
	     

	Total Number of Key Staff Equivalent
	     
	
	
	Total Number of Years
	     


*Full Time Equivalent (FTE) =160 hours per month. 
% Example:  80 Hrs. Worked ÷ 160 hrs.=.5 FTE this should include only time spent at this Project site. 

	     
Applicant/Organization:
	     
Project Name

	 FORMCHECKBOX 
Site 1
 FORMCHECKBOX 
Site 2
 FORMCHECKBOX 
Site 3
	     
Facility Address


B.  CURRENT FISCAL YEAR PROJECT BUDGET

Please provide Current Project Budget that reflects actual funds received for the period of October 1, 2010 thru September 30, 2011.
	revenue sources
	fesg major budget activities

	1
	2
	3
	4
	5
	6
	7

	revenue source
	total revenue
	operations 
	essential services
	homeless prevention
	supervisory shelter admin.
	grant admin.

	1.  fesg
	     
	     
	     
	     
	     
	     

	2.  other federal gov.
	     
	     
	     
	     
	     
	

	3.  other state gov.
	     
	     
	     
	     
	     
	

	4.  local gov.
	     
	     
	     
	     
	     
	

	5.  private
	     
	     
	     
	     
	     
	

	6.       
	     
	     
	     
	     
	     
	

	7.       
	     
	     
	     
	     
	     
	

	8.       
	     
	     
	     
	     
	     
	

	9.
total
	     
	     
	     
	     
	     
	


*Note: For Applications covering more than one (1) Shelter Facility or Project, use a separate sheet for each Facility or Project.
	
Applicant/Organization:
	     
Project Name

	 FORMCHECKBOX 
Site 1
 FORMCHECKBOX 
Site 2
 FORMCHECKBOX 
Site 3
	     
Facility Address


C.  PROPOSED PROJECT BUDGET
Please provide budgetary information by source of funds for all the activities for which you are applying for funding that will occur at this Facility whether or not they are funded by FESG.  The budgeted amounts must reflect the full term of the FESG grant you are applying for.  This information will be used in determining both the “Need for Funds” and “Cost Efficiency” rating factors.  The amounts on Line 1 for each FESG Major Budget Activity must match the totals in Forms D and E.  For example, the total for Operations on this form must match the total of all Operations expenses detailed on Form D. “Detailed Breakdown of Individual Staff Costs” and E. “Summary of Non-Staff Project Costs.”
	revenue sources
	fesg major budget activities

	1
	2
	3
	4
	5
	6
	7

	revenue source 
	total revenue
	operations 
	essential services
	homeless prevention
	supervisory shelter admin.
	grant admin.

	1.  fesg
	     
	     
	     
	     
	     
	     

	2.  other federal gov.
	     
	     
	     
	     
	     
	

	3.  other state gov.
	     
	     
	     
	     
	     
	

	4.  local gov.
	     
	     
	     
	     
	     
	

	5.  private
	     
	     
	     
	     
	     
	

	6.       
	     
	     
	     
	     
	     
	

	7.       
	     
	     
	     
	     
	     
	

	8.       
	     
	     
	     
	     
	     
	

	9.
total
	     
	     
	     
	     
	     
	


*Note: For Applications covering more than one (1) Shelter Facility or Project, use a separate sheet for each Facility or Project.
	     
Applicant/Organization:
	     
Project Name

	 FORMCHECKBOX 
Site 1
 FORMCHECKBOX 
Site 2
 FORMCHECKBOX 
Site 3
	     
Facility Address

	FOR STATE USE ONLY

	 FORMCHECKBOX 
 Original

APP # 





 FORMCHECKBOX 
 Revised

Contract #  11-FESG- 



Approved By:


 


Approval Date: 







D.  
DETAILED BREAKDOWN OF INDIVIDUAL STAFF COSTS


Summary of Staff to be Paid with FESG Funds
For each individual to be paid partially or totally with FESG funds, indicate the job title, how many hours worked for the organization per week (at "Time Period") and their salary/benefits for the entire grant period, and for each of the eligible activity categories.  Attach Duty Statements for each Classification for approval of funds detailing duties as they correspond with the percentage of time for each activity.
	STAFF TO BE PAID WITH 
FESG FUNDS/ TIME PERIOD
 Staff title and description of  what the person will do with the portion of their time paid with FESG Funds
	Operations
	Essential Services 
	Homeless Prevention 
	Supervisory Shelter Admin.
	Grant Admin.
	Total

	     
	     
	
	
	
	
	

	     
	     
	
	
	
	
	

	     
	     
	
	
	
	
	

	     
	     
	
	
	
	
	

	     
	     
	
	
	
	
	

	     
	     
	
	
	
	
	

	     
	     
	
	
	
	
	

	Total Staff Salaries
	     
	
	
	
	
	

	Total Non-Staff Costs

(From Pages 21-22)
	     

	     

	     

	
	     

	     


	Total FESG Budget

(Total Staff Salaries +  Non-Staff Project Cost from Pages 20, 21 and 22)
	     
	
	
	
	
	


	     
Applicant/Organization:
	     
Project Name

	 FORMCHECKBOX 
Site 1
 FORMCHECKBOX 
Site 2
 FORMCHECKBOX 
Site 3
	     
Facility Address


E.  SUMMARY OF NON-STAFF PROJECT COSTS

	activity category

non-staff budget line items
	amount to be paid by fesg funds
	description and explanation

	
OPERATIONS (OPS)

	Rent/Lease
	
	

	Equipment/Furniture/

Household Supplies
	
	

	Repair/Maintenance Supplies
	
	

	Insurance

(Property/Liability)
	
	

	Utility Costs
	
	

	Vouchers
	
	

	Food (Shelter Clients Only; include Total Cost per Meal)
	
	

	HMIS Costs
	
	

	
	
	OPS SUBTOTAL

	
ESSENTIAL SERVICES (ES)

	Transportation
	     
	     

	Food or Food Baskets and Community Food Closets
	     
	     

	
	     
	     

	
	     
	ES SUBTOTAL


*Note: For Applications covering more than one Shelter Facility or Project, use a sheet for each Facility or Project.

