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Supportive Services

O A Supportive Services Only project is defined by DCA to
be a distinct initiative undertaken by a sub-grantee to
provide supportive services directly to “homeless” and “at-
risk” persons (by HUD definition). Services must be
collaborative and available to a network of identified
homeless service agencies throughout the service area.

O Funding for Services projects is being provided using State
funds. Linkages should also be made to applicable
mainstream projects such as SOAR, food stamps, TANF, etc.
DCA awards funds for projects with the overall objective of
assisting them into permanent housing.



Supportive Services
N

O Must set up projects, record services in HMIS

O Clients will be literally homeless or part of a
homelessness prevention project

O Except for aftercare case management, service must be
offered to clients being assisted by other ESG/CoC
providers in the area

O Services must be reasonably accessible...low barriers
to service

O Success stories...show us how your particular service
project is successful in helping to end homelessness



Supportive Services

O

To be eligible for supportive services funding, persons
served, or a majority of persons served, must not also be
housed by another DCA ESG funded project within the same
agency.

Limited to employment, transportation, child care, aftercare
case management, and SSI/SSDI Outreach And Recovery
benefits services.

O Agency must demonstrate that mainstream services are not

O

available for the project.

These projects must be directly connected to projects moving
clients into permanent housing.



Supportive Services + HMIS

O There should be a project on HMIS dedicated to your DCA
ESG-funded Supportive Service project. All household
members that your agency is providing assistance to should
be enrolled and later discharged from the project

(including children).



DCA Housing Status Verification Form

Georgia Department of Community Affairs

PI'D'C!'E HMIS &

E5G Frogram Type for which iz Being Cartifien
0 Emergency Shelter O Supportiee Services Only
£  Hot=i/Motel Vouchers

 for that i . Comp cnn Information section for oach appliceat.

Unisss obterwise noted, Hhw genercl order of priority for abtaining evidencs is third-party decumentotion first, inteks
WoTKar oESRrvations second, and . iffication by the parsen ing G5 i,

Housing Status Documentstion Attached

0 Uving on the street or seesing in & ‘Wrritten referral by ancther housing or service provicer |sitter on
public or private place not desigred referming agency statianery or DA Third Party Verification form)
for, or ordinarily used as & reguiar ‘oR
seping ion for human = DCA Staff Certification form (2 pricrity)
beings (inchuding = car, park, ‘oR
abandoned buikding, bus sttion, ‘Completed DCA S=H Certification farm 3™ priceity)
mirport, or camp ground |
Living in & shefber desigred to ‘Wiritten referral from previous shefter staff, chasitabies organization, or
provide temporany living \SovErmmEnt program [sither on referring agency stationery or DCA
arrangements inchuding congregate Third Party Verification form)
shelters, transitional kousing, and oR
hotels/motsls paid for by & O HMIS shefter record
charitable crganization or oR
Eowvernment program) ‘Completed DCA Staff Certification form (2 priority)

oR

‘Completed DCA S=if Cartification form (3" priority)

Exiting sn institution where the Corumantation must includa one iem from och CoILTN BEoW.
applicant resided for 90 days or less Homeless Status Prics to Imstitistionsl Stay Doecumentation
Bnd resided in 3 place not meant for Institution 1 Discharge papenwork, written
human habitation immedistely ‘Written referral by enother reterral from institution, or BCA
before entering the instituticn housing ar service provider Third Party Verification farm
[either on referring agency showirg detes of institutional
stationery or BCA Thind Farty
‘Verification form)

oR

‘Completed DCA Staff
Cestification form (2 priority] instittional stay [2% priarity]
OR OoR

‘Complsted DCA St Compisted DCA Seif
Cestification form (3" priority] Cantification farm weritying




DCA Housing Status Verification Form

0 winimminery lose primary O coun
N anp
s housing |01 bea
eations have been ientifed documentsbion stating thet £o subssquen residencs ha been
ann =
Househoid G v

resource: and suppart neworEs
Pecessany to obtain immedate

Pousing or remain in exising =] manager, or third
rousing ‘gocumentea on the DCA ST Certification farm, shawing that cas
‘are peic ay e sppiicart

aup

O DCA Stat Cenification, DCA Seif Certification, ar other written

dosumentstion stating that £ subzequent resisence haz een

nezzzzay 1o abtain permanert Rousing

inciude
etc

B 2 ) fon form stating applicants
; : o form
sencel assaut, sieking, or athes or
e o - 5
consitions relatzd ta viokence flezing, has no suBseqUEN resicence, and Iacks resources
ann
Hazno i jictim service proviers, wnere te
anp i
suppart i i iy lock of financial
o resources i

rousing

1 as been Eteraiy nameless, a3 defined in Catezary 1 anove, for st lesst one jear coptinuously or 5 ot least four

Aup
3 Ha an st ead o househald for & minar bead of househokd if o aduitis present in the bousehoic] with a
: . | preze -

: iy,
of 2 o more af those conditians.
DCA £56 Farms “Septemper 2017

eorgia Department of Community Affairs

Form Compietea By: oate:




DCA Third Party Written Homeless

erification
I

[ ] [ ] [ ]
THIRD PARTY WRITTEN HOMELESS VERIFICATION D Th I S fo r m I S re q U I re d

If documentation on agency stationery is not available, this document may be used by housing and service providers (such as
emergency shelters, institutional care facilities, police officers, business owners, etc.) to document the housing status of a homeless
applicant for DCA ESG services. Only an authorized individual from the agency that provided the housing or services to the applicant

i — for third party written

ESG Applicant Name:

u] dividual without dent children one form for each adult household member)
O H Id with children lete one form for each adult household member) [ ] [ ] [ ]

Number of persons in the household: ve r I I c q f I O n W e n
Verification of Stay:

| certify that the above named individual(s) resided at our facility as follows:

° ° L]
yoss_ ooms_____ oroCurenty g ciyfrogam suTtTicient written

Facility or Program Type:

This facility or homeless service program is classified as one of the following:
O Emergency shelter

O Transitional Housing

[ ] [ ] [ ] [ ]
O Institutional care facility (e.g. jail, substance abuse or mental health treatment facility, hospital, or other similar facility; stay ve r I I ‘ q T I o n I S n OT
must be less than 90 days)

O Other (describe):

Certifying emergency shelters must appear on the CoC’s Housing Inventory Chart submitted as part of the most recent CoC Y Y
Homeless Assistance application to HUD or otherwise be recognized by the CoC as part of the CoC inventory (e.g. newly
otherwise available.

| certify that the above named individual(s) is/are currently living in (or, if currently in hospital or other institution, was living in
immediately prior to hospital/institution admission) a public or private place not designed for, or ordinarily used as, a regular
sleeping accommodation for human beings (e.g. a car, park, abandoned building, bus station, airport, or camp ground).

Description of current living situation:

The certifying agency must be recognized by the local Continuum of Care (CoC) as an agency that has a program designed to serve
persons living on the street or other places not meant for human habitation. (Examples may be street outreach workers, day
shelters, soup kitchens, Health Care for the Homeless sites, etc.)

Printed Name: Signature:
Date: Title:
Organization: Address:

Phone: Email Address:




DCA Staff Certification of

Homelessness and Domestic Violence
I

[ ) [ ) [ )
u T h IS fO FmiS re q vire d STAFF CERTIFICATION OF HOMELESSNESS / DOMESTIC VIOLENCE

This document is required for DCA ESG sub-gi verifying h and/or ic violence status through oral
third party verification or staff observation. Complete EITHER Option 1 OR Option 2.

fo r hOI I Ie I eSS ESG Applicant Name:
O Individual without dependent children (complete one form for each adult household member)

O Household with dependent children (complete one form for each adult household member)
Number of persons in the household:

certificati (o oteion ]
e r T I I q T I O n o r q | understand that securing third party documentation is the preferred method of certifying homelessness or risk for
homelessness for an individual who is applying for ESG assistance, but cannot obtain source documents. Below | am

providing details of oral third party verification of eligibility or risk factors and certifying all statements to be true, accurate
and complete.

[ ]
T h I r r T t T m n T Oral verification by the relevant third partywasmadeon___ (date) through a conversation with
(Relevant Third-Party Representative).

