REQUEST FOR PROPOSALS FOR PERMANENT SUPPORTIVE HOUSING

FILLABLE DOCUMENTS
PROPOSAL CHECKLIST
	
	(

	A. Project Summary Form (See Attachment 1)
	

	B. Project Information and Description – 2 pages
	

	C. Property/ies – 4 pages
	

	D. Supportive Services – 4 pages
	

	E. Experience of Recipient/Sub and Partners – 4 pages
	

	F. Budget Forms (see Attachments 2 -4); Sources/Uses if proposing rehabilitation or new development
	

	G. Project Match and Leverage Documentation 
	

	Documentation of 501c3 Status – WITH ORIGINAL PROPOSAL ONLY (Appendix 5)
	


III.D -- SUPPORTIVE SERVICES CHART
	
	Daily
	Wkly
	Bi-monthly
	Monthly
	Quarterly
	Bi-weekly
	Does Not Apply

	Annual Assessment of Services Needs

	
	
	
	
	
	
	

	Assistance with Moving Costs
	
	
	
	
	
	
	

	Case Management
	
	
	
	
	
	
	

	Child Care Operations and Vouchers
	
	
	
	
	
	
	

	Education Services
	
	
	
	
	
	
	

	Employment Assistance and Job Training
	
	
	
	
	
	
	

	Food (meals or groceries for program participants)
	
	
	
	
	
	
	

	Housing Search and Counseling
	
	
	
	
	
	
	

	Legal Services
	
	
	
	
	
	
	

	Life Skills Training
	
	
	
	
	
	
	

	Outpatient Mental Health Services
	
	
	
	
	
	
	

	Outpatient Health Services
	
	
	
	
	
	
	

	Outreach Services
	
	
	
	
	
	
	

	Outpatient Substance Abuse Treatment Services
	
	
	
	
	
	
	

	Transportation
	
	
	
	
	
	
	

	Utility Deposits
	
	
	
	
	
	
	


III. E -- EXPERIENCE NARRATIVES

PREVIOUS HUD GRANTS

	Project Name
	Competition Yr Awarded
	# Years Operating
	HUD-issued Grant No.
	Total Grant Awarded
	Remaining funds (balance)

	
	
	
	
	
	



III. F – PROJECT MATCH AND LEVERAGE DOCUMENTATION

	Type 
	Contributor
	Source
	Date of Commitment (if applicable)
	Value of Commitment

	(Cash or in-kind)
	(Name of organization)
	(Private or Government)
	(Date of commitment letter/MOU)
	(Dollar value of commitment)

	
	
	
	
	

	Total
	


ATTACHMENT 1
PROJECT SUMMARY FORM 
City of Philadelphia
Office of Supportive Housing
2016 HUD Continuum of Care Homeless Assistance Program – New Permanent Supportive Housing
Agency/Organization:___________________________________________________________________

Title of Project________________________________________________________________________

Brief Description of Project: (Identify targeted homeless population)

____________________________________________________________________________________

Location of Project/Areas Affected by Project: ______________________________________________

Type of Housing Funding Requested:  ________ Leasing     _______ Rental Assistance      _____ N/A

If requesting Rental Assistance, which type is requested (check only one):

_____ Tenant-Based      _______ Sponsor-Based   ________ Project-Based  


Is this project:  ________ New 
_________ Expansion of Existing Project   ______ Development

Households to be Served (point in time):  _____

Total Number of Program Participants to be Served (point in time): ______

BUDGET REQUEST

	
	1 year of funding

	New Construction*
	

	Acquisition
	

	Rehabilitation*
	

	Rental Assistance 
	

	Leasing 
	

	Supportive Services
	

	Operating
	

	SubTotal 
	

	Administration (10%) 
	

	Total 
	


*if requesting new construction of rehabilitation funding, please attach a sources and uses budget
Contact Person:___________________________________  Title: _______________________________

Phone: ______________________  Email Address:___________________________________________

ATTACHMENT 2
HOUSING ASSISTANCE BUDGET FORMS

Please check one:

______ Requesting Leasing Funding  
______Requesting Rental Assistance Funding

FORM A:

	Name of metropolitan or non-metropolitan FMR area:  DE-Philadelphia, Camden, Wilmington

	Address of structure where units will be leased (if known):



	Unit size
	No. of units
	2016 FMR
	No. of months
	Total rent budget
	Requested Amount
	Match*

