NEBRASKA DHHS/DIVISION OF CHILDREN AND FAMILY SERVICES

NEBRASKA HOMELESS ASSISTANCE PROGRAM

  2010-2011

APPLICATION FOR NEBRASKA HOMELESS
                 DHHS Use Only                     Date Previewed  _________



ASSISTANCE PROGRAM (NHAP), NEBRASKA

DEPT. OF HEALTH AND HUMAN SERVICES,                      App. # 10-NHAP-________   App. Complete:

DIVISION OF CHILDREN AND FAMILY SERVICES



              ____ Yes  ____ No







           Date Received  __________   Staff Initials: ____________

GENERAL INFORMATION 

TYPE OR PRINT ALL INFORMATION

	APPLICANT IDENTIFICATION

Organization: __________________________________

Address: ______________________________________

______________________________  NE ___________

FAX: (         ) ___________________          (Zip Code)

Telephone Number: (        )________________________

Website ______________________________________

Federal I.D. Number: ____________________________
	PROGRAM DIRECTOR

Program Name: ________________________________

Director Name: ________________________________

Mailing Address: _______________________________

___________________________  NE ______________

                                                              (Zip Code)

Telephone Number: (       ) _______________________

E-mail Address: ________________________________

	ROLE IN CONTINUUM OF CARE
(please check all that apply)

___  Homeless Prevention        ___  Day Center/Shelter

___  Perm. Sup. Housing          ____  Support Services Only

___  Transitional Housing         ____  Intake/Outreach

___  Emergency Shelter            ____  Other: (Please Specify)

_________________________________________________


	GRANT ADMINISTRATOR/FINANCIAL DIRECTOR

Name: _______________________________________

Address: _____________________________________

____________________________NE ______________

                                                                    (Zip Code)

Telephone Number: (       ) _______________________

E-mail Address: ________________________________


	CATEGORY
	NHAP AMOUNT REQUESTED

	Facility Operations
	$

	Client Services
	$

	Homeless Prevention
	$

	Facility Rehabilitation
	$

	                                            TOTAL
	$


CERTIFYING OFFICIAL

To the best of my knowledge and belief, data and information in this application is true and correct, including any commitment of other resources.  The governing body of the applicant has duly authorized this application.  This applicant will comply with all State requirements governing the use of HSATF grants and all Federal requirements governing the use of ESG funds.

_________________________________      ___________________________________        _______

Executive Officer
                            
                                                  Typed Name and Title                                 Date Signed
_________________________________     ___________________________________         _______

Board Chair


                                                  Typed Name and Title                                 Date Signed

SUBMIT THE ORIGINAL AND (7) COPIES OF THE ENTIRE APPLICATION TO:

Nebraska Dept. of Health and Human Services 
Nebraska Homeless Assistance Program
Attn: Charles W. Coley, NHAP Program Specialist

PO Box 95026, 301 Centennial Mall South, 4th Floor

Lincoln, NE 68509-5026
SECTION I – 20 POINTS

Organization, Program, Services, Populations Served

NOTE:  Application must be in 12 point font.  Single-space with double spacing between paragraphs.  Standard margins (1” top and bottom; 1.25 left and right).  Do not exceed maximum page limit for each section.  Single-side only.

A. INSTRUCTIONS:  (3 page maximum)  Please provide information and/or respond to the following questions or requests:

1) Provide a brief history of your organization (when founded, growth of organization, staff, and budget). 

2) What is the organization’s mission statement?

3) How does the program fit the agency’s mission statement?

4) What is the number of agency staff, expressed in full time equivalent numbers, allocated to this program?

5) Briefly describe the service(s) clients receive from this program (what, when, where).  If services are provided to clients in multiple counties, list the counties and, if applicable, describe any service(s) unique to a particular county. 

6) Briefly describe the program’s target population (who) (i.e., chronic homeless, domestic violence, drug and alcohol abuse, youth).

7) What characteristics and/or criteria make clients eligible for the program’s service(s)?