Verification of homelessness was provided:

° o Over the phone oln person
O r ST q f f O b S e r va T I o I I ° The following information was provided regarding the ESG applicant’s homeless status, victim status, and available
resources:

I understand that obtaining third party documentation of eligibility or risk factors is the preferred method of certifying
eligibility for an individual who is applying for ESG assistance, but cannot meet this standard. | made the following efforts
to obtain third party documentation:

| have observed the following conditions which serve as evidence related to the applicant’s housing status, victim status
and available resources. Due to the following factors | certify this applicant’s eligibility for ESG assistance:




DCA Self Certification of Homelessness

and Domestic Violence
e

[ ] [ ] [ ]
SELF CERTIFICATION OF HOMELESSNESS / DOMESTIC VIOLENCE D Th I S fo r m I S re q U I re d

This is to certify that the below named individual or household is currently homeless based on the check mark, other
included information, and signature indicating their current living situation. The entire form must be completed.

[ ]
for client self
O  Individual without dependent children (complete one form for each adult household member)

O Household with dependent children (complete one form for each adult household member)
Number of persons in the household:

Self-Certification

declaration of

O | [and my children, if applicable] am/are currently homeless and living on the street (e.g. a car, park, abandoned
building, bus station, airport, or camp ground).

O | [and my children, if applicable] am/are the victim(s) of domestic violence and am/are fleeing from abuse, have h o I I l e I e S S n e S S o r
not identified a subsequent residence, and lack the resources or support networks, e.g., family, friends, faith-

based, or other social networks, needed to obtain housing where my/our safety would not be jeopardized.

O I [and my children] am/are being evicted from the housing we are presently staying in and must leave this housing

domestic violence.

| certify that | have insufficient financial resources and support networks; e.g., family, friends, faith-based or other
social networks, immediately available to obtain housing or to attain housing stability without ESG assistance. |

certify that the information above and any other information | have provi in applying for ESG assi is true,
accurate and complete.
ESG Applicant Signature: Date:

ESG Staff Due Diligence

| understand that third-party verification is the preferred method of certifying homelessness/risk for
homelessness/victim status for an individual who is applying for ESG assi e. | understand self-declaration is only
permitted when | have attempted to but cannot obtain third party verification.

Documentation of attempts made for third party verification:

ESG Staff Signature: Date:




Client Intake Form (Adult)
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HMIS Project Intake Form
Emergency Shelter & Street Outreach (Including PATH)

Step 1: Universal Data Collection

Please complete the following basic client information and note that all fields with an * are required fields. Universal
Data Elements are required for all project participants. The response “Data Not Collected” means the question was not
asked of the client and will report as missing on reports.

Basic Client Information:*

First Name:* Last Name:*
Middle Name: Suffix:
Name Data Quality:* Sodial Security Number:* Birthdate:*
O Full Name Reported [u} C  Full DOB Reported
O Partial, Street Name or Z  Full SSN Reported O Approximate or Partial DOB
Code Mame Reported Z  Approximate or Partial SSN Reported Reported
O client Doesn't Know O client Doesn't Know T Client Doesn't Know
O client Refused O client Refused C  client Refused
O Data Not Collected Z Data Not Collected O Data Not Collected
Ethnicity:* Race:* (Select All That Apply) Gender:*
O Hispanic/Lating T american Indian or Alaska Native O male
O Non-Hispanic/Latino O Asian O Female
O Client Doesn’t Know O Black or African American O Transgender Female to Male
O client Refused Z  Mative Hawaiian or Other Pacific O Transgender Male to Female
O Data Not Collected Islander O client Doesn’t Identify Male,
If Female, Pregnancy Status:* O White Female or Transgender
O Yes O Client Doesn't Know O Client Dossn't Know
Due Date: O Client Refused O client Refused
O No O Data Not Collected O Data Not Collected
O Client Doesn’t Know
O client Refused
Data Not Collected
Disabling Condition:* Veteran Status:* Relationship to Head of Household:*
O Yes O Yes C self I Foster Child
No 0 No C son O Grandchild
O CcClient Doesn't Know I client Doesn't Know Z  Daughter O Other Family Member
O client Refused O client Refused T Dependent Child T Other Non-Family Member
O Data Not Collected O Data Not Collected O Spouse
Contact Information:
Address:, City/State/Zip:
Email:, Home Phone:;,
‘Work Phone:_ Message Phone:
Updated 11/14/16 Page 1|6

(l'Georgta'.wl..-‘.,«_ L
Community Affairs.

Step 2: Project Enrollment

Complete the project enrollment information and please note all fields with an * are required fields. Complete
additional forms for each household member to be enrolled.

Date:* Street Outreach Project Entry Date:*
Case Assignment:*: Street Outreach Engagement Date:*

{ONLY REQUIRED FOR PATH PARTICIPANTS):

Project Entry Date:* {Date of 1* Contact)

Date of PATH ive client it ip; results in

Date of PATH Status Determined:

Client Became Enrolled in PATH: O Yes O No (Client formally consents to participate in PATH program services)

Reason Not Enrolled in PATH:
T client was found ineligible for PATH
C  Client not enrclled for other reason(s)

Step 3: Entry Assessments
Complete the following entry assessments and please note all fields with an * are required fields.

Housing Status* (Based on housing condition just prior to project entry)

O Category 1 -Homeless Stably Housed — Own

ul
Z Category 2 — At Imminent Risk of Losing Housing O client Doesn't Know
O Category 3 —Homeless Only Under Other Federal Statutes O client Refused
Z Category 4 — Fleeing Domestic Violence O other
O At Risk of Homelessness O Data Not Collected
O stably Housed - Rent
Type of Residence:*
HOMELESS SITUATION
Z  Place not meant for habitation (a vehicle, an abandoned building, bus/train/subway station/airport or
anywhere outside)
Z  Emergency shelter, including hotel or motel paid for with emergency shelter voucher
T safe Haven
Z  Interim Housing
INSTITUTIONAL SITUATION

Faoster care home or foster care group home
Hospital or other residential non-psychiatric medical facility
Jail, Prison or Juvenile Detention Center
Long-term care facility or nursing home
Psychiatric Hospital or Other Psychiatric Facility
Substance Abuse Treatment Facility or Detox Center
TRANSITIONAL AND PERMANENT HOUSING SITUATION

Hotel or motel paid for without emergency shelter voucher
T Owned by client, no ongoing housing subsidy

Updated 11/14/16 Page 2|6



Client Intake Form (Adult)

R
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Barriers:* Barrier Present? Receivit Condition is Indefinite? | Documentation
Services/Treatment? on File?
Alcohol Abuse O Yes O Yes O Yes O Yes
O Ne O Ne = MNe O Ne
O Client Doesn't Know | O Client Doesn'tKnow | O Client Doesn't Know
O Client Refused O Client Refused Z  Client Refused
O Data Not Collected O Data Not Collected O Data Not Collected
Developmental O Yes O Yes O Yes O Yes
Disability C No O Ne 2 Ne T No
O client Doesn’t Know | O Client Doesn't Know | O Client Doesn't Know
O Client Refused O Client Refused Z  Client Refused
O Data Not Collected O Data Not Collected Z  Data Not Collected
Drug Abuse O Yes O Yes O Yes O Yes
O nNe O Ne Z Ne O No
O client Doesn't Know | O Client Doesn’tKnow | O Client Doesn’t Know
O client Refused O client Refused T client Refused
O Data Not Collected O Data Not Collected Z  Data Not Collected
HIV/AIDS O Yes O Yes O Yes O Yes
O nNe O Ne O No O No
O Client Doesn't Know | O Client Doesn'tKnow | O Client Doesn't Know
O client Refused O client Refused T client Refused
O Data Not Collected O Data Not Collected _  Data Not Collected
Mental Health O Yes O Yes 2 Yes O Yes
O No O No o No O No
O Client Doesn't know | O Client Doesn'tKnow | O Client Doesn’t Know
O Client Refused O Client Refused Z  Client Refused
C  Data Not Collected O Data Not Collected C  Data Not Collected
Physical Disability | T ¥es O Yes O Yes O Yes
O Ne O Ne = No O No
O client Doesn’t Know | O Client Doesn't Know | O Client Doesn’t Know
O Client Refused O Client Refused Z  Client Refused
C  Data Not Collected O Data Not Collected Z  Data Not Collected
Chronic Health O Yes O Yes O Yes O Yes
Condition O Ne O Ne 2 Ne O No
O ClientDoesn'tKnow | O Client Doesn'tKnow | O Client Doesn't Know
O Client Refused O Client Refused Z  Client Refused
T Data Not Collected O Data Not Collected Z  Data Not Collected
HMIS Barriers Assessment
If client reports "Alcohol Abuse, Drug Abuse andfor
Mental Health” as present barriers, complete the following:
How confirmed:
O Unconfirmed; presumptive or self-report
O Cenfirmed through assessment and clinical evaluation
O Confirmed by prior evaluation or clinical records
Updated 11/14/16 Page 5|6
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{ONLY REQUIRED FOR PATH PARTICIPANTS)
Connection with SOAR:*