	     
Applicant/Organization:
	     
Project Name

	 FORMCHECKBOX 
Site 1
 FORMCHECKBOX 
Site 2
 FORMCHECKBOX 
Site 3
	     
Facility Address


E.  SUMMARY OF NON-STAFF PROJECT COSTS - CONTINUED
	activity category

non-staff budget line items
	amount to be paid by fesg funds
	description and explanation

	
HOMELESS PREVENTION (HP)

	Payments In Arrears
	
	

	Initial Rent
	
	

	Utility Assistance
	
	

	
	
	

	
	
	HP SUBTOTAL

	
GRANT ADMINISTRATION (GA)

	Audit Costs
	
	

	accounting and billing for fesg project
	
	

	HMIS Reporting Costs
	
	

	
	
	GA SUBTOTAL

	
	     
	TOTAL NON-STAFF PROJECT COSTS
(Total from Pages 21 + 22)


	     
Applicant/Organization:
	     
Project Name

	 FORMCHECKBOX 
Site 1
 FORMCHECKBOX 
Site 2
 FORMCHECKBOX 
Site 3
	     
Facility Address

	FOR STATE USE ONLY

	 FORMCHECKBOX 
 Original

APP # 





 FORMCHECKBOX 
 Revised

Contract #  11-FESG- 



Approved By:


 


Approval Date: 








D.
DETAILED BREAKDOWN OF INDIVIDUAL STAFF COSTS



Summary of Staff to be Paid with FESG Funds

For each individual to be paid partially or totally with FESG funds, indicate the job title, how many hours worked for the organization per week (at "Time Period") and their salary/benefits for the entire grant period, and for each of the eligible activity categories.  Attach Duty Statements for each Classification for approval of funds detailing duties as they correspond with the percentage of time for each activity.
	STAFF TO BE PAID WITH 

FESG FUNDS/ TIME PERIOD
Staff title and description of  what the person will do with the portion of their time paid with FESG Funds
	Operations
	Essential Services 
	Homeless Prevention 
	Supervisory Shelter Admin.
	Grant Admin.
	Total

	CASE MANAGER, $40,000; 40 hrs/week; Case Management and Client Intake.  75% on Counseling and 25% on Client Intake and explanation of house rules.

OPS
$40,000 x .25 = $10,000

ES
$40,000 x .75 = $30,000
	(25%) $10,000
	(75%)

$30,000
	
	 
	
	$40,000

	OPERATIONS MANAGER, $35,000; 40 hrs/week; 80% Case Management and 20% Supervising Maintenance Staff.

ES
$35,000 x .80 = $28,000
SSA
$35,000 x .20 = $7,000
	
	(80%)

$28,000
	
	 (20%)
$7,000
	
	$35,000

	PROPERTY MANAGER, $11,940; 20 hrs/week; Spends 50% of time assisting clients with intake process and repairs and maintenance; 50% assisting clients in obtaining permanent housing.

OPS
$11,940 x .50 = $5,970
ES
$11,940 x .50 = $5,970
	 (50%) $5,970
	(50%) $5,970
	
	 
	
	$11,940

	CLIENT SERVICES ASSISTANT, $13,740; 20 hrs/week; 60% as an Advocate, Counselor, and regularly works on the individualized Case Management plan through tracking outcomes, etc.; 40% of the day is spent in the actual operation of the Shelter, menus, food preparation and cleaning. 

OPS
$13,740 x .40 = $5,496
ES 
$13,740 x .60 = $8,244
	(40%)
$5,496
	(60%)

$8,244
	
	
	
	$13,740

	Total Staff Salaries
	$21,466
	 $72,214
	
	$7,000
	
	 $100,680

	Non-Staff Costs

(From Pages 21-22)
	$23,400
	$6,600
	
	
	$1,320
	$31,320


	Total FESG Budget

(Total Staff Salaries +  Non-Staff Project Cost from Pages 20, 21 and 22)
	$44,866
	$78,814
	
	$7,000
	$1,320
	$132,000


	     
Applicant/Organization:
	     
Project Name

	 FORMCHECKBOX 
Site 1
 FORMCHECKBOX 
Site 2
 FORMCHECKBOX 
Site 3
	     
Facility Address



E.  SUMMARY OF NON-STAFF PROJECT COSTS

	activity category

non-staff budget line items
	amount to be paid by fesg funds
	description and explanation

	
OPERATIONS (OPS)

	Rent/Lease
	$3,600
	$300 Mo. x 12 Mos. = $3,600 Rent Payment 

	Repair/Maintenance Supplies
	$6,000
	$500 x 12 Mos. = $6,000
Maintenance, repair and maintenance supplies.

	Insurance

(Property/Liability)
	$2,400
	$200 / Yr x 12 Mos. = $2,400 – Property Ins.

	Utility Costs
	$6,000
	$500 x 12 Mos. = $6,000 

Facility Utility Costs.

	Food (Shelter Clients Only; include Total Cost per Meal)
	$5,400
	$1.5 Per Meal x 10 Meals Per Day = $15 

$15 Per Day x 30 Days Per Mo. = $450 

$450 Per Mo. x 12 Mos. = $5,400

	
	
	

	
	$23,400
	OPS SUBTOTAL

	
ESSENTIAL SERVICES (ES)

	Transportation
	$6,600
	$200 / Mo. Bus Passes x 12 Mos. = $2,400
$350 / Mo. Insurance on Van x 12 Mos. = $4,200

	Food or Food Baskets and Food Closets
	
	

	
	
	     

	
	$6,600
	ES SUBTOTAL


*Note: For Applications covering more than one Shelter Facility or Project, use a sheet for each Facility or Project.
	     
Applicant/Organization:
	     
Project Name

	 FORMCHECKBOX 
Site 1
 FORMCHECKBOX 
Site 2
 FORMCHECKBOX 
Site 3
	     
Facility Address


Continued . . .   E.  SUMMARY OF NON-STAFF PROJECT COSTS 

	activity category

non-staff budget line items
	amount to be paid by fesg funds
	description and explanation

	
HOMELESS PREVENTION (HP)

	Payments In Arrears
	
	

	Initial Rent
	
	

	Utility Assistance
	
	

	
	
	

	
	
	HP SUBTOTAL

	
GRANT ADMINISTRATION (GA)

	Audit Costs
	$1,320
	$900 / Yr x 1 Year towards the cost of the annual organizational audit

	accounting and billing for fesg project
	
	

	HMIS Reporting Costs
	
	

	
	$1,320
	GA SUBTOTAL

	
	$1,320
	TOTAL NON-STAFF PROJECT COSTS

(Total from Pages 21 + 22)


*Note: For Applications covering more than one Shelter Facility or Project, use a sheet for each Facility or Project.

	     
Applicant/Organization:
	     
Project Name

	 FORMCHECKBOX 
Site 1
 FORMCHECKBOX 
Site 2
 FORMCHECKBOX 
Site 3

(For SECTION IV, Check the described Site from Pages 5-6)

	     
Facility Address


Please answer each of these questions in the space provided, except where additional information is requested.  Use a 10-point type and single line spacing.