8) If the agency provides emergency shelter, transitional housing, and/or permanent supportive housing, please indicate the number of rooms, beds, mattresses, and/or cribs available in the program for which you are seeking funding.  Use table(s) below.

	EMERGENCY SHELTER

	Unit
	Current Number

(as of Jan. 31, 2010)
	Projected

Number

(if new or expansion project)

	Single household/family bedrooms (units)
	
	

	Beds
	
	

	Cots
	
	

	Cribs
	
	

	Additional Mattresses
	
	

	TRANSITIONAL HOUSING

	Unit
	Current Number

(as of Jan. 31, 2010)
	Projected

Number

(if new or expansion project)

	Single household/family bedrooms (units)
	
	

	Beds
	
	

	Cots
	
	

	Cribs
	
	

	Additional Mattresses
	
	


SECTION II – 20 POINTS

Program Funding Requested

B.  FUNDING REQUEST:  (3 page maximum)

1. We are requesting NHAP funds for (check all that apply)
     A.  _____ Continuation of existing program(s) and services currently funded by NHAP

     B.  _____ Expansion of existing program(s) and services

     C.  _____ New program(s) and/or services

2. Project Title(s)  (Project(s) to be Funded) :

     ____________________________________________________________________________
A. For continuation of existing program:

1) For continuation funding of the program described in Section I, state the name of the program and services only.

B.  For expansion of an existing program:

1) For expansion of an existing program and services, provide historic data (unduplicated numbers of individuals served) to support the expansion.


 C.   For a new program:

1) For a new program and new services, explain how the proposed program and services fill an identified gap as reflected in the region’s Continuum of Care Exhibit 1 developed for HUD’s NOFA (Supportive Housing Program, Shelter + Care, and SRO).

Note:  The Exhibit 1 is a plan developed by the regional Continuum of Care that reflects regional needs.  The plan identifies available and planned housing and services and identifies gaps in housing and services. Data from the region’s Exhibit 1 are incorporated into Nebraska’s five-year Consolidated Plan submitted to the Department of Housing and Urban Development.  See Section VI, page 23, on accessing the regional Exhibit 1.

3.
For Continuation, Expansion, and/or New funding:

1) Explain why there is a need to serve the identified population.  Describe how the existing or proposed program and services enable the population that is homeless and/or near homeless  achieve self-sufficiency.

2)   Why should this application be funded?
SECTION III – 10 POINTS

Program Data

C. Demographic Data: (Use space and table provided.)

INSTRUCTIONS:  Complete the tables for homeless and/or near-homeless populations for the identified program(s).  Use data from July 1, 2008 through June 30, 2009.
	
	HOMELESS
	NEAR HOMELESS

	Age Range
	Unduplicated #
	% to Total Unduplicated #
	Unduplicated #
	% to Total Unduplicated #

	Adults
	
	
	
	

	Youth
	
	
	
	

	Minors/children
	
	
	
	

	                             TOTAL
	
	100%
	
	100%

	Gender
	Unduplicated #
	% to Total Unduplicated #
	Unduplicated #
	% to Total Unduplicated #

	Male
	
	
	
	

	Female
	
	
	
	

	Transgender
	
	
	
	

	TOTAL
	
	100%
	
	100%

	Ethnicity
	Unduplicated #
	% to Total Unduplicated #
	Unduplicated #
	% to Total Unduplicated #

	Hispanic/Latino
	
	
	
	

	Not Hispanic/Latino
	
	
	
	

	TOTAL
	
	100%
	
	100%

	Racial Background
	Unduplicated #
	% to Total Unduplicated #
	Unduplicated #
	% to Total Unduplicated #

	American Indian/Alaskan Native
	
	
	
	

	Native Hawaiian/Other Pacific Islander
	
	
	
	

	Asian
	
	
	
	

	Black/African American
	
	
	
	

	White
	
	
	
	

	Other Multi-Racial 
	
	
	
	

	Other (specify)
	
	
	
	

	TOTAL
	
	100%
	
	100%


1) Based on current trends of your agency, do you anticipate an increase or a decrease in the number of people who will be served in the 2010-2011 grant year (July 1, 2010 – June 30, 2011)?  (Check one.)
Anticipate increase _____
Anticipate decrease _____

2) Anticipated percentage increase _____
Anticipated percentage decrease _____  (Provide anticipated percentage increase or decrease.)
3) Do you anticipate a change in client demographics for the grant year 2010-2011?  