O Yes T Neo
O client Doesn’t know O client Refused

Domestic Wiolence Assessment of Victim:*

Is client a victim of domestic violence:* If yes, when experience occurred:*

O Yes C No O Within the past three months

O Client Doesn't know  C Client Refused O Three to six months ago (excluding & months exactly)

O Data Not Collected O Six months to one year ago (excluding 1 year exactly)
Currently Fleeing:* O  Oneyear ago or more

O Yes CNo O client Doesn’t Know

O Client Doesn’t know  C Client Refused O Cclient Refused

T Data Not Collected O Data Not Collected

Financial Assessment:*  Cashincome:* T¥es I No Non Cash Benefits:* Tvyes T No
O Earned Income $ Food Stamps/Money for Food on Benefits Card

o

O Private Disability Insurance § S

O Unemployment Insurance 5 O Special Supplemental Nutrition Program (WIC)
O worker’s Compensation $ O TANF Child Care Services

O Pension From Former Job (va inciuded)$ O TANF Transportation Services

O Supplemental Security Income § O Other TANF Funded Services

O social Security Disability Income S O Section 8, Public Housing, Other Rental Asst. (PSH)
O Retirement [Social Security) 5 s

O Alimony §, O Temporary Rental Assistance (RRH) S

O WA Service-Connected Disability O Other Source

WA MNon Service-Connected Disability $

O TANFS

O child Support §

O Otherlincome §

{ONLY REQUIRED FOR PATH PARTICIPANTS)
Date of Contact:*

‘Contact with:

Enrollment:*

Current Location™*
Z  Place Not Meant for Habitation

Contact Service:* Z  Service Setting, Non-Residential
= PATH Screening/ it T Service Setting, Residential
o Case 1t PATH — Case it
o Health/Medical: PATH — Referral Primary Health Services
o Mental Health/Counseling: PATH — Referral Community Mental Health
o Prevention/Outreach: PATH — Outreach
@ Substance Abuse: PATH — Referral Substance Abuse Treatment

Updared 11/14/16 Page 6|6



Client Intake Form (Adult)

e
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Owned by client, with ongoing housing subsidy

Permanent Housing for Formerly Homeless Persons (a CoC project; HUD legacy programs; or HOPWA PH)
Rental by client, with no ongoing housing subsidy

Rental by client, with VASH housing subsidy

Rental by client, with GPD TIP subsidy

Rental by client, with other ongoing housing subsidy

Residential project or halfway house with no homeless criteria

Staying or living in a family member's room, apartment or house
Staying or living in a friend’s room, apartment or house

Transitional Housing for Homeless Persons (Including Homeless Youth)
Client Doesn’t Know

Client Refused

Data Not Collected

ELCECrrrer e e e e e e

Length of stay in the prior living situation:*

One night or less

Two to six nights

One week or more, but less than one month
One month or more, but less than 20 days
90 days or more, but less than one year
One year or longer

Client Doesn’t Know

Client Refused

Data Not Collected

[ B S A |

date hi | started:*

Regardless of where they stayed last night — number of times the client has been on the streets, in ES, or SH in the past
three years including today:*

O OneTime Z  Client Doesn’t Know
O Two Times C  Client Refused

O Three Times _  Data Not Collected
O Four Times

Total number of months homeless on the street, in ES, or 5H in the past three years:*

O One month (this time is the first month) O Client Doesn't Know
O 2-12 months O client Refused
2  Number of months (2-12)-* O Data Not Collected

O More than 12 months

Updated 11/14/16 Page 3|6
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Community Affalrs

Covered by Health Insurance*

O Yes O No
O client Doesn't know T Client Refused
O Data Not Collected
Type:*
O  Private - COBRA O Military Insurance
O Private — Employer O Other Public
O  Private — Individual O State Funded (HIP or HIP 2.0)
0 Medicare O Indian Health Service (Native American)
O Medicaid O oOther
O State Children's Health Insurance Program
{S-CHIP; not Medicaid or HIP)
Status:*
O Active O No
C  Start Date: O Applied; decision pending O Client Doesn’t Know
Z  End Date: O Applied; client not eligible O Client Refused
O Client did not apply O Data Not Collected
O Insurance type N/A for this client
Veterans Assessment:*
Military Branch:* Discharge Status:*
O Army T Client Doesn’t Know O Honorable O Uncharacterized
O Air Force I Client Refused O General under honorable conditions O Client Doesn’t Know
O Mawy O Data Not Collected C Bad Conduct O Client Refused
O Marines O Dishonorable T Data Not Collected
O Coast Guard O Under Other Than Honorable Conditions (OTH)
Service Entry Date:* Service Exit Date:
Select Theatre(s) of Operation(s):* (May not apply to client) Status:*®
O world War Il (September 1940-July 1947) T Yes
O Vietnam War {August 1964-April 1975) = No
O Persian Gulf War (Operation Desert Storm) C cClient Doesn't Know
(August 1991-September 10, 2001} T client Refused
O Afghanistan (Operation Enduring Freedom) C Data Not Collected
O Irag {Operation Iragi Freedom)
O Irag {Operation New Dawn)
O Other Peace-keeping operations or military interventions
{such as Lebanon, Panama, Somalia, Bosnia, Kosovo)
J  Korean War (June 1950-January 1955)

Updated 11/14/16

Page 4|6



Client Intake Form (Adult)
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Owned by client, with ongoing housing subsidy

Permanent Housing for Formerly Homeless Persons (a CoC project; HUD legacy programs; or HOPWA PH)
Rental by client, with no ongoing housing subsidy

Rental by client, with VASH housing subsidy

Rental by client, with GPD TIP subsidy

Rental by client, with other ongoing housing subsidy

Residential project or halfway house with no homeless criteria

Staying or living in a family member's room, apartment or house
Staying or living in a friend’s room, apartment or house

Transitional Housing for Homeless Persons (Including Homeless Youth)
Client Doesn’t Know

Client Refused

Data Not Collected

ELCECrrrer e e e e e e

Length of stay in the prior living situation:*

One night or less

Two to six nights

One week or more, but less than one month
One month or more, but less than 20 days
90 days or more, but less than one year
One year or longer

Client Doesn’t Know

Client Refused

Data Not Collected

[ B S A |

date hi | started:*

Regardless of where they stayed last night — number of times the client has been on the streets, in ES, or SH in the past
three years including today:*

O OneTime Z  Client Doesn’t Know
O Two Times C  Client Refused

O Three Times _  Data Not Collected
O Four Times

Total number of months homeless on the street, in ES, or 5H in the past three years:*

O One month (this time is the first month) O Client Doesn't Know
O 2-12 months O client Refused
2  Number of months (2-12)-* O Data Not Collected

O More than 12 months

Updated 11/14/16 Page 3|6
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Covered by Health Insurance*