	SECTION IV - RATING AND RANKING CRITERIA

	A.
APPLICANT CAPABILITY:



1.
When did the organization begin offering housing for the homeless?
Month 
2.
When did the organization begin offering services for the homeless?
Month 
3.
Is the proposed Project an existing Project?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


If yes, how long has the Project been in operation?
Years 

If no, has your organization administered a similar Project?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


Describe prior Project experience including dates of operation. 
Years 


4.
For the part of the Project for which FESG funds are requested:

(a)
Describe the process used, by your organization, to review the Project to determine areas for improvement. Discuss both appraisal of organizational needs and assessment of client outcomes.  Include the frequency of review, involvement of staff and clients in the review process, and results from the evaluation process.

     

     

     

(b)
Describe how your organization uses this information to make Project improvements.

     

     

Attach as Page 26-1, additional space for the description of the process, copies of evaluation tools, and other documentation of evaluation outcomes.
	5.
Does your organization have past experience administering FESG grants? 
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
If yes, list prior FESG grants by Contract Numbers (e.g.  08-FESG-5222)
     

     


     

     


     

     




	6.
Does your organization have past experience administering other federal housing grants?



 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

If yes, list and describe all federal housing grants that your organization has direct experience with:

(Please Do Not use Acronyms)

     

     

     



	7.
What is the proposed ratio of clients to Key Staff*?


Number of Clients:   

 FORMTEXT 
              

 FORMTEXT 
   

 ÷ Number of Key Staff:      
 =   

 FORMTEXT 
          
 : 1

                           (Estimated No. of Persons                                   (Total No. of Key Staff: 




                Served Daily - Pages 5-6)                                          Page 17 Column C)
*Key Staff consists of the organization’s Staff and Volunteers that provide “Direct Client Services” for the project for which FESG funds are being requested. Do not include staff that may have contact with clients but don’t provide “Direct Client Services”, such as: cooks, food handlers, security guards, etc.




B.
NEED FOR FUNDS:
	8.
How does the Certification of Local Need rate the need for your organizations housing type? 

 FORMCHECKBOX 
 High
 FORMCHECKBOX 
 Medium
 FORMCHECKBOX 
 Low




C.
IMPACT AND EFFECTIVENESS: 

9.

List all support services provided to clients as part of the Project in which FESG funds are being requested:
	type of service and
 description of service
location

(Please Select One)
agency providing service for  off-site

page no. with documentation of arrangement for 

direct referral

     
 FORMCHECKBOX 
On-Site   or    FORMCHECKBOX 
Off-Site
     
     
     
 FORMCHECKBOX 
On-Site   or    FORMCHECKBOX 
Off-Site
     
     
     
 FORMCHECKBOX 
On-Site   or    FORMCHECKBOX 
Off-Site
     
     
     
 FORMCHECKBOX 
On-Site   or    FORMCHECKBOX 
Off-Site
     
     
     
 FORMCHECKBOX 
On-Site   or    FORMCHECKBOX 
Off-Site
     
     
     
 FORMCHECKBOX 
On-Site   or    FORMCHECKBOX 
Off-Site
     
     
     
 FORMCHECKBOX 
On-Site   or    FORMCHECKBOX 
Off-Site
     
     
Example
“Job Counseling” - includes resume prep, job readiness services, job search assistance, and brokering relationships with potential employers

 FORMCHECKBOX 
On-Site   or    FORMCHECKBOX 
Off-Site
Sac County EDD

28-1

In the space below, describe how you provide your clients accessibility to all of these services.  If you have an off-site service or referrals, you must describe transportation available to clients based on their individual needs to get to and from the off-site service or referrals.  Accessibility of services means 1) transportation to and from off-site services based on the needs of the individual client, 2) accommodations for clients with disabilities, and 3) services that address the linguistic needs of the clients including information that complies with the HUD Limited English Proficiency guidelines. If additional space is needed, attach as Page 28-1.
      
 




      








 


      







      





	Answers to Questions 1-5 below will be rated against other like Projects. HCD requests adequate documentation of outcome rates for the period of January 1, 2010 through December 31, 2010.  

· This data must correspond with the information provided in the Application.

· If the documentation does not substantiate the information provided in the Application, then the Applicant will be scored a zero (0) for each unsubstantiated response. 

Documents supporting the Outcomes in Questions 1-5 may include:

· HMIS Summary reports. 

· Copies of client outcome lists as submitted to the organization’s Board of Directors.

· Copies of client lists with outcomes. 

Your responses and documentation MUST be organized and received as instructed below:

1. Number your responses and all documentation as it corresponds to questions 1-5.
2. Your responses and all documentation must correspond to the color ‘key’ provided below for questions 1-5. 

3. HMIS and Excel Worksheets should be submitted as hard copies in your Application.  (Highlight or change the font color according to the Color Key below)
4. Client confidentiality must be maintained. 
 5.  Attach and label all substantiation Documentation as Page 29-1.
Color Key
Response 1 = Blue

Response 2 = Green

Response 3 =  Red

Response 4 = Purple

Response 5 = Orange

	10.  In the last 12 months, what percentage of all clients who have exited your Project have moved into permanent, transitional, or emergency housing (overall placement rate)?

                  Number of  persons placed /       total number served =     %
 FORMCHECKBOX 
 No data collected

	11.  In the last 12 months, what percentage of adult clients have obtained or retained employment as a result of their participation in your Project?

            Number of  adults placed /       total number of adults served =     %
 FORMCHECKBOX 
 No data collected

	12.  In the last 12 months, what percentage of adult clients have obtained other income (e.g., SSI, TANF, or County general assistance) as a result of their participation in your Project?

             Number of   adults placed /        total number of adults served =     %
 FORMCHECKBOX 
 No data collected

	13.  In the last 12 months, what percentage of adult clients have stabilized a mental illness or chemical addiction for a minimum of 90 days as a result of their participation in your Project?

              Number of  adults  placed /       total number of adults served with mental illness or chemical addiction=     %  
14.  In the last 12 months, what percentage of adult clients have stabilized a mental illness or chemical addiction for a minimum of 30 days as a result of their participation in your Project?

             Number of adults  placed /       total number adults served with mental illness or chemical   addiction=     % 
 FORMCHECKBOX 
 No data collected


15. 
Is your organization a participant in a local planning process for the community-wide continuum of care, EHAP Local Emergency Shelter Strategy (LESS), or other homeless housing and supportive services plan?





 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

If yes, which plan?


       FORMCHECKBOX 
 HUD Continuum-of-Care       FORMCHECKBOX 
 EHAP LESS     FORMCHECKBOX 
 Other:      
Attach as page 30-1 documentation from the current planning process that evidence your Project’s participation in the planning process.  Identify the current planning process and months applicable
D.
COST EFFICIENCY:

 FORMCHECKBOX 
 Site 1
 FORMCHECKBOX 
 Site 2
 FORMCHECKBOX 
 Site 3   (For SECTION IV, Check the described Site from Pages 5-6)

16.
Complete the following for each Project/Facility for which you are requesting FESG funds.  For the purposes of scoring this rating factor, only Projects of the same housing type will be compared with one another.    