Yes _____
   No _____
4) Is interpretive service needed?  Yes _____      No ______

5) If yes, for which languages? ___________________________________________________________________________
6) List the interpretive service(s) provided by the program.  
      ___________________________________________________________________________
Note: Questions 7 & 8 – 2 page maximum to answer both questions.

7) How/where does the program access the additional and/or outside interpretive service or other services that may be required to serve individuals and families of different cultures?  How does the agency address and meet other cultural competency issues?  (Use space provided.)
8) Please explain any increases, decreases or changes in questions 1-3 above. 
SECTION IV – 15 POINTS

Budget Information

D. BUDGET (2 page maximum on budget narrative.)

INSTRUCTIONS:  Information provided should include only income that is associated with your organization’s homeless or near-homeless programs.

       Funding Sources Current Year
                            Projected Funding Sources Fiscal Year 

                    (NHAP 2009-2010)


                                (NHAP 2010-2011)

	Source
	Dollars
	
	Source
	Dollars

	ESG 
	
	
	ESG
	

	HSATF
	
	
	HSATF
	

	Other Federal:
	
	
	Other Federal:
	

	1.  Comm. Ser. Block

     Grant
	
	
	1.  Comm. Ser. Block

     Grant
	

	2. FEMA
	
	
	2. FEMA
	

	3. NHHS
	
	
	3. NHHS
	

	4.
	
	
	4.
	

	NE Comm. On Law Enforcement & Crim. Justice (NCLECJ)
	
	
	NE Comm. On Law Enforcement & Crim. Justice (NCLECJ)
	

	1.
	
	
	1.
	

	2.
	
	
	2.
	

	Mental Health Region
	
	
	Mental Health Region
	

	Local Government:
	
	
	Local Government
	

	1.
	
	
	1.
	

	2.
	
	
	2.
	

	Foundations:
	
	
	Foundations:
	

	1.
	
	
	1.
	

	2.
	
	
	2.
	

	3.
	
	
	3.
	

	4.
	
	
	4.
	

	Private

(individual donations)
	
	
	Private

(individual donations)
	

	Fees
	
	
	Fees
	

	Other: (Specify Source)
	
	
	Other: (Specify Source)
	

	1.
	
	
	1.
	

	2.
	
	
	2.
	

	3.
	
	
	3.
	

	4.
	
	
	4.
	

	TOTAL ANNUAL

INCOME
	
	
	TOTAL ANNUAL INCOME
	


Program Expense

Note:  Information provided should include only expenses that are associated with your organization’s homeless or near-homeless programs. Applications for NHAP funding that include more than 50 percent for the homeless prevention category must provide an explanation of what other agencies and programs are adequately addressing the needs of persons in the service area that are homeless.

	
	NHAP Request
	Other Sources
	Total Budget

	A. Facility Operations:
	
	
	

	
  Personnel 

         (For Intake & General Supervision)
	
	
	

	      Fringe Costs (Not to exceed 25% of 

         personnel costs)
	
	
	

	
Contract Personnel
	
	
	

	
Hotel/Motel Vouchers for


Emergency Shelter
	
	
	

	
Facility Occupancy: (Includes Rent, Maintenance, Utilities, Insurance, Phone, Security.)
	
	
	

	
Furnishings & Equipment 
	
	
	

	
Audit (Portion that applies to homeless &    

         near homeless program)
	
	
	

	
Staff Travel
	
	
	

	
Conferences/Training (Homeless & 

         Near-homeless only)
	
	
	

	
Other
	
	
	

	

	
	
	

	TOTAL SECTION A.
	