O Yes O No
O client Doesn't know T Client Refused
O Data Not Collected
Type:*
O  Private - COBRA O Military Insurance
O Private — Employer O Other Public
O  Private — Individual O State Funded (HIP or HIP 2.0)
0 Medicare O Indian Health Service (Native American)
O Medicaid O oOther
O State Children's Health Insurance Program
{S-CHIP; not Medicaid or HIP)
Status:*
O Active O No
C  Start Date: O Applied; decision pending O Client Doesn’t Know
Z  End Date: O Applied; client not eligible O Client Refused
O Client did not apply O Data Not Collected
O Insurance type N/A for this client
Veterans Assessment:*
Military Branch:* Discharge Status:*
O Army T Client Doesn’t Know O Honorable O Uncharacterized
O Air Force I Client Refused O General under honorable conditions O Client Doesn’t Know
O Mawy O Data Not Collected C Bad Conduct O Client Refused
O Marines O Dishonorable T Data Not Collected
O Coast Guard O Under Other Than Honorable Conditions (OTH)
Service Entry Date:* Service Exit Date:
Select Theatre(s) of Operation(s):* (May not apply to client) Status:*®
O world War Il (September 1940-July 1947) T Yes
O Vietnam War {August 1964-April 1975) = No
O Persian Gulf War (Operation Desert Storm) C cClient Doesn't Know
(August 1991-September 10, 2001} T client Refused
O Afghanistan (Operation Enduring Freedom) C Data Not Collected
O Irag {Operation Iragi Freedom)
O Irag {Operation New Dawn)
O Other Peace-keeping operations or military interventions
{such as Lebanon, Panama, Somalia, Bosnia, Kosovo)
J  Korean War (June 1950-January 1955)

Updated 11/14/16

Page 4|6



Client Intake Form (Child)

(l Georgiar

Community Affairs

|Collection Point: Entry
Projects/grants: ESG and CoC
[clients who are:  Children {under 18, not HoH)

Step 1: Client Demographics - all fields with an **" are required.

First Name-* Last Name-*
Middle Name: Suffix: HoH:*
Name Data Quality:* Isocial Security Number:* Birthdate:*
] Full Name Reported ] Full SSN Reported [ Full DOB Reported
[ Partial, or Street Name [ Approximate or Partial SSN [ approximate or Partial DOB
[ Client Dossn't Know ] Client Doesn't Know [ client Doesn’t Know
O Client Refused [ client Refused [ client Refused
] Data Not Collected [ Data Not Collected [ Data Not Collected
Race:* (Select all that apply)
Hispanic/Latino [ American Indian or Alaska Native
Mon-Hispanic/Latino [ Asian
Client Doesn't Know [ Black or African American (] Transgender Female to Male
Client Refused ] Native Hawaiian or Other Pacific 0 Transgender Male to Female
Data Not Collected Islander [ client Doesn't Identify Male,
] White Female, or Transgender
[ Client Doesn't Know [ client Doesn’t Know
[ Client Refused [ client Refused

] Data Not Collected

O Data Not Collected

If Female, Pregnancy Status:™

Relationship to Head of Household:*
] Yes DueDate: [ Foster child
0 mo [ son [ Grandchild

O client Doesn’t Know | Daughter O other Family Member
I client Refused O oependent child [J Other Non-Family Member
J pata Mot Collected [0 spouse

Client Contact Information:
Address: City/State/Zip:.
mail: Home Phone:

Step 2: Project Enrollment
Project Start Date:* Case Manager:

Step 3: Entry Assessments
Disabling Condition:*

[ client Doesn't Know
[ client Refused
= Data Mot Collected

Community Affairs

Intake Form

Step 4: Health Insurance:*

Health Insurance

[ No Health Insurance
[ client Refused

[ Private

[ Private - Employer
[ Private - Individual
[ Medicare

[ Medicaid

[ Client Doesn't know

[ pata Not Collected

If client has Health Insurance, check all that apply below:

[ state Children’s Health Insurance Program S-CHIP

[ military Insurance

[ state Funded

[ combined Children’s Health Insurance/Medicaid Program
[ Indian Health Service (1HS)

Step 5: Barriers/Special Needs:* Identify whether a client has each individual barrier or not

Alcohol Abuse*

[ client Doesn't Know

[ client Refused Ono
[ Data Not Collected

O Yes

Chronic Health Condition®

[ client Doesn't Know
[ client Refused ONo
[ Data Not Collected

O Yes

Devels | Disability*

[ Client Doesn’t Know
[ client Refused ONo
[ Data Not Collected

O Yes

Drug Abuse®

[ client Doesn’t Know
[ Client Refused CNe
[ Data Not Collected

O Yes

HIV/AIDS*

[ client Doesn't Know
[ client Refused Ono
[ Data Not Collected

O Yes

Mental Health*

[ client Doesn’t Know
[ client Refused Ono
[ Data Not Collected

O Yes

Physical Disability*

[ Client Doesn’t Know
[ client Refused ONo
[ Data Not Collected

O Yes

Expected to be of long—continued and indefinite duration
and substantially impairs ability to live independently?:
O no O ves Oclient Refused
[ Clisnt Doesn't Know [1Data Not Collected
Expected to be of long—continued and indefinite duration
and substantially impairs ability to live independently?:
O No O ves Oclient Refused
[ Client Doesn't Know [IData Not Collected
Expected to substantially impair ability to live
independently?:
O No O ves Oclient Refused
[ Client Doesn't Know [IData Not Collected
Expected to be of long—continued and indefinite duration
and substantially impairs ability to live independently:
O No O ves Oclient Refused
[ Client Doesn't Know [1Data Not Collected
Expected to substantially impair ability to live
independently?:
C No O ves Cclient Refused
[ client Doesn't Know [ ata Not Collected
Expected to be of long—continued and indefinite duration
and substantially impairs ability to live independentiy?
O no O ves Ociient Refused
[ client Doesn't Know [ pata Not Collected
Expected to be of long—continued and indefinite duration
and substantially impairs ability to live independentiy?:
O no O ves Oclient Refused
[ client Doesn’t Know [Ipata Not Collected




HMIS Client Consent to Share Form

Georgia Homeless Management Information System (GA HMIS) Collaborative
Client Consent to Share Information

The Georgia Homeless Management Information System ("GA HMIS”) is an online database that is used to collect
information (data) about clients accessing housing and homeless services throughout the State of Georgia. Organizations
that receive homeless funding from the US Department of Housing and Urban Development (HUD) and other federal and
state partners are required to collect and store basic information about the persons who receive their services. This
organization participates in the GA HMIS and by requesting and accepting services from them you are providing consent to
enter your personal information into the GA HMIS. This information is utilized to determine your needs and provide
supportive services to you and your household, and information is shared with other i that use this

based on your signed consent.

What type of information may be shared in the HMIS?
‘We collect general and Protected Personal Information about you and record it in GA HMIS. The information shared through
HMIS is dependent on your situation, and may include, but is not limited to:

= Your basic identifying information [ln:ludmg name, Social Security Mumber, date of birth, gender, race/ ethnicity,
marital and family status, ips, contact i ion, veteran status, disability status);

= Your history of homelessness and housing (including your current housing status, present andj or prior living
situation, and where and when you have accessed services);

= Your income information {sources and amounts of income, employ i ion, work skills) and
other resources, such as non-cash or public benefits;

= Your legal history/information;

+ Your genersl, self-reportad medical history including any mental heaith and substance abuse issues or HIV
status (detailed medical or ion will never be shared, however), and type of health insurance;

+  Your reasons for seeking services, your service needs, and the outcomes of services provided to you;

*  Your emergency contact information;

+  Other information needed for eligibility of certain types of projects (such as military history, educational
background, employment background, s=xuzl orientation, etc.)

How do you benefit from sharing your information?

The information you provide to GA HMIS helps us coordinate the most effective services for you and/or your family. By
sharing your information, you may be able to avoid being screened more than once, get faster and more personalized
services, and minimize how many times you have to tell your “story.” Collecting this information zlso gives us a better
understanding of homelessness in your local area and the effectiveness of the services provided in your area.

Who may be given access to your information?

The GA HMIS participating organizations may have access to your data on a need-to-know basis. These lizations may
include homeless service providers, other social services organizations, housing providers, healthcare providers and
administrators of the system. In other rare cases, such as when required by law, or for purposes of research, your
information may be shared outside of the GA HMIS participating organizations (but never to the general public). For more
information, please request a copy of our privacy policy.

How is your p 1 infe ti d?

Your nmmlauun in the HMIS is se:ure:l by passwords and encrypted transmission technology. In addition, each
participating  organization and system user must sign an agreement to maintain the security and confidentizlity of the
information. Your information is pmnen:e:l by the federal HMIS Privacy Standards. In some instances, depending on the
services p by a participati ion, your i may zlso be protected by additional Federal and/or
State regulahons which may require additional written consent prior to any disclosure.