When determining bed capacity (defined as the total number of beds and cribs regularly in use), cribs may be counted as beds.  Documentation shall be in the form of schematics or floor plans for Emergency Shelters and Transitional Housing Facilities showing the placement of beds and cribs or, for Voucher Projects, typical motel room floor plans showing bed/crib arrangements.


Attach as Page 30-2 documentation schematics that evidence bed capacity for a., b., and c.


a.
 FORMCHECKBOX 

Emergency Shelter Facility


b.
 FORMCHECKBOX 

Transitional Housing Facility


c.
 FORMCHECKBOX 

Voucher Project (Motels/Hotels)

	Number of Beds: 
	     
	Total Budget
(Page 19, line 9, column 2) 
	     

	+ (Plus)  

Number of Cribs:
	     
	- (Minus)  Essential Services
 (Page  19, line 9, column 4)
	     

	Total Bed Capacity: 
	     
	Adjusted Budget = 
	     

	

	Adjusted Budget
	· Total Bed


 
Capacity
	( 12 Months
	=
Bed Cost Per Month

	     
	     
	     
	     


Note: Household means one or more persons occupying a housing unit.


d.
 FORMCHECKBOX 
  Homeless Prevention Project


e.
 FORMCHECKBOX 
  Day Center Project
Estimated total number of households to be served for the grant period:
     

 FORMTEXT 
     
Average number of persons per household:
     

 FORMTEXT 
     
	Total Budget
(Page 19, line 9, column 2)
      

- (Minus)    Essential Services
 (Page 19, line 9, column 4)
     
Adjusted Budget  = 

     
Adjust

d Budget

( Total Households

( 12 Months

=
Household Cost

Per Month

     
     
     
     



	17.
Each Applicant will be rated by the level of coordination with other organizations to operate the Project as demonstrated by such things as: coordination of service delivery with other providers of housing or services to the homeless, use of volunteers, use of in-kind donations, use of client and community educational Projects, and participation in coalitions.

Attach as Page 31-1 up to three (3) letters from the collaborating organizations which describe their collaborative relationship with the Applicant.  Note: Not letters of support.
Included in our Application are:
 FORMCHECKBOX 
 3 letters
 FORMCHECKBOX 
  2 letters
 FORMCHECKBOX 
 1 letter
 FORMCHECKBOX 
  No letters



	E. STATE OBJECTIVES: 

	 FORMCHECKBOX 

Project targets Chronically Homeless persons as defined in the HEARTH Act and amended by S. 896.  Number of clients served defined as “Chronically Homeless”       and      % of total clients that meet the definition.
 FORMCHECKBOX 

Project does not target a population but accepts all persons in a winter/summer Shelter. 

 FORMCHECKBOX 

Project serves an under-served county or counties. (See 2011 FESG NOFA, SECTION IV - 
RATING AND RANKING CRITERIA, E. State Objectives.)

 FORMCHECKBOX 
  Projects that serve Homeless Veterans as part of a targeted population (see page 4 – Target Population.


Note: This question applies solely to this Project, NOT to other Projects in the organization.


Attach as Page 31-2:

· For projects targeting the Chronically Homeless, attach an explanation of how your project targets that population.  Discuss outreach efforts.

· For projects that serve the homeless population in under-served areas, describe the efforts your organization is taking to include those specific areas in your Continuum of Care.
· For projects targeting the Homeless Veterans, describe your outreach efforts and indicate what percentage of your total clients are homeless veterans.



	


	SECTION V - APPLICATION ATTACHMENTS


ATTACHMENT A
-
SAMPLE OF AUTHORIZING RESOLUTION AND INSTRUCTIONS

ATTACHMENT B
-
STATEMENT OF CERTIFICATIONS (PAGES 1-4)
ATTACHMENT C
-
CERTIFICATION OF LOCAL APPROVAL

ATTACHMENT D
-
CERTIFICATION OF LOCAL NEED

ATTACHMENT E
-
STATEMENT OF CONFIDENTIALITY - VICTIMS OF DOMESTIC VIOLENCE

ATTACHMENT F
-
CERTIFICATION OF RELIGIOUS COMPLIANCE

ATTACHMENT G
-

NONPROFIT ORGANIZATION’S ARTICLES OF INCORPORATION AND IRS TAX 
EXEMPT STATUS

ATTACHMENT H
-
COPY OF ANNUAL FINANCIAL REPORT

ATTACHMENT I
-

EVIDENCE OF SITE CONTROL

ATTACHMENT J
-

SERVICE PROVIDER AGREEMENT (NEEDED WHEN SERVICE IS

PROVIDED BY AN ENTITY OTHER THAN THE APPLICANT)
ATTACHMENT K
-

CONFIDENTIAL SITE LOCATION DESIGNATION AGREEMENT (PAGES 1-2)
ATTACHMENT L
-

CONFIDENTIALITY PROCEDURE OF APPLICANT

ATTACHMENT M
-

MATCHING FUNDS
ATTACHMENT N
-

PAYEE DATA RECORD - STANDARD FORM 204

Find your Organization Type on chart below.   An " X " in cell, indicates that Attachment is required.
	TYPE OF APPLICANT
	REQUIRED ATTACHMENTS

	
	A
	B
	C
	D
	E
	F
	G
	H
	I
	J
	K
	L
	M
	N

	Applicants Servicing Victims

of Domestic Violence
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X*
	X*
	X
	X

	Direct Non-Profit Applicants 
	X
	X
	X
	X
	
	X
	X
	X
	X
	X
	
	
	X
	X

	Local Governments
	X
	X
	
	X
	
	
	
	
	X
	X
	
	
	X
	X

	Local Governments Contracting 

with a Non-Profit Organization
	**
	X
	
	X
	
	X
	**
	**
	X
	X
	
	
	X
	X


*Applies to waiver requests only
**Copy retained in unit of local government file.
CHECKLIST FOR PREPARING RESOLUTION
The authorizing resolution must authorize submittal of the Application. The resolution must also authorize the execution of the Standard Agreement.  The resolution must authorize a funding level not to exceed $132,000 or the amount of the Application.  The resolution must also authorize a specific individual by title and name to sign all required certifications and the Standard Agreement.  The resolution must clearly relate to the submittal of the 2011, FESG Application, i.e., the date must be no earlier than the FESG NOFA’s release date and no later than Friday, July 1, 2011.  A sample of resolution and a resolution checklist are included in the Application package.