	SRO
	
	x
$623
	x     12
	= $
	= $
	+ $

	0-bedrm (efficiency)
	
	x
$830
	x     12
	= $
	= $
	+ $

	1-bedrm
	
	x
$1,003
	x     12
	= $
	= $
	+ $

	2-bedrm
	
	x
$1,210
	x     12
	= $
	= $
	+ $

	3-bedrm
	
	x
$1,502
	x     12
	= $
	= $
	+ $

	4-bedrm
	
	x
$1,659
	x     12
	= $
	= $
	+ $

	
	
	
	TOTALS:
	
	= $
	+ $


Only one Form A is needed if program is “scattered-site”, or if you have only one identified address at which units will be leased.  However, if you have more than one identified address at which units will be leased, duplicate this form and use one per address.

FORM B  - LEASING PROGRAM SPACE ONLY:  

Form B should be filled out only if you will lease a structure or portion of a structure for which an FMR is not applicable.  If you have more than one address where this applies, duplicate this form.

	Structure #___
	Monthly Leasing Cost
	Number of Months
	Total Rent Budget
	Requested Amount
	Match*

	
	$
	x        12
	=  $
	= $
	+ $

	Structure Address:   


If you use Form B, you must provide a narrative in the space below that explains why it is necessary for your program to lease a structure that can not have an FMR applied to it.

The CoC program allows you to request 100% of your leasing costs, with no match required, as long as costs do not exceed Fair Market Rents.  You may elect, however, to request less than 100% and if so, indicate how much in this column.

* Cash match for leasing costs is not required;  25% match is required for rental assistance requests.

ATTACHMENT 3
SUPPORTIVE SERVICES BUDGET FORM

	
	

	   SUPPORTIVE SERVICES BUDGET


	Funding Request

	Service Activity:
	Annual Assessment of Service Needs
	

	Quantity:
	
	

	Service Activity:
	Assistance w/ Moving Costs
	

	Quantity:
	
	

	Service Activity:
	Case Management
	

	Quantity:
	
	

	Service Activity:
	Child Care Operations and Vouchers
	

	Quantity:
	
	

	Service Activity:
	Education Services
	

	Quantity:
	
	

	Service Activity:
	Employment Assistance and Job Training
	

	Quantity:
	
	

	Service Activity:
	Food (meals or groceries for program participants)
	

	Quantity:
	
	

	Service Activity:
	Housing Search and Counseling
	

	Quantity:
	
	

	Service Activity:
	Legal Services
	

	Quantity:
	
	

	Service Activity:
	Life Skills Training
	

	Quantity:
	
	

	Service Activity:
	Outpatient Mental Health Services
	

	Quantity:
	
	

	Service Activity:
	Outpatient Health Services
	

	Quantity:
	
	

	Service Activity:
	Outreach Services
	

	Quantity:
	
	

	Service Activity:
	Outpatient Substance Abuse Treatment Services
	

	Quantity:
	
	

	Service Activity:
	Transportation
	

	Quantity:
	
	

	Service Activity:
	Utitlity deposits
	

	Quantity:
	
	

	TOTAL 
	
	


Please use the “quantity” fields above to provide a brief detailed narrative to explain how you arrived at the funding request, e.g. Salary/fringes for 1 FTE Case Manager.
ATTACHMENT 4
OPERATING BUDGET FORM

	
	

	   OPERATING BUDGET


	Funding Request

	Service Activity:
	Maintenance/Repair
	

	Quantity:
	
	

	Service Activity:
	Property Taxes and Insurance
	

	Quantity:
	
	

	Service Activity:
	Replacement Reserve
	

	Quantity:
	
	

	Service Activity:
	Building Security
	

	Quantity:
	
	

	Service Activity:
	Electricity, Gas, and Water
	

	Quantity:
	
	

	Service Activity:
	Furniture
	

	Quantity:
	
	

	Service Activity:
	Equipment (lease, buy)
	

	Quantity:
	
	

	
	TOTAL
	


Use the quantity section to provide detail regarding the request, e.g. electricity @ $500/month x 12 months.

If you are awarded funds for this project, the operating costs are renewable at the end of the initial grant term, but the amount you can receive in those renewal years will be capped at whatever you request initially.  Please use the “quantity” fields above to explain how you arrived at the amounts in your budget. 