By signing this form, you understand that:
- Yau have the right to receive services even if you :lomtagreemsllare wour information.
- ing to share your i ion does not you services.

* You have the right to receive a copy of this consent form.
= Your consent allows your record to be updated by any participating organization with which you interact without
‘you being required to sign another consent form.

+  Your consent does not expire, but you may cancel your consent at any time, by completing the Client
Revocation of Consent to Share Information form. You further understand that any cancellation of this consent
will not retroactively change information that has already been disclosed or actions already taken under your
previous autherization.

= The GA HMIS Privacy Policy contains more detailed information about how your information may be used and
disclosed.

= Upon your request, we are required to provide you with, as applicable:

—  Acopyof the Client Revocation of Consent to Release Information;

—  Acopyofthe GA HMIS Privacy Policy;

—  Acopyof your full HMIS records (apart from case notes) within five (5) business days of your reguest;
—  Acurrent list of participating crganizations that have access to your data.

= Ifyou find inaccurate or incomplete Protected Personal Information in your records, you have the right to request
a correction.

= Aggregate or statistical data that is released from HMIS will not discdlose any of your Protected Personal
Information.

= You have the right to file a grievance against any organization you feel has viclated your confidentiality.

= |f you need to be referred to another agency for services, certain information may need to be forwarded through
HMIS to facilitate a referral. If you dr.- not provide consent to share your information, it may negatively affect
participati fiders from g your service needs in a coordinated fashion.

+ Youarenot wamng any rights protected under Federal and/or Georgia law.

SIGNATURE AND ACKNOWLEDGEMENT
Your signature below indicates that you have read {or have been read) this ciient consent form and havs received answers

to your quastions. Please indicats your sharing preference by choosing one of the options below:

| consent to allow my information, and that of my miner children (if applicable, as listed below), to be shared via
‘the GA HMIS as described in this consent form.

| consent to allow my basic identifying information, and that of my minor children (if applicable, as listed below),
10 be shared via the GA HMIS; however, | wish to limit the sharing of other information as specified in the
Client Consent to Share Information — Supplemental form

[ | do not consent to allow my information to be shared via the GA HMIS. | understand that this choice may
negatively affect the quality of services the GA HMIS participating providers are able to provide.

Client/ Legal Guardian Name [Please print):, DOB; Last & digits of 55_

Miner Children (if any):

Client Name: DOB:. Last 4 digits of 55,

Clignt Nams:, DOB: Last & digits of 35_

Client Name:, DOB: Last 4 digits of 55

For Agency Personnel Use Only:

Print Name of Organization Print Name of Organization Staff

Signature of Organization Staff Date




Monitoring

Monitoring will be conducted. Agencies will be contacted
prior to the on-site review for a mutually convenient date

and time. The purpose of on-site monitoring visits are to:

O Review grantee performance with sound fiscal

management and accounting practices
O Identify areas in need of improvement

O Forge a working partnership between DCA and grantee

through clear communication and support



Monitoring

S =
O Client Data and Eligibility

O Implementation of Organizational Policies and
Procedures

O Reimbursement Review

O Fair Housing & Equal Opportunity (FHEO) Compliance
O Language Access Plan

O VAWA

O Equal Access Rule

O Habitability Inspection Forms



Contacts
B

Marion Goulbourne

ESG Program Coordinator
Marion.Goulbourne@dca.ga.gov
404-679-5293

LaDrina Jones
ESG Program Compliance Officer
LaDrina.Jones@dca.ga.gov

470-303-9865

John Shereikis
Special Needs Housing Manager

John.Shereikis@dca.ga.gov
470-747-9331



mailto:LaDrina.Jones@dca.ga.gov
mailto:John.Shereikis@dca.ga.gov

Questions?
] —

Thank Youl!



ESG Financial Overview
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Discussion Topics
N

- Reimbursement Process

- Reimbursement Request Forms and Instructions
- Processing Reimbursement Requests

- Payment Notices

- Budget Amendments

- Match Requirements



ESG Reimbursement Process
S =

O Reimbursement requests should cover eligible
expenses incurred from July 1, 28 through June 30,
r

18
2019 (September 30, 2019 for RRH and Prevention)

O Reimbursement requests should be submitted monthly
if possible and quarterly at the latest

O Match must be reported on each request for
reimbursement and there is a space on the
reimbursement form to record the match.

O Reimbursement requests should be mailed to Heather
Smith. Faxed or emailed reimbursement requests are
not accepted at this time.



ESG Reimbursement Process
N

ltems Required for Reimbursement Request:

O Two pages; a Reimbursement Request Form and a Summary of
Reimbursable Items by Line ltem

O You must complete both pages in their entirety — ALL FIELDS

O An updated Reimbursement Request Form and a payment notice will be
emailed to you once the payment has been processed by DCA

O Do not submit another reimbursement request until you have received your
payment notice with you updated reimbursement form by email



ESG Reimbursement Process
N

O

Prior to processing each reimbursement request, client level data will
be reviewed for the reporting period beginning July 1, 2018
through the approximate date of your request.

Each grantee should attach their client track data report to the ESG
reimbursement request form as the last page of each request.

Any deficiencies of 5% or more, in any one data field, will be
reported to you with your returned reimbursement request and data
must be cleaned before the reimbursement can be returned for
processing.

Domestic Violence Shelters (DV) must include a copy of the APRICOT
data with each reimbursement request that follows the same
reporting period.



ESG Reimbursement Process (Desk Audit)

O A desk audit is a request for supporting
documentation by the person processing the
reimbursement request

O This request can be sent via email or postal mail
and will include all necessary documents to be
returned

O Timely return of the requested supporting
documentation is important for processing and
payment



ESG Reimbursement Process
N

Common reasons for returned requests —

O Inappropriate signatures on Reimbursement Request Form

O Signatory on Reimbursement Cover Page is also listed as a “Vendor” in Column H of the Summary of
Reimbursable Items. Any listed Vendors or Employees in Column H of the Summary of Reimbursable ltems by
Line Item Form are not allowed to sign the cover page of the reimbursement request form.

Failure to include service dates or date ranges in Column K

Failure to include case number (ie. Client track #) in Column B, when applicable

Ineligible activities

Reimbursement Amount Requested in Column L exceeds Check or Transaction Amount in Column G
Using the wrong form or not including all necessary forms

Poor HMIS data quality

O O O O o o O

Final request for the year is not submitted /postmarked by the due date, July 31, 2019. At least two email
notices are sent to all grantees regarding the grant close-out each year. Keep those email addresses up-to-
datel




Reimbursement Requests
Forms and Instructions
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Forms You Will Use

HESG RAPID REHOUSING AND PREVENTION REIMBURSEMENT REQUEST

SATICHS UM Questions For DC'A Staff?
PH: 204 679 063!
FAX: 404 679 D669

EM:Licanie dea

Key to Source of Funds {See Block 1)
L = Federal ESG ogram (FAS 14,2317
HTF = Swie Hoeusiug Trusk Fund

oF Comerity At¥airs (1
tive Park South, NE
G4 303292231

(Heathery

Organizatior Name Of Your Organization ©The 12017
Completion Date: — 930:2018
4| Progum Name] ContRact.ID [|SCXX
Sute FY s Program: TSGP
Program Type: Ege Rapid Rehousing Program Code: - hore NOE
As of 8/20/2018: Original Amount Current Amount $25.000 Total Paid: $D| Balance:  $25,000

Please Note If this infermation is inconsistent with Organization’s records, please notify DCA Immediately!