Applicants are encouraged to use the sample authorizing resolution format to avoid any possible deficiency in the Resolution.  Such a deficiency may disqualify the Application as being incomplete, or delay execution of the Standard Agreement and drawdown of FESG funds.

 FORMCHECKBOX 

A.
Resolution re-typed on your letterhead.
 FORMCHECKBOX 

B.
Resolution shows the date of the board action to approve the resolution. This board action must occur no earlier than the FESG NOFA’s release date and on or before Friday, July 1, 2011. 

 FORMCHECKBOX 

C.
The exact wording of the resolution (except where it is appropriate to change the language, e.g., to insert the name of the organization instead of the words “name of Applicant organization”) has been used, or the State has approved alternative wording.

 FORMCHECKBOX 

D.
The person Authorized to sign the Standard Agreement must not sign the resolution.



Note:  The title and name of the authorized person must be in the Resolution.  If you are funded, make sure that the person authorized to sign the Standard Agreement in the Resolution signs the Standard Agreement.
 FORMCHECKBOX 

E. 
The actual vote on the resolution must also be shown on the resolution: Ayes, Noes, Abstentions, and Absent.

Applications submitted without a complete and originally signed Resolution will be ineligible.

(Use Own Letterhead)

ATTACHMENT A

Sample Resolution
(Replace this page with Applicant’s Original on Letterhead)

RESOLUTION

A.
WHEREAS, the State of California, Department of Housing and Community Development, Division of Financial Assistance, issued a Notice of Funding Availability under the Federal Emergency Shelter Grants (FESG) Project; and

B.
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
      is a nonprofit corporation or local government that 


(Insert Name of Application Organization) 



is eligible and wishes to apply for and receive an FESG grant; and
C. If      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
      receives a grant from HCD, it certifies that all 


(Insert Name of Application Organization) 


uses of the funds will be in compliance with the FESG Regulations and Contract. 

NOW, THEREFORE, BE IT RESOLVED THAT:

The Board of Directors (or City Council or Board of Supervisors) of           

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     



(Insert Name of Application Organization)

hereby authorizes       

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
          

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
      to execute all required 




(Insert title and name of Authorized Person/Officer)  

certifications, apply for and accept the Federal Emergency Shelter Grant in the amount of not more 
than $          

 FORMTEXT 
     , and to sign the Standard Agreement, any subsequent amendments thereto,

(Insert Grant Amount)
and, where applicable, any FESG loan documents with HCD of not more than $     

 FORMTEXT 
     

 FORMTEXT 
     , as 


(Insert Grant Amount)

well as perform any and all responsibilities in relationship to such contract.
PASSED AND ADOPTED at a regular meeting of the      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
      this 





        (Insert Name of Application Organization)  
      day of      , 2011 by the following vote:
AYES:
     
ABSTENTIONS:

     
NOES:
     


ABSENT:

     
Signature and Title of Approving Officer
(Chairperson or Secretary - Not the same person Authorized to enter into the Standard Agreement)
ATTEST:      



DATE:      

ATTACHMENT B
STATEMENT OF CERTIFICATIONS

The City/County of           

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
      [or the 

          

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
      (nonprofit organization)] hereby assures and certifies that:

A.
It possesses the legal authority to apply for the grant and to execute the proposed Project;

B
Its governing body has duly adopted or passed as an official act or resolution, motion, or similar action authorizing the filing of the Application, including all understandings and assurances contained therein, and authorizing the Applicant's chief executive officer or other designee to act in connection with the Application and to provide such additional information as may be required;

C.
No renovation, major rehabilitation, or conversion activity funded by this grant will:

1.
Involve adverse alterations to a property that is listed on the National Register of Historic Places, is located in an historic district or is immediately adjacent to a property that is listed on the Register, or is deemed by the State Historic Preservation Officer to be eligible for listing on the Register;

2.
Take place in any 100-year flood plain designated by map by the Federal Emergency Management Agency (FEMA), unless the community in which the area is situated is participating in the National Flood Insurance Project and Regulations there under or less than a year has passed since FEMA notification regarding such hazards, in which case the grantee ensures that flood insurance on the structure is obtained;

3.
Jeopardize the continued existence of an endangered or threatened species as designated by the U.S. Department of the Interior (Fish and Wildlife Service) or the U.S. Department of Commerce (National Marine Fisheries Service) or affect the critical habitat of such a species;

D.
(For cities and counties only.) It consents to assume the role of either "Lead Agency" as defined by Section 21067 of the California Public Resources Code, or if another agency is or will be designated "Lead Agency", it consents to assume the role of "Responsible Agency" as defined by Section 21069 of the California Public Resources Code in order to comply with the California Environmental Quality Act (CEQA);

E.
It will comply with the policies, guidelines, and requirements of OMB Circular A-87 and A-102 as they relate to the acceptance and use of Emergency Shelter grant amounts by local governments, and A-110 and A-122 as they relate to the acceptance and use of Emergency Shelter grant amounts by private non-profit organizations;


F.
It will comply with the following regarding nondiscrimination:

1.
Title VIII of the Civil Rights Act of 1968 and implementing regulations;

2.
Executive Order 11063 and implementing regulations;

3.
Title VI of the Civil Rights Act of 1964 and implementing regulations;

4.
The Age Discrimination Act of 1975 and Section 504 of the Rehabilitation Act of 1973;

5.
Executive Order 11246 and implementing regulations;

ATTACHMENT B
STATEMENT OF CERTIFICATIONS
(Continued)
6.
SECTION 3 of the Housing and Urban Development Act of 1968;

7.
Executive Orders 11625, 12432, and 12138 regarding encouragement of minority and women's business participation;

8.
The prospective contractor's signature affixed heron and dated shall constitute a certification under penalty of perjury under the laws of the State of California that the bidder has, unless exempted, complied with the nondiscrimination Project requirements of Government Code Section 12990 and Title 2, California Administrative Code, Section 8103;

G.
For major rehabilitation or conversion, it will comply with the Uniform Federal Accessibility Standards (24 CFR Part 40, Appendix A);

H.
No person who is an employee, agent, consultant, officer, or elected or appointed official of the grantee or nonprofit recipient (or of any designated public agency) that receives emergency shelter grant amounts and who exercises or has exercised any functions or responsibilities with respect to assisted activities or who is in a position to participate in a decision-making process or gain inside information with regard to such activities, may obtain a personal or financial interest or benefit from the activity, or have an interest in any contract, subcontract, or agreement with respect hereto, or the proceeds there under, either for him or herself or those with whom he or she has family or business ties, during his or her tenure or for one (1) year thereafter;

I.
It will comply with the applicable requirements of the Lead-Based Paint Poisoning Prevention Act and implementing regulations;

J.
It will not employ, award contracts to, or otherwise engage the services of any contractor while that contractor is in a period of debarment, suspension, or placement in ineligibility status under the provision of 24 CFR Part 24;

K.
It will maintain records necessary to document compliance with applicable requirements and will give HUD, the Comptroller General, the State Department of Housing and Community Development (HCD), or any of their Authorized representatives access to and the right to examine all records related to the grant;  

L.
Reports required by the State or HUD shall be submitted in a timely manner and contain all required information as can reasonably be made available.

