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CoC NEW PROJECT PRE-APPLICATION

Louisville Metro Continuum of Care 2007-2008 Process

for grants to be funded beginning 2009-2010

Every year the federal government authorizes the U.S. Dept. of Housing and Urban Development (HUD) to provide funding to communities across the country through their Continuum of Care (CoC) competition to reduce and eliminate homelessness.  The Coalition for the Homeless, Inc. has been coordinating Louisville Metro’s CoC process since 1997.

HUD provides funding for three homeless assistance programs: the Supportive Housing Program (SHP), Shelter + Care (S+C), and SRO Moderate Rehabilitation (SRO).  HUD releases its application criteria during its “SuperNOFA (notice of funding availability)” time frame.  Louisville Metro’s CoC process determines community priorities, maximizes resources, evaluates renewal projects, and calculates what money might be available for new projects. Funding for new projects is extremely limited.

2008 New Projects

New project funding will not be available until fiscal year 2008-2009.  As a new project, your agency will be required to complete two documents:

1. Complete and submit TEN Copies of the 2008-2009 CoC New Project Pre-application along with the following:

a. Signed CoC Funding Policy (One Copy)

b. Agency Audit (One Copy)

c. Any feedback from monitoring visits for SHP, CDBG, ESG or HOPWA funds (One Copy)

d. HUD logic model (Ten Copies)    NOT REQUIRED AT THIS TIME
e. Agency Diversity Policy (One Copy)

f. 3 Letters of Recommendation/Support from one or more of the following types of agencies:

i. City government

ii. An agency serving the homeless population

iii. An agency within the community ministry network

iv. An agency participating in the Continuum of Care process

1. A list of these agencies can be obtained from The Coalition for the Homeless

2. Complete and submit the official HUD application materials after the SuperNOFA is released

Please do not change the format of the pre-application unless you need more space to answer a question.

EACH new project under the 2008 SuperNOFA must send this application by EMAIL to Mary Frances Schafer (mfschafer@louhomeless.org) Wednesday May 21, 2008  TEN PAPER copies of EACH submission must also be mailed or hand delivered to The Coalition office (1115 S. 4th Street, 3rd floor, Louisville KY 40203) on wEDNESDAY MAY 21, 2008 BY 4:00 PM.
LATE SUBMISSIONS WILL NOT BE CONSIDERED FOR FUNDING.

Coalition for the Homeless staff or members of the CoC Advisory Group may request clarifying information after the proposal deadline.

If you have any questions about the HUD Supportive Housing Program, this form or other items requested, contact Mary Frances Schafer at The Coalition at (502) 589-0190 ex 14.

NEXT STEPS IN PROCESS: 

1. New project pre-applications due back by 5/21/08.

2. CoC Advisory Group reviews new project pre-applications and gives feedback to agencies.

3. CoC New Projects present to community on 6/9/08.
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CoC NEW PROJECT PRE-APPLICATION

Louisville Metro Continuum of Care 2008-2009

for grants to be funded beginning 2009 -2010

	Grantee:

     




	Project Sponsor:
Project Name:               

     
     



Check the component for the program on which you are reporting.

	Supportive Housing Program (SHP)


	Shelter Plus Care (S+C)
	Section 8 Moderate Rehabilitation

	 FORMCHECKBOX 
Transitional Housing 
	 FORMCHECKBOX 
Tenant-based Rental Assistance (TRA)
	 FORMCHECKBOX 
 Single Room Occupancy 

(Sec. 8 SRO)

	 FORMCHECKBOX 
Permanent Housing for Homeless Persons with Disabilities
	 FORMCHECKBOX 
Sponsor-based Rental Assistance (SRA) 

 FORMCHECKBOX 
Project-based Rental Assistance (PRA)
	


	 FORMCHECKBOX 
Safe Haven
	 FORMCHECKBOX 

Single Room Occupancy (SRO)
	

	 FORMCHECKBOX 
Innovative Supportive Housing
	
	

	 FORMCHECKBOX 
Supportive Services Only
	
	

	 FORMCHECKBOX 

HMIS
	
	


	TOTAL PROGRAM COST


	$ _________________ for all years
	$ __________________ for one year

	TOTAL CoC REQUEST
	$ _________________ for all years
	$ __________________ for one year

	REQUESTED TERM OF GRANT (# of years)
	*# ______________________

* Term could be limited due to community’s pro rata share and/or other factors.

	Ratio of services costs to housing costs (based only on SHP budget):
	                                                                        Breakdown for ONE YEAR
__________% to __________%      $__________Leasing               $__________Sup. Serv.