3| Request No. Name: Phone: [Fiew Al Relatee Payment Records]
Item Budget Received to Date 0 ted=
Financial Assistance Cos

01 Applicaticn Fees
02 Security Deposits
03 T.ast Month’s Rent:

4/ | v4 Utility Deposits |
5 Ctility Paymenis

06 Movirg Costs |

)

Einancial As:

07 Houwsing Sereh and Placement

08 Casc Munagement |
09 Mediation

10 Legal Services I
11 Credit Repair
Services Subtotal;

Short and Ieemn Rental A

12 Short and Medium Term Rental Assistznce

c LD SO or 8 - (72T thraugh this reguesty: Pl S

1 Conered (1o nat

ud

Geomi
Summary of Reimbursable lizins by Line It

‘¢ Allached DCA on Reinmbursem ent Request Form for This Prograrm

B[Certification by specilic percons who are Board Authorized Representatives (musi be signed by hwo representatives

specifically authorized by organization’s board of directoi
|y my hat: 1) Lam autharized to make legally binding certifications on behalf of the organization =

wd above: 2) the cost
v as ik ion of the

s Sor whick

2 requested hase nat been and will not be submitted to any odher funding enrity, either for

of fuands advanced: 3) the portions of cxpenses for which reimbursement is beig roquested were ineurred for the activity as deseribod sbove, exclusively for the
e i el asdelnec he fe the am P ation 1) the “Toml Fone's Exaended or Ol m amed above wes
g A ol that Fanes is svailab e

s [ar sware of o pending events or achiviti
report is tone and vorreet,

nsibilities under the Program Participation Agreement,
Agreement, and 7) the Baformation conticed in

our obligations and ces
loF that Progimm Particpa

Signature: Date:
Type Name and Title:
Signature: Date:

Page __of __ Pages  Type Namc and Title:

that would violate any term or terms

Fagam Nome: [ | ]
A B c b3 E B 3 [ 1 ) K L
S P
e sauil
4
10}
1
14
1)
1]
15
Sktctal This bage 30
Cenrd Teonl of Reqens,
Page of Duplicats and revise "item * numbsrs [column A1 if this reimbursement is requested for more than 1S items. All

pages must be signed. Tnclnde Grand Toral on last page.



Reimbursement Request Form (Page 1)
I

ITESG RAPID REHOUSING AND PREVENTION REIMBURSEMENT REQUEST

Office of Homelessr Questions For DCA Staff? M
PH: 404 679 0632 (Heather) e C I O n

FAX: 404 679 0669
EM:Heather Smithiid:

Rewmn

eial Needs Hensing s
Key to Source of Funds (Sec Block 1):

*I = Federal LSG Program (CFAF 14.231)
1ITF — State Lousing Trust Fand

Aﬂnntn, GA 30329-2231

Organization Name Of Your Organization ifleative s Ry A I I M H H
| u erfinent inftormation
1 Program Name: ContRactID 18C 1 = p
State Y 2p & Program: LSGN

Fui

I Qnur\,c

— - :
Program Type: Esp Rapid Rehousing Program Code: (soc “Key” above) {38

o[ Asorsuzote:  Origial Amount Cunent Amount  $25,000 Total Paid: $0] Balanco: 525,000 for g rq nt

Please Note: If thi on’s records. please notify DCA Immediately!

3| Request No. Name: Phone: |\'icw All Related Payment Recordy)
[ J
Item Budget Received to Date Amount Requested” e CT I o n :

Einancial Assisiance Costs
01 Application Fees [ ‘
02 Security Deposits e o [
03 Last Month’s Rent

J |G | O Grant funds information
05 Utility Paymenis | |
06 Moving Costs | % ‘
Financial Assistance Subtotal:

[ ]
Service Costs = e CT I O n .
07 Housing Search and Placemnent l d

08 Case Management [

09 Medialion
10 Legll Sem‘cu

{ [ ]

[ o | | O Must be completed prior
S:mm_smml.

Short and Medium Term Rental Assistance

12 Short and Medium Term Rental Assistance [ t t L4 °

O reques submission;

B|Certification by specific persons who are Roard Anthorized Representatives (must be signed by two representatives °
specifically authorized by organization’s board of directors):
[y my signature below, 1 eertify that: 1) Lam suthorized 10 make Jegally binding certifications on behalf ol the organization nam:d above; 2) lhe cosl s for which C O n S e C U I v e
freimbursement is being requested hive not been and will not be submitted 1o 2ny other funding enfity, either for e of the i

f funds advanced; 3) the portions of expenies for which reimburserment is being requesied were incurred Jor the activity 45 dxsmlwd above, exclusively [or the
fet: ewt, 4 the *Toial Fuuds Expended of Obliga
it

Total; [ |

k‘ ive March tor Period Covered (Do notinelude MUD SR or 8 C) - (7242017 throush this reguesti: Fotal §

i g oo 2 ation in support of thar E
nnmlammg ona dmy basis \hc smﬂsnml duln necessary o m‘pm program bencfit, as currently outlined by DCA, 6) the Mgﬂmmnmz is in full wmplmncc Wllh all of

under the Program Agreement, and | am aware of no pending events or activities that would violate any term or terms
nt that Pm‘,mr I’Jm, patioa Agrecrment, and 7) the infarmatioe contaired in this report s tene and correct,
Signature: Date:
Type Name and Title:
Signature: Date:

Page _of _Pages Type Name and Title:




Reimbursement Request Form (Page 1)
I

HESG RAPID REHOUSING AND PREVENTION REIMBURSEMENT REQUEST

[ ]
Rowm  Office of Huinelessiess ad Spevial Needs (eusing cstions For DCA State? S e C'I' | o 1] 4 .
: Ol e U A aneE L Key to Source of Funds (See Black 1): Qu °

Campleted Trnt. of Compmunity Affars (DCAY g sourneg lack 1)z PIL: 404 679 0632 {lleathes)
ReQUeStto: ) Fxccutive Park Soulh, NE = Focersd LG Program (CEAT 12310 | 1FAX: 404 679 0669
Atlanta, GA 30329-2231 EM:Ileutier Smithifixdea gz gov

poar——————— O All information under “Budget”

Completion Date: 9:30i2018

1ITF = State [Housing Trust Fund

4| Program Name] ContRact.ID [ISCXXX OII b I 1_ d . 1'h 1'h
CTY 5 1y i 1G] VV
Program Type: |'sg Rapid Rehousing Pmm?:rmr:: - f,l:d‘,:'fgfgg:,)l;ivJ I e prepopu are Wi e
e e e B e ) e LI approved budget amounts.
3| Reuest No. Nanme: Phome: [vicw Al Related Payment Records
All informati der “Received
o p o sman O information under “Receive

i — to Date” will prepopulate after

03 Last Month’s Rent

e — | 1°" request is approved

06 Moving Costs
Finuncial Assistance Subtolal:

—— - O Organizations complete all

07 Ilovsine Seacch aod Placement
08 Case Management

- | : information under “Amount

11 Credit Repair

Short an?l Mecdium Ternt Rental Assistanee . Re q U e Ste d Pe r AtTO C h e d
Summary” in whole dollars

12 Short and Medium Term Rental Assistance

Total;

e A O “Cumulative Match for Period

ertification by specilic persons who are Board Authorie resentatives {must be signed by (wo representatives
(Certification b, il e Board Authorized I ives {1 be signed b, i

T e N Covered” should be completed

3 i maaned above; 2) the cost items for which|

Incémbursement is einy reapuested by not boen und will nol b submiliad 11 any otber fending entits, sither
of s wl: 3) the portions uf expeases o which ceimbunerment
el i “as defined nde ihe Piogza

o o
¢ requested were incurred for tie s described shove, exclusively for the
: 5 7 e 1

with the cumulative match amount

o7 15
on is in full compliance with all of

adsily by

e o = o for each request (ie. 15" request

vl e $3500, 2" request $5700, etc)

Page  of  Pages Type Name and Title:




Reimbursement Request Form (Page 1)

HESG RAPID REHOUSING AND PREVENTION REIMBURSEMENT REQUEST

o L]
Return  Office of Homelussnoss and s;x-mj Needs Housing Questions For DCA Stafl? S e CT I o n 5 .
s {DCA)

Complotad Dept. of Community Key o Saurecf s (ec Block 1) PH: 404 679 0632 (Heather)
ReaUestio! 1 Fxccive Park Soul *B = Pedorsl ESG Proguam (CFAS 2313 | |Eax: 404 679 0669

Allants, GA 30329-2231 HEE e Stite Houslig Trosl Fand EM:lanber Smitsdn. . gov

T e R R— o 2ot O 2 signatures are required for

S Complerion Date: — 9/30/2018
4| Progsam Name: ContRaet. D 1RCXXX |
' it ;o each re est and must be
Program Type: ige Rapid Rehousing Progrum Gods: L‘\““‘:“gfy :“::“;:] r U n U

