	      Agency:
	

	Program:
	



Program Update Form 
July 1, 2017 – June 30, 2018
Agency: _____________________________ 
Program: ____________________________

Location Address: _______________________________________________________
This form should be completed for each RENEWAL program.

The Program Description Update Form includes changes in your program since last year’s application or proposed changes for the July 17, 2017 – June 30, 2018 timeframe. 
A. Program Information
1. All Programs - Summary Description
Program Changes
Provide a description of the changes your program had since last year or proposed changes for the new fiscal year. Mark with “N/A” if there are no changes.
Target Population:  
Complete if you are proposing to make changes to your target population. Mark with “N/A” if there are no changes.
2. Community Behavioral Health System (ADAMH) Collaboration:
Please list specific collaboration activities taking place with this program and the community behavioral health system at the client service level:
3. Employment 
Please list the methods this program utilizes to help facilitate employment opportunities for clients/tenants (include collaborations with external partners):
4. All Programs - Access to Benefits 
Describe how the program links clients to benefits and other income supports for which they may be eligible, including how clients are assessed for potential eligibility for public assistance benefits (food stamps, SSI, Medicaid, etc.) and which staff conducts the assessment and provides benefits linkage assistance: 
5. All Programs - Hours of program operation per day (COMPLETE ONLY OF DIFFERENT THAN LAST YEAR’S SCHEDULE)
Indicate the number of hours of operation per day.  If 24 hours, check the blank or if less than 24 hours indicate the time period (for example 8:00 a.m. to 5:00 p.m.).      

	
	Sunday
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday
	Saturday

	Hours of Operation


	__24 hours

______a.m.

______p.m.


	__24 hours

______a.m.

______p.m.


	__24 hours

______a.m.

______p.m.


	__24 hours

______a.m.

______p.m.


	__24 hours

______a.m.

______p.m.


	__24 hours

______a.m.

______p.m.


	__24 hours

______a.m.

______p.m.




6. All Programs - Number of hours of intake per day (COMPLETE ONLY OF DIFFERENT THAN LAST YEAR’S SCHEDULE)
Indicate the number of hours of intake per day (i.e. hours during which clients can be   

admitted to the program).  If 24 hours, check the blank or if less than 24 hours  

indicate the time period (for example 8:00 a.m. to 5:00 p.m.):

	
	Sunday
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday
	Saturday

	Hours of Intake


	__24 hours

______a.m.

______p.m.


	__24 hours

______a.m.

______p.m.


	__24 hours

______a.m.

______p.m.


	__24 hours

______a.m.

______p.m.


	__24 hours

______a.m.

______p.m.


	__24 hours

______a.m.

______p.m.


	__24 hours

______a.m.

______p.m.




7. All Programs - Staff/Client Ratio Chart.  (COMPLETE ONLY OF DIFFERENT THAN LAST YEAR’S CHART)
Complete the following chart, including both operations and supportive services staff   

(further clarification is noted below the chart).  Please ensure that the information   

noted below corresponds to the proposed Budget.  The number of staff members per shift should reflect the total number of FTEs represented on a given shift, identical to the methodology used on the budget worksheet. (Please see staff type definitions for clarification provided after the table.)
	
	First Shift


	Second Shift


	Third Shift



	Total Program Capacity
	DIRECT SERVICE STAFF on-site
	DIRECT SERVICE STAFF on site
	DIRECT SERVICE STAFF on site

	
	# of staff
	# of FTE
	# of staff
	# of FTE
	# of staff
	# of FTE

	
	
	
	
	
	
	

	
	OPERATIONS STAFF on-site
	OPERATIONS STAFF on-site
	OPERATIONS STAFF on-site

	
	# of staff
	# of FTE
	# of staff
	# of FTE
	# of staff
	# of FTE

	
	
	
	
	
	
	


Direct Service staff is defined as all staff members who work directly with clients to meet goals (case managers, case aides, engagement specialist, client advocates, etc.).

Operations staff is defined as all staff members who do not work directly with clients to meet goals (administrators, maintenance, finance, front desk staff, etc.). 

Please direct any questions about this distinction to CSB staff prior to completion of the Program Description Form.

PERMANENT SUPPORTIVE HOUSING SECTION ONLY
If program is a permanent supportive housing program, please complete the remainder of this Program Description Update Form.  Otherwise, the following questions are not applicable and this Form is complete.
A. Housing Configuration 
Check the appropriate box indicating the supportive housing configuration
 FORMCHECKBOX 

Single Building: project units are housed in a single structure, comprising all or some of the total units in the structure.

 FORMCHECKBOX 

Multiple Buildings, Single Site: project units are housed in multiple buildings located within one apartment complex.

 FORMCHECKBOX 

Multiple Buildings, Multiple Sites: project units are housing in multiple buildings located within two or more apartment sites/complexes.  

B. Staff Availability  
Identify the availability of on-site supportive services staff to meet tenant supportive services needs.  Note: supportive services staff should correspond to the staff identified in the services budget and organizational chart.

 FORMCHECKBOX 

Intensive: on-site supportive services available 24 hours per day, 7 days per week.

 FORMCHECKBOX 

Moderate: on-site supportive services available at least 10 hours per week day and at least 4 hours per weekend day.

 FORMCHECKBOX 

Limited: on-site supportive services available less than 10 hours per week day.

C. Tenant Characteristics
Identify the characteristics of tenants served by the program.

 FORMCHECKBOX 

High Need: more than 60% of tenants have limited functionality

 FORMCHECKBOX 

Medium Need: 30% to 60% of tenants have limited functionality

 FORMCHECKBOX 

Low Need: less than 30% of tenants have limited functionality
In this context limited functionality is defined as moderate symptoms related to the qualifying disability and moderate difficulty in completing activities of daily living and in social and occupational functional (e.g. few friends, ongoing conflicts with peers, ongoing conflicts with staff, lack of identified support system other than professional staff, etc.) which is supported by documentation found in the residents’ individualized housing stabilization plans.
D. Annual HUD PSH Provider Assessment of Service Needs and Utilization Review (HEARTH Requirement):
Describe how this specific assessment tool is being utilized in your program to identify individuals who are 1) interested in and 2) ready for less intensive housing supports:
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