Housing          Supp. Services  

                                                       $__________Operations              $__________HMIS

                                                       $__________New Construction   $__________Admin.



	CONTACT PERSON


	

	 TELEPHONE, FAX AND EMAIL


	

	PROGRAM LOCATION (address of housing/service)


	


Will your proposed project use an existing homeless facility or incorporate activities that you are currently providing? 

Yes _____
No _____

EXISTING FACILITIES (SHP Only)

If you checked yes to the previous question, check one or more of the activities below that describe your proposed project. (Facilities that you are currently operating and activities you are currently undertaking to serve homeless persons may only receive SHP funding for the four purposes listed below.)

My project will:

	_____
	Increase the number of homeless persons served.

	_____
	Provide additional supportive services for residents of supportive housing and/or homeless persons not residing in supportive housing.

	_____
	Bring existing facilities up to a level that meets state and local government health and safety standards.

Please explain:



	_____
	Replace the loss of nonrenewable funding from private, Federal, or other sources (except from the state or local government), which will cease on or before the end of 2009.  By law, no SHP funds may be used to replace state or local government funds previously used, or designated for use, to assist homeless persons [see 24 CFR 583.150(a)]




If the fourth box is checked, you must fully describe the following in order to be eligible for funding. 



Please use a separate sheet of paper for your explanation.

1. The source of the nonrenewable funding, indicating that it is not under the control of the State or local government.

2. Why it is nonrenewable.

3. When it will cease.

4. Document the specific steps you took to obtain other funding, why there are no other sources of funding and why, without the SHP assistance, the activity will cease.

BEDS

How many client beds will be available in this project?


Number of Beds:
      






HMIS

Do you anticipate having the capacity to enter client data into the HMIS system?

____ Yes
____ No

Will you need assistance with establishing HMIS within your agency?


____ Yes
____ No

What do you anticipate to be your total HMIS expenses and what will be your source of funding for this expense?  $ ______________

Funding sources: 
_____
SHP funds included in this grant request
_____
Other sources: ______________________________ 

PROGRAM POPULATIONS: Check all that apply
___ Single women




___ Two-parent families



___ Single men





___ Pregnant and parenting teens

___ Couples w/out children



___ Persons with mental health & substance abuse disabilities

___ GLBTQ population




___ Persons with HIV/AIDS

___ Unaccompanied youth




___ Mothers with children




___ Accompanied male youth over the age of 12 

___ Fathers with children


___ Veterans





___ Domestic violence survivors



___ Chronic homeless* ____% of total projected population


* HUD defines a chronically homeless person as an unaccompanied homeless individual with a disabling condition who has either been continuously homeless for a year or more or has had as least four episodes of homelessness in the past three years.  
Program Subpopulation: Check the appropriate categories only if the program exclusively targets the subpopulation.

___ Only domestic violence victims

___ Only persons with mental health and/or substance abuse

___ Only persons living with HIV/AIDS

___ Only veterans

PROGRAM ABSTRACT: Write a general description of the program including geographic location; problem or need the program addresses; how the program delivers services to its clients; how the program addresses major client barriers; and how the program ensures that clients are systematically assessed for and enrolled in mainstream benefits.  State the mainstream benefits your clients’ will pursue.
ADDRESSING CLIENT DIVERSITY:

Please provide your agency’s Diversity Policy as an attachment to this pre-application
Do you provide interpreters for clients as needed? ___Yes
___No



Is your facility handicapped accessible?  ___ Yes ___ No

PROGRAM LINKAGES: Identify other programs or agencies that provide supplementary services for your program participants.  How will the clients access these services?  Do you have a formal partnership with another agency or will they be trying to access services available to the public in general? Please provide a list of all those you anticipate providing supplementary services for your program participants. (Count all linkages with individual programs not just linkages with agencies – for example: List TANF, Food Stamps, Medicaid, etc. separately. Do not simply list the Department of Family Services.)

· Total # of anticipated linkages: __________

PROGRAM EXPERIENCE: Describe your agency’s or your staff’s experience with federal funding.

List each partner involved with this program and describe their experience with housing and services, including the number of years of experience in the type of activities being proposed:

PROGRAM Projection

1.  Projected Level of Persons to be served at a given point in time
	          
	                       Projected Level
	Number of      Singles Not

in  Families 
	Number of Adults in Families 
	Number of Children

in Families
	Number of Families

	a
	Persons to be served at a given point in time
	     
	     
	     
	     


2. Length of Stay in Program.  What is the projected length of stay of clients in your program?

	
	All
	Ch

	a.
	Less than 1 month
	     
	     

	b.  
	1 to 2 months
	     
	     

	c.
	3 - 6 months
	     
	     

	d.
	7 months - 12 months
	     
	     

	e.
	13 months - 24 months 
	     
	     

	f.
	25 months - 3 years
	     
	     

	g.
	4 years - 5 years
	     
	     

	h.
	6 years - 7 years
	     
	     

	i.
	8 years - 10 years
	     
	     

	j.
	Over 10 years
	     
	     


3a. Supportive Services.  Which services will your program provide for clients?