	
	

	B. Client Services:
	
	
	

	
  Personnel 

         (For Case Management & Client Services to  

         Homeless Persons)
	
	
	

	      Fringe Costs (Not to exceed 25% of 

         personnel costs)
	
	
	

	
Contract Personnel 
	
	
	

	
Client Transportation
	
	
	

	
Client Child Care
	
	
	

	
Client Medications
	
	
	

	
Client Food
	
	
	

	
Other
	
	
	

	

	
	
	

	TOTAL SECTION B.
	
	
	


	
	NHAP Request
	Other Sources
	Total Budget

	C. Homeless Prevention:
	
	
	

	
Personnel (For Case Management & 

         Counseling to Near-Homeless Persons)
	
	
	

	       Fringe Costs (Not to exceed 25% of 

          personnel costs)
	
	
	

	
Utilities Arrearage
	
	
	

	
Rent Arrearage
	
	
	

	
Mortgage Arrearage
	
	
	

	
Security Deposit
	
	
	

	       Contract Personnel
	
	
	

	
Other
	
	
	

	TOTAL SECTION C.
	
	
	

	D. Rehabilitation/


New Construction:
	NHAP Funds
	Other Sources
	Total Budget

	
Plumbing
	
	
	

	
Mechanical
	
	
	

	
Electrical
	
	
	

	
Carpentry
	
	
	

	
Roofing
	
	
	

	
Siding
	
	
	

	
Painting
	
	
	

	
Other
	
	
	

	

	
	
	

	
	
	
	

	TOTAL SECTION D.
	
	
	


	
	NHAP Funds
	Other Sources
	Total Budget

	TOTAL SECTION A

Facility Operations Total
	
	
	

	TOTAL SECTION B

Client Services Total
	
	
	

	TOTAL SECTION C

Homeless Prevention Total
	
	
	

	TOTAL SECTION D Rehabilitation/New

Construction Total
	
	
	

	GRAND TOTAL
	
	
	


BUDGET INSTRUCTIONS:  2 page maximum
The budget information provided should include only income and expenses that are associated with your organization’s homeless and near-homeless programs.

1) The budget narrative/description must describe how line item amounts were determined (Example: Operations - 40 percent of monthly rent of $540.00 = $216.00/month x 12 months = $2,592.00).

2) Explain other Federal, State or County (public) funds that are provided to support agency programs.

3) Explain the private, corporate, or foundation sources of cash funds or in-kind services the agency has developed or will develop in the next year.

4) Explain the type of general public fundraising the agency does.

5) Does the agency or Board of Directors have a written fundraising or strategic plan that is updated annually?

SECTION V – 15 POINTS

Effectiveness Measures – Program Outcomes & Impact

E. PROGRAM OUTCOMES AND IMPACT (3 page maximum)

1) What are the successes and challenges of the program in making a difference in the lives of individuals and families served?  How does the agency build on successes and address challenges?  How does the agency work to overcome challenges and barriers in order to create a measure of change in the lives of individuals and families served?

2) Are there clients who need services and currently are not receiving services?  
Yes _____
No _____

3) Briefly explain.  If “Yes”, how is the gap being filled?  If “No”, explain how the service is still needed.
[BEGIN NARRATIVE ON NEXT PAGE.]
SECTION VI – 10 POINTS

Continuum of Care – Community Outcome

F. CONTINUUM OF CARE (2 page maximum)

Explain how this program fits into the regional Continuum of Care Exhibit 1 and other applicable strategic plans. Utilize data and information from the regional Continuum of Care Exhibit 1 and the gaps analysis. The Exhibit 1 is a plan developed by the regional Continuum of Care and is used to reflect regional needs in Nebraska’s five-year Consolidated Plan submitted to the Department of Housing and Urban Development.  The Exhibit 1 identifies services and housing, both available and planned.  The plan also identifies gaps in services and housing. To access a regional Exhibit I from the 2009 Continuum of Care national competition, contact NHAP Program Specialist Charles Coley at charles.coley@nebraska.gov.
1. How many meetings did your regional Continuum of Care hold in the past 12 months (January 2009-December 2009)?  _______________

2. How many meetings were you able to attend and participate in?  _________________

3. How would you best describe the agency’s/organization’s involvement in the regional and state Continuums of Care?

4. Explain how partnerships (formal or informal) or collaborations with other agencies benefit your agency and individuals and families served.