M.
Data submitted to the State as required by the State or HUD shall be complete, true, and accurate

N.
FESG funds requested for Essential Services will not replace existing local funds for these services.

O.
All grantees receiving greater than 30% of their FESG grant for Essential Services certify that their organization has sufficient funds to pay for activities other than Essential Services.

P.
FESG funds requested for Homeless Prevention will not replace existing funds for these services.

ATTACHMENT B
STATEMENT OF CERTIFICATIONS

(Continued)
I further certify that the      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
(Applicant) will comply with the following special federal requirements:

A.
The requirements of 24 CFR 576.21(a)(4)(ii) providing that the funding of Homeless Prevention activities for families that have received eviction notices or notices of termination of utility services will not supplant funding for preexisting Homeless Prevention activities from any other source.

B.
The requirements of 24 CFR 576.51(b)(2)(iii) concerning the submission by nonprofit organizations applying for funding of a certification of approval of the proposed project(s) from the unit of local government in which the proposed project is located.

C.
The requirements of 42 USC 11375(c)(1) and 24 CFR 576.53 concerning the continued use of buildings for which emergency shelter grants are used for major rehabilitation, rehabilitation, or conversion of buildings for use as emergency shelters for the homeless; or when funds are used solely for operating costs or essential services, concerning the population to be served.

D.
The building standards requirements of 24 CFR 576.55;

E.
The requirements of 24 CFR 576.56, concerning homeless assistance and participation; and

F.
The requirements of 24 CFR 576.57, concerning compliance with other applicable Federal laws.

G.
The requirements of 24 CFR 576.59 concerning the Uniform Relocation Assistance and Real Property Acquisition Policies Act of 1970.

H.
The requirement of 24 CFR 576.61 concerning the responsibilities of Grant Administration.

ATTACHMENT B
STATEMENT OF CERTIFICATIONS

(Continued)
I further certify that the      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
        (Applicant) will comply with the requirements of 24 CFR Part 24 concerning the Drug Free Workplace Act of 1988.

(For Local Government Applicants Only)

I further certify that the submission of an Application for an Emergency Shelter Grant is Authorized under State and/or local law and that the local government possesses legal authority to carry out emergency grant activities in accordance with applicable law and Regulations of the Department of Housing and Urban Development.

I further certify that the local government will comply with the provisions of, and Regulations and Procedures applicable under, Section 104(g) of the Housing and Community Development Act of 1974 with respect to the environmental review responsibilities under the National Environmental Policy Act of 1969 and related authorities as specified in 24 CFR Part 58.

(For All Applicants)

This certification is made under penalty of perjury under the laws of the State of California.

CERTIFYING OFFICIAL:

	CERTIFICATION

	     

	(Name)

	     

	(Title)

	     

	(Date)

	     

	(Signature)



CERTIFICATION
ATTACHMENT C 
CERTIFICATION OF LOCAL APPROVAL
For Applicants with a Project in more than one eligible City and/or County, copy this form as necessary for each City and/or County. Each eligible City and/or County must complete this form as instructed.

Instructions: If the Project is located in an FESG-eligible City, the Certification of Local Approval must be completed by the City.  If the Project is located in the unincorporated area of an FESG-eligible County, the Certification must be from the County.
Organizations may apply for multiple shelters and Projects located in more than one eligible.  However in this case, the Certification of Local Approval is required for each City or County, as applicable.
I,      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     ,  duly Authorized to act on  behalf of 


(Name and Title)
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     , hereby approve of the 

(Name of Jurisdiction)
operation of the following Projects (see list below) proposed by      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 (Name of Nonprofit Organization)
which is/are to be located/operated in      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     :

(Name of State FESG eligible Jurisdiction)
 FORMCHECKBOX 

Emergency Shelter  

 FORMCHECKBOX 

Transitional Housing

 FORMCHECKBOX 

Hotel/Motel Vouchers

 FORMCHECKBOX 

Day Center

 FORMCHECKBOX 

Homeless Prevention Project (For example, initial rent, rent in arrears, or utility  


assistance)

 FORMCHECKBOX 

Other 
	Certification

	     

	(Name)

	     

	(Title)

	     

	(Date)

	     

	(Signature)


ATTACHMENT D
CERTIFICATION OF LOCAL NEED

For Applicants with more than one Facility/Project per Application, copy this form as necessary. Have this form completed for each Facility/Project that is part of your FESG Application.

To be completed by a county-wide coordinating body or agency of County government that specifically addressing homelessness in the County where your Facility/Project is located. This entity must meet the conflict of interest requirements discussed below.
The certifying entity can be any entity that has a County-wide coordinating role specific to the issue of homelessness. To avoid a possible conflict of interest, FESG Applicants that are agencies of County government should have this attachment completed by an entity whose jurisdiction or focus is Countywide, but who is not an agency of County government, such as an EHAP Designated Local Board (DLB), a Continuum of Care Board, a FEMA Board, or a homeless coalition.

1. Facility/Project for which FESG funds are being          

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

requested.

2. County where the Facility/Project is located      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
           
3.
Primary type of Client Housing being provided by the Facility/Project: (check one)

 FORMCHECKBOX 

Emergency Shelter

 FORMCHECKBOX 

Transitional Housing

 FORMCHECKBOX 

Hotel/Motel Vouchers

 FORMCHECKBOX 

Day Center

 FORMCHECKBOX 

Homeless Prevention Project (for example, initial rent, rent in arrears, or utility assistance)

 FORMCHECKBOX 

Other      
4.
Relative level of need in the County for the type of Client Housing noted above: (check one)

 FORMCHECKBOX 
 High
 FORMCHECKBOX 
 Medium
 FORMCHECKBOX 
 Low

5.
Name of Certifying Entity      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
6.
Name of individual making the determination of need:
	


	Printed Name and Title/Position of Person Making the Determination of Need

	


	E-Mail Address


	I certify that I am not an employee, agent, consultant, officer or appointed or elected official of any Applicant, subgrantee, State recipient or grantee of State FESG funds. I further certify thereafter, I do and will not have any personal financial interest or benefit from any State that while in my current position and for one-year FESG-assisted activity, or have any interest in any contract, subcontract, or agreement with respect thereto or the proceeds thereunder, either for myself or for those with whom I have family or financial ties.