	
	

	a.







a.
	Outreach
	     

	b.
     
	Case management
	     

	c.
 
	Life skills (outside of case management)
	     

	d.
	Alcohol or drug abuse services
	     

	e.
	Mental health services
	     

	f.
	HIV/AIDS-related services
	     

	g.
	Other health care services
	     

	h.
	Education
	     

	i.
	Housing placement
	     

	j.
	Employment assistance
	     

	k.
	Child care
	     

	l.
	Transportation
	     

	m.
	Legal
	     

	n.
	Other (please specify)
	     


3b. Which of these services will be paid for by this grant?

	
	

	a.







a.
	Outreach
	     

	b.
     
	Case management
	     

	c.
 
	Life skills (outside of case management)
	     

	d.
	Alcohol or drug abuse services
	     

	e.
	Mental health services
	     

	f.
	HIV/AIDS-related services
	     

	g.
	Other health care services
	     

	h.
	Education
	     

	i.
	Housing placement
	     

	j.
	Employment assistance
	     

	k.
	Child care
	     

	l.
	Transportation
	     

	m.
	Legal
	     

	n.
	Other (please specify)
	     


4. DOWNLOAD HUD’s “logic model” FROM COALITION WEBSITE.  COMPLETE LOGIC MODEL AND SUBMIT WITH PRE-APPLICATION. (www.hud.gov)  NOT REQUIRED AT THIS TIME
SHP 1-YEAR BUDGET SUMMARY

	ACTIVITY
	One-Year

HUD SHP

Request
	All Other

Funds
	Total 1-Year

Activity Cost

	A. Operations Staff***
	
	
	$

	B. Supportive Services Staff**
	
	
	$

	C. Operations Non-staff***
	
	
	$

	D. Supportive Services Non-staff**
	
	
	$

	E. Acquisition, Rehab, New Construction*
	
	
	$

	F. Leasing
	
	
	$

	G. HMIS****
	
	
	$

	H. Administrative Costs*****
	
	
	$

	TOTALS
	$
	$
	$


	Sources of other Funds
	1-Year amount

	
	

	
	

	
	

	
	

	
	

	TOTAL
	$


*By law, SHP funds can be no more than 50% of the total acquisition, rehabilitation, and new construction budget. Leasing dollars do NOT have to be matched.

** By law, SHP funds can be no more than 80% of the total supportive service budget.

***By law, SHP can pay no more than 75% of the total operating budget. 

****By law, SHP can pay no more than 80% of the total HMIS budget.

*****Applicants may request up to 5% of each project award for administrative costs, such as accounting for the use of the grant funds, preparing HUD reports, obtaining audits, and other costs associated with administering the grant.  State and local government applicants and project sponsors must work together to determine the plan for distributing administrative funds between applicant and project sponsor (if different). 

Please list any HUD McKinney-Vento Act Awards announced prior to 2008 that are not yet under contract and the reason for delay.

If your agency returned money from any CoC grant in the last two years please list the grant name, grant number, $ amount returned and what % of the received HUD funds this was, and reason for return.

SHP OPERATIONS COSTS One-Year Budget Detail

These costs must be matched at a rate of 25%

	ACTIVITY:
	#FTE
	1-yr SHP request
	All other funds
	Total 

1-yr Costs

	Salaries + fringe benefits (list position titles):


	
	
	
	

	TOTAL STAFF COSTS
	
	
	
	

	Non-staff operations costs by budget line item (provide detailed itemization of costs):

Maintenance, Repair

Utilities

Equipment (lease/buy)

Supplies (quantity)

Insurance 

Furnishing (quantity)

Relocation (no. of persons)

Food

Other: ___________________

Other: ___________________

	
	
	
	

	TOTAL NON-STAFF COSTS
	
	
	
	

	TOTAL OPERATION COSTS
	
	
	
	


SHP SUPPORTIVE SERVICES COSTS One-Year Budget Detail

These costs must be matched at a rate of 20%

	ACTIVITY:
	#FTE
	1-yr SHP request
	All other funds
	Total 1-yr Costs

	Salaries + fringe benefits (list position titles):

	
	
	
	

	TOTAL STAFF COSTS
	
	
	
	

	Non-staff supportive services costs by budget line item (please provide detailed itemization of costs):