5. How would you describe your proposed program’s role in your regional Continuum of Care gaps analysis for fiscal year 2009?
6. Describe the most significant activity that your regional Continuum accomplished in the past year (January 2009-December 2009) and your agency’s role in that success.
7. In what other community planning efforts does this program participate?

CERTIFICATIONS

HMIS – 9 points; Drug Free 1 point

A. Continuum of Care:

      A Continuum of Care promotes a coordinated, strategic planning approach for programs that assist families and individuals who are homeless. Continuums of Care have seven fundamental components:

1) Homeless prevention

2) Intake/outreach/assessment

3) Emergency shelter

4) Transitional programs with supportive services

5) Permanent housing available to persons who are moving out of homelessness

6) Permanent housing with permanent supportive services

7) Support services for persons who are homeless.
By signing this certification page the applicant agrees to participate in regional and sub-regional Continuums of Care.  The applicant agrees to support the activities related to the fundamental components of the Nebraska Continuum of Care; pledges to be an active member in the regional Continuum of Care; and is committed to being an active participant in developing a regional comprehensive plan to address the needs of people who are homeless and near homeless.  Through active participation in the regional and sub regional Continuums of Care, the applicant participates in the Nebraska Continuum of Care.

B. Homeless Management Information System (HMIS) & Data Collection.
A Homeless Management Information System is a reporting system for agencies who work with people who are homeless and near homeless.  The McKinney-Vento Act, as summarized in a Report to Congress, requires and/or encourages collecting, analyzing, and reporting data.  The Department of Housing and Urban Development (HUD) required implementation of an HMIS by October of 2004.  As a result of the requirement, the Nebraska Management Information System (NMIS) formed a 501 (c) (3) to conduct activities to comply with the HUD reporting requirement.  Domestic Violence agencies have a parallel unduplicated count within the domestic violence coalition that is part of the HMIS reporting process.  See HUD HMIS Data and Technical Standards – Final Notice (45923 Federal Register/Vol. 69, No. 146/Friday, July 30, 2004/Notices) for reporting requirements.
Respond to the following questions:

1.  How many HMIS/ServicePoint user licenses does your agency have for the homeless and/or near homeless program(s)?  _______________  (ServicePoint users only)
2.  Does the agency and system administrator have a process to review for data integrity (i.e., 
     null fields), thereby ensuring null values of 5 percent or less?  (ServicePoint & D.V. grantees)
      Yes  _____    No  _____

3. Has your system administrator resolved duplication of persons who are homeless and/or near homeless and served by your agency?     Yes _____     No  _____  (ServicePoint & D.V. grantees)
[Note: ServicePoint or DV system entries may have duplicated entries.  Check with the ServicePoint System Administrator for your region to make sure the agency data has been purged of duplicate entries.]

As a recipient of NHAP grant funds, agencies are required to participate in statewide collection of data on people who are homeless and near homeless.  The applicant must agree to provide information as requested so that the State can compile information about homeless persons (and the services provided by organizations to people who are homeless).  The State is required to collect this information in order to be eligible to receive Federal funding for housing and homeless programs via the U.S. Department of Housing and Urban Development.  Any information provided by the applicant organization will be kept confidential to protect persons who receive services.  By signing this certification, the applicant indicates intent to participate.  Domestic Violence grantees meet this requirement by participating via an MOU with the NE Domestic Violence Sexual Abuse Coalition.
C.  AGREEMENT TO OPERATE A DRUG-FREE WORKPLACE STATEMENT

The applicant assures the Department of Health and Human Services that the agency operates a drug-free workplace in accordance with Nebraska State guidelines.  The applicant assures that a drug-free workplace policy has been implemented.  Attach copy of agency policy. 

I understand that by signing the Certification form that the applicant will comply with these guidelines and requirements and if not signed, this application cannot be considered for funding.

Name  _______________________________________________

            Signature of Executive Director/CEO of Organization

Title   _______________________________________________

Date   _______________________________________________
PAGE  
xxvii