7.  

     


Signature of Individual Making the Determination of Need


Date


ATTACHMENT E

STATEMENT OF CONFIDENTIALITY
VICTIMS OF DOMESTIC VIOLENCE

     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     , assures that it will adopt policies which

(Agency Name)

meet at least the minimal standards for protecting the confidentiality of information as set forth in the State Information Practices Act (Civil Code 1798, et. seq.).

	 Statement of Confidentiality

	     

	(Signature of  President, Board of Directors)

	     

	(Date)

	     

	(Signature of Executive Director)

	     

	(Date)


ATTACHMENT F

CERTIFICATION OF RELIGIOUS COMPLIANCE

     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     , agrees to provide all eligible activities



(Agency Name)

under this Project in a manner that is free from religious influences and in accordance with the following principles:

A.
It will not discriminate against any employee or applicant for employment on the basis of religion and will not limit employment or give preference in employment to persons on the basis of religion;

B.
It will not discriminate against any person applying for shelter or any of the eligible activities under this part on the basis of religion and will not limit such housing or other eligible activities or give preference to persons on the basis of religion; and

C.
It will provide no religious instruction or counseling, conduct no religious worship or services, engage in no religious proselytizing, and exert no other religious influence in the provision of shelter and other eligible activities under this Project.

	Certification

	     

	(Signature of President , Board of Directors)

	     

	(Date)

	     

	(Signature of  Executive Director )

	     

	(Date)


ATTACHMENT G

NONPROFIT ORGANIZATION’S ARTICLES OF INCORPORATION AND

 IRS TAX EXEMPT STATUS

Attach behind this page the ARTICLES OF INCORPORATION and
EVIDENCE OF IRS TAX-EXEMPTION ("501(c) (3) status")

ATTACHMENT H

COPY OF ANNUAL FINANCIAL REPORT

Attach behind this page the most recent Federal Tax Return including attachments.

ATTACHMENT I

EVIDENCE OF SITE CONTROL

Attach behind this page the Evidence of Site Control. 

ATTACHMENT J

SERVICE PROVIDER AGREEMENT

Attach behind this page a copy of the Service Provider Agreement, if applicable. 

ATTACHMENT K

CONFIDENTIAL SITE LOCATION DESIGNATION AGREEMENT

Attach behind this page. 
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ATTACHMENT K

"CONFIDENTIAL SITE LOCATION DESIGNATION AGREEMENT"
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     , is hereby granted a 
(Name of Applicant Organization) 

“DV Site Address Waiver” for the DV Shelter Site located in the County of      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

This waiver is granted with the following conditions: 

1.
The grantee certifies that “site control” defined in the Application for funding exists for the Project Site address; and the site control of the Project Site is for a period not less than the FESG or EHAP grant term; and 

2.
HCD may monitor and inspect the confidential site(s) at any time by giving a least ten (10) days notice to the grantee; and

3.
Any HCD site inspection will begin at the administrative office of the grantee, and designated grantee staff will accompany HCD staff during the site visit(s); and

4.
Any HCD staff visiting confidential site(s) will first sign confidentiality statements approved by HCD to restrict distribution of site location knowledge obtained as a result of the site visit(s);and 

5.
In the event that HCD determines that the DV Site and/or grantee do not appear to be in substantial compliance with the terms of any written agreement with HCD pursuant to the FESG and/or EHAP operations grants(s), HCD may suspend or terminate the Confidential Site Location Agreement and assume sole responsibility for monitoring and maintaining reasonable confidentiality of the affected site(s). Under these conditions, the grantee would be required to provide site location information to HCD and additionally be subject to grant termination.

I,      

 FORMTEXT 
     

 FORMTEXT 
          

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     , hereby understands 

(Name of Applicant Organization)
and approves the conditions of this Agreement.

Signed By:





Dated:      




(Name and Title of Authorized Person)
Approved By:





Dated:      


DAN APODACA, Homeless Operations Manager

Department of Housing and Community Development
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ATTACHMENT L

CONFIDENTIALITY PROCEDURES OF APPLICANT

(As a condition of funding, all Applicants requesting a "DV Site address waiver" are required to provide HCD with an outline/copy of the Applicant’s Confidentiality Procedures. Such procedures shall reasonably demonstrate to HCD how the Applicant organization systematically protects the Confidentiality of its Domestic Violence Shelter site(s) and the clients served therein.)

Applicants must attach their “Confidentiality Procedures” behind this Page.
ATTACHMENT M 
MATCHING FUNDS 
Matching Funds - Please reference 24 CFR Part 582 and 24 CFR Part 583 matching funds.



Applicant must match FESG funding dollar-for-dollar with funds from other public or private sources. Applicant may comply with this requirement by providing matching funds itself, or through matching funds or voluntary efforts provided by any recipient or project sponsor. 

Grantees/recipients may use any of the following in calculating the amount of matching funds provided: 

1. Cash; 

2. The value or fair rental value of any donated material or building; 

3. The value of any lease on a building; 

4. Any salary paid to staff to carry out the program of the recipient; and 

5. The value of the time and services contributed by volunteers to carry out the program of the recipient at a current rate of $5 per hour. [Note: volunteers providing professional services such as medical or legal services are valued at the reasonable and customary rate in the community.] 

Please indicate the specific sources and amounts of matching funds for FESG Project: 

	matching funds 

	source of funding
	amount of match

	FESG  (Total Grant Amount Requested)
	     

	local match funding:
	

	
	     

	
	     

	
	

	state government match funding:
	

	
	     

	
	     

	
	     

	
	

	private funding 
	     

	fund raising/cash 
	     

	loans 
	     

	building value or lease 
	     

	donated goods 
	     

	donated computers 
	     

	new staff salaries 
	     

	volunteers
	     

	
	

	total match funding
	     


	certification of match

	     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

	
Name
Title

	     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

	
Signature
Date


ATTACHMENT N
	State of California—Department of Health Services
11 - FESG -
   
PAYEE DATA RECORD


 (Required when receiving payment from the State of California in lieu of IRS W‑9)

STD. 204 (Rev. 6‑2003)

	 1 
	INSTRUCTIONS:  Complete all information on this form.  Sign, date, and return to the State agency (department/office) address shown at the bottom of this page.  Prompt return of this fully completed form will prevent delays when processing payments.  Information provided in this form will be used by State agencies to prepare Information Returns (1099).  See reverse side for more information and Privacy Statement.

NOTE:  Governmental entities, federal, state, and local (including school districts), are not required to submit this form.