$25.000 Total Paid: $0, Balance:|  $25,000

| Asofsrz0i2018: — Original smourt | Curront Amout
ti istent with O i

original signatures, no

3| Request No. Namic: Phone: [View All Related Paymeat Records
L3 L]
m. PP photocopies will be accepted
Einancial Assistance Cosls
0l lication Fees

| S — — O Signatures must match those

Qe P— — — on Exhibit C: Resolution

Service Coat
07 Housing Search aud Placement

. — O Please sign in blue ink and

S ——— ensure printed name /title are
legible

12 Short and Medium Tecm Rental Assistance |

O This is al P 1 of #
5] erhl" ication by qwcnhc persons who are Board Authorized Representatives (must be signed by (wo representatives
|7 ization’s board of di
L ek dependent upon how many
: Mt % A - et 5

e inding enit, ciber for

n n.uu;\l J\Iu\¢ Wi

summary pages are included

DC
ot and Lam aware of no pending cveuts or activities that \vmxld violats any term or werms.
1 this yepor. s foue i vomiel.

bour cbligarions wnd
. et Progyam Paripation Ageosnu

Signature Date:
Type Name and Title:
Signature: Date:

Page  of _ Pages  Type Name and Title:




Summary Page
N

Summary of Reimbursable ltems:

O Please include Organization,
Program Name (if

Summary of Reimbursable Items by Line liem. See Attached DCA on Reimbursement Request Form for This Program

- | R applicable), Reimbursement
- BT Request No., & Grant Number
el RS e e on all Summary Pages

O Please do not change the
number of Line ltems (Column
A) to more than 15 per page

4 O Original signature, in blue ink
required (Suggested)

I e O Please provide a subtotal on
Page ufiP::csT];np]i;:b and revise “item” numbers [column A] if this reimbursement is requesied for more than 15 items. Al e CI C h p CI g e G n d Th e g rd n d

pages must be signed. Include Grand Total on last page

total on final page



Summary Page — Emergency Shelter

- Onlz

Column B:

O Case Number (Client Track
Number) is required for any item
specific to a client; ie. Rent
payment, utility payment,

Summary of Reimbursable Items by Line Item. See Attached DCA on Reimbursement Request Form for This Program

S | P m—
= | [ — hotel /motel voucher, etc. Please
o o o mee e list the client track number in this
— — T - = column. For all DV shelters,
please list the client keys from the
comparable database system in
column B.
B Column C:
O Environmental Address; Please
S A — list the ER Address that applies to
e o the shelter.

pages must be signed. Include Grand Total on last page.



Summary Page

Column E:
L]
Georgig Departmentol Community Affairs
Summary of Reimbursable Items by Line liem. See Attached DCA on Reimbursement Request Form for This Program
Organization: I
Program Name: I
A B ©

O Required for all items requested

 [E——

s
L Nehod Eackslasillog
auu

Py
Lamsasious
Lo
I

| e [ 1]
D
KD
Lbiy

3

for reimbursement; use the date

of the check or transaction (credit
card, direct deposit, etc...)

Column F:

O Required for all items requested

Signature of Preparer:

for reimbursement; ACH, Direct
Deposit, & other acronyms are

acceptable for a “Control

Date:.
Type Name and Title:

a
pages must be signed. Include Grand Total on last page

Subtotal This Page

S0
Grand Total of Reques,
Page Pages -- Duplicate and revise "ilem” numbers [column A] if this reimbursement is requested for more than 15 items. All

Number” as applicable. Please
list the last four of the check
number that was used for

payment of the transaction.



Summary Page

T e
Column G:

O Required for all items

Summary of Reimbursable ltems by mmmmmgm for This Program r e q U e SII. e d fo r
R [ ] w | I .
—— | . reimbursement

EE e eI E O The $ amount entered
should equal the total
amount of the check or
transaction, not
necessarily the $ amount
requested for

R —_ reimbursement on the

Date:

= ——
[ SO R TP S A T— mm
pesey e

Type Name and Title:

Page of Pages -- Duplicate and revise "ilem” numbers [column A] if this reimbursement is requested for more than 15 items. All g r q n T °

pages must be signed. Include Grand Total on last page.




Summary Page
N

Column H:

O Required for all items
i “f‘““‘&mi@%m N S— reque sted fo r
e— e reimbursement

== = = O Please complete with the
exact name check or
transaction is payable to

: O If a person, employee,
or vendor is listed in
. — Column H, they cannot
L B e, be a signatory on Page
1




Summary Page
N

Credit Card Transactions

O When a credit card is used for a
transaction, please make sure that the
credit card bill has been paid for that

orgia Department of Community ] H H
SummfyofRﬂmbulsahlehemsbng:ITm. SeeAttac:mrif)CAonRelilbf[au‘:mmRequglemmforThjstgim trqnsqc.“on before reqUeSTlng
- | [ — reimbursement from DCA. Please keep on
- | | e[ ] file all statements and receipts that
b ‘ Co ’ e pertain to the requested line item.
Tem w Em Reviem Uit ddrss ;’:ﬁ 'rn?gm ;% w Dayabl o (Vendor) Descrivten ;ﬁ Servics Do o Berind !ﬂmmﬂm;dxl
S — = O Line items are only eligible for
1 123436 GA 215012 8272018 CC-2336) §100.63 Suntrst- John Doe Credit Services| Credit Repair| 11 822018 §101 reimbursement qfter the agency has
: paid the bill for that line item to their
; credit card company.
: O In Column H, list the name of the bank of
; the credit card and list the name of the
. store /vendor where the credit card was
- used.
. O In Column F, list CC and the last four of
Subtotal This Page §101
. e the check # or ACH that was used to pay
ememites the credit card bill for the requested line

Page of Pages - Duplicate and revise "item" numbers [column A] 1f this reimbursement is requested for more than 15 items. All pages must be signed. Include Grand Total on last i"‘em. P I eqse See the exq m p I e.
Ppage.



Summary Page

Georgia Department of Community Affairs
Summary of Reimbursable Items by Line Item. See Attached DCA on Reimbursement Request Form for This Program

Orgamization: Feimbursement Fequest Mo.: I:[
Program Name: | Grant Mumber: |
A B = D E F G H 1 i) K L
surber £ : izible Activity )
Case 13 ) Sie D Daate of Cec::mlm Check or . ) ) To. (See A ) Beimbursement Ans
Irem ]._,71 Eov. Beview Unit Address Exhibit B Transaction or Check Tr=nsaction rvable to (WVendor) Description of Tremn or Service E_‘—x':ub\i' A By Line Service Diate or Period  Reguested Roumded
= Pavment Tomiber Amount —I“_ o nearest 31
725 Priendly Parkway D, Atlanta,
1 123456 GA 215012 B22018 CC-2356) 5100.63 Suntrust- John Doe Credit Services Credit Repair 11 B/22018| 5101
a
3
4
5
[
7
8
g
10
11
12
13
14
15
Subtotal This Page 5101
Signature of Preparer: Grand Total of Request
Drate:
Tyvpe Mame and Title:
Page of Pages -- Duplicate and revise "item" numbers [column A] if this reimbursement is requested for more than 15 items. All pages must be signed. Include Grand Total on last

page.



Summary Page

Column |;

O Required for all items
requested for reimbursement

'imlvuna-hlc(u:mxhyImmm%mcquwﬂﬁum for This Program H ivi ° H
o . S — - O Iden’rlfy. type of activity; ie.
- ] S— Rent, utility payment, payroll,
B i e e T = supplies, efc...

O If “Supplies™ or office
equipment are requested for
reimbursement, the
organization must include a
list and receipts of all

—— A supplies/equipment

. purchased (attach separate

Page of Pages -- Duplicate and revise Tilem ™ numbers [column A if this reimbursement is requested for more than 15 ilems. All

pages must be signed. Include Grand Total on last page.