Outreach

Case management

Life Skills (outside of Case Management)

Alcohol and drug abuse services

Mental health and counseling services

HIV/Aids Services

Health related and home health services

Education and instruction

Employment assistance

Child care

Transportation

Follow-up (transitional housing programs only)

HMIS expenses

Other: ________________________


	
	
	
	

	TOTAL NON-STAFF COSTS
	
	
	
	

	TOTAL SERVICES COSTS
	
	
	
	


SHP Leasing Budget (All SHP Projects with Leasing)
	Leased Unit(s) for Housing and/or Services

	a. Name of metropolitan or non-metropolitan Fair Market Rent (FMR) area:   

         Louisville, KY-IN HUD Metro FMR 

	c. Size of Units
	d. Number

of Units
	e. HUD Paid

Amount
	f. Number of Months
	g. Totals

	SRO
	
	
	
	$

	0 Bedroom
	
	
	
	$

	1 Bedroom
	
	
	
	$

	2 Bedrooms
	
	
	
	$

	3 Bedrooms
	
	
	
	$

	4 Bedrooms
	
	
	
	$

	Other:  ​​​​​_____
	
	
	
	$

	h. Totals:
	
	
	
	


SHP HMIS COSTS One-Year Budget Detail

These costs must be matched at a rate of 80%

	ACTIVITY:
	#FTE
	1-yr SHP request
	All other funds
	Total 1-yr Costs

	Personnel 

Data analysis:


	
	
	
	

	TOTAL HMIS PERSONNEL COSTS
	
	
	
	


SHP CAPITAL COSTS One-Year Budget Detail

These costs must be matched at a rate of 100%

	ACTIVITY:
	#FTE
	1-yr SHP request
	All other funds
	Total 1-yr Costs

	Salaries + fringe benefits (list position titles):


	
	
	
	

	TOTAL STAFF COSTS
	
	
	
	

	Non-staff capital costs by budget line item (provide detailed itemization of costs):

Acquisition

Rehabilitation

New construction

Real property leasing (# of units)

	
	
	
	

	TOTAL NON-STAFF COSTS
	
	
	
	

	TOTAL CAPITAL COSTS
	
	
	
	


PROGRAM LEVERAGE: On the chart below please list all available match and leveraging resources for your renewal program over the life of the program.  NOTE: HUD is looking for $2 in leverage for every $1 requested.
Leveraged resources can include: funding or in-kind contributions, such as services or equipment.  Partners providing the leverage may be governmental entities, public or private nonprofit organizations, for-profit private organizations, individuals or other entities willing to partner with you.

· In the first column enter the type of contribution being leveraged by the proposed program.  Types of contributions could include cash, buildings, equipment, materials, and services, such as transportation, health care, and mental health counseling.

· In the second column enter the source of this contribution.

· In the third column enter the total dollar amount for three years of this contribution to your program and also list a one year total amount for each contribution.

· Insert rows as needed.

	Match/Leverage Source
	Budget Category

(leasing, operations, Services, HMIS)
	Description of Resource
	Value ($)



	EX: Division of Mental Health
	Services
	Salary of 1.5 FTE Mental Health Counselors
	$51,500/$17,166

	EX: Individual Donations
	Operations (Furniture)
	Bedroom furniture donation from Holy Name church (10 apts.)
	$5,000/$1,666

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


What is the ratio of leverage to your CoC request? ____________

**Remember the points you can earn just with leverage: 


14 pts. =more than 2 to 1

8 pts. =1.58 to 1.18
2 pt.  =.35 to .01


12 pts. =2 to 1


6 pts. =1.17 to .77
0 pts. =0


10 pts. =1.99 to 1.59 

4 pts. =.76 to .36

OTHER

Does your agency participate in the Continuum of Care monthly meetings?  ____ Yes
____ No

If so, who is your agency’s delegate and alternate representatives? ________________________________________________

______________________________________________________________________________________________________
ATTACHMENTS

Remember, you must submit the following documents as part of your 2008-2009 CoC New Project Pre-application, in order to be eligible for funding consideration.  Please attach the following with this completed document:

a. Signed CoC Funding Policy

b. Agency Audit

c. Any feedback from monitoring visits for SHP, CDBG, ESG, or HOPWA funds or other HUD programs

d. HUD logic model NOT REQUIRED AT THIS TIME
e. Agency Diversity Policy

f. 3 Letters of Recommendation/Support from one or more of the following types of agencies:

a. City government

b. An agency serving the homeless population

c. An agency within the community ministry network

d. An agency participating in the Continuum of Care process

i. A list of these agencies can be obtained from The Coalition for the Homeless
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