	 2 


	PAYEE’S LEGAL BUSINESS NAME (Type or Print)

              

	
	SOLE PROPRIETOR—ENTER NAME AS SHOWN ON SSN (Last, First, M.I.)

              
	E‑MAIL ADDRESS

              

	
	MAILING ADDRESS

              
	BUSINESS ADDRESS

              

	
	CITY, STATE, ZIP CODE

              
	CITY, STATE, ZIP CODE

              

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	 3 

PAYEE

ENTITY

TYPE

CHECK

ONE BOX ONLY

	ENTER FEDERAL EMPLOYER IDENTIFICATION NUMBER (FEIN):


	 
	 
	—
	 
	 
	 
	 
	 
	 
	 
	
	NOTE:

Payment will not be processed without an accompanying taxpayer I.D. number.


	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	 FORMCHECKBOX 

	PARTNERSHIP
	CORPORATION:

 FORMCHECKBOX 
 MEDICAL (e.g., dentistry, psychotherapy, chiropractic, etc.)

 FORMCHECKBOX 
 LEGAL (e.g., attorney services)

 FORMCHECKBOX 
 EXEMPT (nonprofit)

 FORMCHECKBOX 
 ALL OTHERS
	

	
	 FORMCHECKBOX 

	ESTATE OR TRUST
	
	

	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	 FORMCHECKBOX 

	INDIVIDUAL OR SOLE PROPRIETOR 
ENTER SOCIAL SECURITY NUMBER:
	 
	 
	 
	—
	 
	 
	—
	 
	 
	 
	 
	
	

	
	(SSN required by authority of California Revenue and Tax Code Section 18646)      
	

	 4 

PAYEE

RESIDENCY

TYPE
	 FORMCHECKBOX 

	California resident—qualified to do business in California or maintains a permanent place of business in California.

	
	 FORMCHECKBOX 

	California nonresident (see reverse side)—Payments to nonresidents for services may be subject to State income tax withholding.

	
	
	
	 FORMCHECKBOX 
 No services performed in California.

 FORMCHECKBOX 
 Copy of Franchise Tax Board waiver of State withholding attached.

	 5 


	I hereby certify under penalty of perjury that the information provided on this document is true and correct.

Should my residency status change, I will promptly notify the State agency below.

	
	AUTHORIZED PAYEE REPRESENTATIVE’S NAME  (Type or Print)


	TITLE



	
	SIGNATURE
	DATE


	TELEPHONE

(

	 6 
	Please return completed form to:

	
	Department/Office:
	Housing and Community Development - Financial Assistance Division
	

	
	Unit/Section:
	FEDERAL EMERGENCY SHELTER GRANT PROGRAM
	

	
	Mailing Address:
	1800 3rd Street - 390-4
	

	
	City/State/ZIP:
	Sacramento, CA 95811
	

	
	Telephone:
	
	FAX:
	(916) 323-6016
	

	
	
	
	

	
	
	
	


	State of California—Department of Health Services
     
PAYEE DATA RECORD

STD. 204 (Rev. 6‑2003) (Page 2)

	1 
	Requirement to Complete Payee Data Record, STD. 204 

A completed Payee Data Record, STD. 204, is required for payments to all non-governmental entities and will be kept on file at each State agency. Since each State agency with which you do business must have a separate STD. 204 on file, it is possible for a payee to receive this form from various State agencies. 
Payees who do not wish to complete the STD. 204 may elect to not do business with the State. If the payee does not complete the STD. 204 and the required payee data is not otherwise provided, payment may be reduced for federal backup withholding and nonresident State income tax withholding. Amounts reported on Information Returns (1099) are in accordance with the Internal Revenue Code and the California Revenue and Taxation Code. 

	2 
	Enter the payee’s legal business name. Sole proprietorships must also include the owner’s full name. An individual must list his/her full name. The mailing address should be the address at which the payee chooses to receive correspondence. Do not enter payment address or lock box information here. 

	3 
	Check the box that corresponds to the payee business type. Check only one box. Corporations must check the box that identifies the type of corporation. The State of California requires that all parties entering into business transactions that may lead to payment(s) from the State provide their Taxpayer Identification Number (TIN). The TIN is required by the California Revenue and Taxation Code Section 18646 to facilitate tax compliance enforcement activities and the preparation of Form 1099 and other information returns as required by the Internal Revenue Code Section 6109(a). 
The TIN for individuals and sole proprietorships is the Social Security Number (SSN). Only partnerships, estates, trusts, and corporations will enter their Federal Employer Identification Number (FEIN). 

	4 
	Are you a California resident or nonresident? 

A corporation will be defined as a "resident" if it has a permanent place of business in California or is qualified through the Secretary of State to do business in California. 

A partnership is considered a resident partnership if it has a permanent place of business in California. An estate is a resident if the decedent was a California resident at time of death. A trust is a resident if at least one trustee is a California resident. 
For individuals and sole proprietors, the term "resident" includes every individual who is in California for other than a temporary or transitory purpose and any individual domiciled in California who is absent for a temporary or transitory purpose. Generally, an individual who comes to California for a purpose that will extend over a long or indefinite period will be considered a resident. However, an individual who comes to perform a particular contract of short duration will be considered a nonresident. 
Payments to all nonresidents may be subject to withholding. Nonresident payees performing services in California or receiving rent, lease, or royalty payments from property (real or personal) located in California will have 7% of their total payments withheld for State income taxes. However, no withholding is required if total payments to the payee are $1,500 or less for the calendar year. 
For information on Nonresident Withholding, contact the Franchise Tax Board at the numbers listed below: 
Withholding Services and Compliance Section:
1-888-792-4900 
E-mail address: wscs.gen@ftb.ca.gov 

For hearing impaired with TDD, call:
1-800-822-6268
Website: www.ftb.ca.gov 

	5 
	Provide the name, title, signature, and telephone number of the individual completing this form. Provide the date the form was completed. 

	6
	This Section must be completed by the State agency requesting the STD. 204. 

	Privacy Statement 

Section 7(b) of the Privacy Act of 1974 (Public Law 93-579) requires that any federal, State, or local governmental agency, which requests an individual to disclose their social security account number, shall inform that individual whether that disclosure is mandatory or voluntary, by which statutory or other authority such number is solicited, and what uses will be made of it. 
It is mandatory to furnish the information requested. Federal law requires that payment for which the requested information is not provided is subject to federal backup withholding and State law imposes noncompliance penalties of up to $20,000. 
You have the right to access records containing your personal information, such as your SSN. To exercise that right, please contact the business services unit or the accounts payable unit of the State agency(ies) with which you transact that business. 
All questions should be referred to the requesting State agency listed on the bottom front of this form. 


Example














Example





Example
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