Summary Page

-
Column J:

O Required for all items
requested for

e B R e e e, reimbursement

gt Mo [ | e ]

e O Please use appropriate

o number from: Approved

Budget Exhibit A or
cover page for

: reimbursement; ie. 1 for

B =— : Case Management, 10

 Z==—— =F—  for Transportation, 12

pages must be signed. Include Grand Total on last page.

for Rents, 19 for
Supplies, etc...



Summary Page

Column K:

O Required for all items
requested for reimbursement

e O For rent payments this should
s | | -
— . R be the month for which the
s — P rent is paid
' O For utility payments this must
: be the date range on the bill
: (ie. July 5-Aug 4, 2018)
: O For payroll costs this should
: be the pay period (ie. July 1-
I —— 15,2018)

pages must be signed. Include Grand Total on last page.



Summary Page

G i Do e ity Affi
Summary of Reimbursable lems by Line lem, See Atached DCA on Reimbursement Request Form for This Program

. | [— Y —
— I | e 1]
i K
m s S s “er e b
) R e e Ame Babbaile ol [Ty
[ree e
3|
4]
3|
5|
7
1]
9|
0]
i
12
13
14]
L]
Subwotal This Page 50
Signatuee of Pepaser: Grad Toaal of Reques
Date:
Type Mame and Title:
Page _ of ____ Pages-- Duplicate and revise Silem* numbers [column A] if this reim bursement is requested for more than 15 items. All

pages must be signed. Include Grand Total on last page.

Column L:

Required for all items
requested for reimbursement;
must be rounded to the
nearest dollar

For a “Check or Transaction
Amount” (Column F) amount of
$.00-$.49 round down,
amount $.50-$.99 round up

Amount cannot exceed the
“Check or Transaction
Amount” (Column G), with
exception made for rounding

up



Summary Page

Helpful Hint
Georgia Do LG i AL
Summary of Reimbursable llems by Line llem. See Atached DOA on Reimbursement Request Form for This Program
Cxganization: |
Program Mame: |
A m < n 3 ¥ g [
==
L Susbcid
e
'

O When requesting Employer
Paid Taxes use a separate
[ e

] e 1]

sl
—_—

Lol oo ol

_—_—
O
3

i

line and ensure the proper
Vendor is listed, ie. Dept. of

Revenue, Office of the
Treasury, etc...

Page

Date:

of

O When requesting Employer
Paid Benefits please ensure

Pages -- Duplicate and revise “ilem ™
ges must be signed. Include Grand Total on last page.

A if this

q

the proper Vendor is listed, ie.
Metlife, Aetna, Aflac, etc...

d for more than 15 items.

O Any Employer Paid Benefits

are not paid directly to your

employee and should not list
the employee as the Vendor



Summary Page
N

Final Notes:

O Please change the ltem
Numbers (Column A) to reflect
consecutive numbering; ie. If

e | R you.hqve 2 summary pqgeds
i L IR the item numbers on the 2"

S page should begin at 16 and

end at 30

: O Please number the pages
. appropriately; ie. Page 2 of
B _ 4, page 3 of 4, efc...
I O Use only the DCA supplied

form; please do not create a
different Excel form



Processing Reimbursement Requests
N

O

Once a reimbursement request is received by the Office of Homeless
and Special Needs Housing it follows a process for review,
approval, and funds issuance

Please allow up to 25 business days for this process once a
reimbursement request is received

Unless informed otherwise, it is not necessary for an organization to
send supporting documentation with a reimbursement request; if
additional information is needed to process a request the
organization will be notified via postal mail or emaiil

It is important to respond as quickly as possible to requests for
additional information



Payment Notices

Your reimbursement request in the amount of $XX XXX has been processed and will be deposited
directly into your bank. Reimbursement for eligible costs incurred through September 30, 2019 is
available until the deadline of October 31, 2019. All reimbursement requests must be received by that
ate. An updated reimbursement request form is attached for use with your next request.

This is the only notice you wil receive regarding this payment. For verification that the deposit has been
made, please contact your bank within the next two weeks.

If you need assistance, do not hesitate to call me direct at 404-679-0632 or email me.

" Heather Smith
(‘GCOYQIG of L ’ Grants Consultant

Communlty Aﬁal ( S Georgia Department of Community Affairs

60 Executive Park South, NE
Atlanta, Georgia 30329
Leam more about our commitment to fair housing.

Direct 404-679-0632
Heather.Smith@dca.ga.gov

O

Upon approval of a reimbursement
request an organization will receive
a payment notice & an updated
Reimbursement Request Form (Page
1) via email

The payment notice will contain the
information shown as well as any
additional pertinent information
related to the request

Please do not mail in another
reimbursement request until you
receive the payment notice with
your new reimbursement form.

Please do not staple reimbursement
requests forms that you mail in to
us. We request that you paper clip
the request forms or leave them as
is.



ESG Budget Amendments
N

Budget review is a component of the competitive application process.
Budget amendments may be considered IF the change does not effect
the competitiveness of the application.

To make a change to the program budget, you must:

O Prepare a letter/email of explanation detailing why the request is
necessary /requested

O Attach a copy of a Blank Reimbursement Form with your requested new budget
totals. Cross out the original budget totals on the form and write in the new
budget totals that you want to change.

Mail or Email the request to Heather Smith and Marion Goulbourne

O Marion Goulbourne will review your budget revision for approval. If an
approval is granted, then a new reimbursement form will be emailed to you
with the new budget totals on the form.



ESG Budget Amendment Deadlines- RRH/Prevention

O ONE budget revision can be submitted ONE time per
each quarter of your grant period. The last day to
submit budget revisions for RRH and Prevention is
August 31, 2019. NO BUDGET REVISIONS WILL BE
ACCEPTED after August 31, 2019 for RRH and

Prevention Grants.

m Deadlines for Submission

15" (July-Sept) September 30, 2018
2" (Oct-Dec) December 31, 2018
3rd (Jan-Mar) March 31, 2019

4% (Apr-June)  June 30, 2019

Final August 31, 2019



ESG Budget Amendment Deadlines-Emergency Shelter,
Hotel /Motel, HMIS, Outreach,

O ONE budget revision can be submitted ONE time per
each quarter of your grant period. The last day to
submit budget revisions for ESG grants that end on
6/30 is May 31, 2019. NO BUDGET REVISIONS WILL
BE ACCEPTED after May 31, 2019 for ESG grants with
a contract end date of 6/30/19.

m Deadlines for Submission

15" (July-Sept) September 30, 2018
2" (Oct-Dec) December 31, 2018
3rd (Jan-Mar) March 31, 2019
Final May 31, 2019



ESG Records Retention Requirements
7

O (y) Period of record retention. All records pertaining to each fiscal year of
ESG funds must be retained for the greater of 5 years or the period
specified below. Copies made by microfilming, photocopying, or similar
methods may be substituted for the original records.

O (1) Documentation of each program participant’s qualification as a family
or individual at risk of homelessness or as a homeless family or individual
and other program participant records must be retained for 5 years after
the expenditure of all funds from the grant under which the program
participant was served;

See 24 CFR Part 576 - Federal Register /Vol. 76, No. 233 /Monday, December
5, 2011 /Rules and Regulations 75993



ESG Match Requirements

Grantees must complete a Match report prior to payment
of the final reimbursement. The Match report will be sent

to each grantee, via email, prior to June 30, 2019. The
required information includes —

Other non-ESG HUD Funds
Other Federal Funds

State Government

Local Government

Private Funds

Other



ESG Match Requirements
N

O Failure to complete a Match report will result in
reimbursement requests not being processed and
payments being delayed; a delay may also occur in
the return of your executed contract for the

following grant year (if selected for award)

O All Rapid Re-Housing and Prevention grantees will
be required to submit a Match report for match

amounts expended as of June 30, 2019



Grantee /Grantor Oversight

o DCA relies on ESG grantees to maintain an active
partnership In using resources in a responsive and
accountable manner.

o DCA is responsible for ensuring that grants are
administered in accordance with the requirements of
all applicable laws and regulations.



Contact Information

N I ———
O Heather Smith, Grants Consultant (Primary)

O Phone: (404) 679-0632
O Fax: (404) 679-0669

0 Email: heather.smith@dca.ga.gov

O Christy Walker, Grants Compliance Manager

0O Email: Christy.walker@dca.ga.gov


mailto:heather.smith@dca.ga.gov

Questions




